The  New  York 
Academy  of  Medicine 


The  New  York 

ACADEMY  OF 

Medicine 


Library  Fund 

(General) 


Established  1878 


Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/nebraskamedicalj80unse 


VOL.  80  NO.  1 


JAN.  1995 


Nebraska 

Medical 

Journal 


Commitment 

Pin£  Health  Care 

Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio\  ascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  \ our  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you.  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodere  Street  • Omaha.  NE  681H 


sss 


We  can  help 
your  most 


difficult  cases. 


Madonna  Rehabilitation  Hospital  has  a specialized,  hospital-licensed  unit 
to  meet  the  needs  of  Nebraska's  catastrophically  ill  or  injured  children  and 
adults.  The  20-bed  Complex  Medical  & Rehabilitation  Unit  offers  good 
outcomes  for  lower  cost  and  our  rehabilitation  emphasis  often  means  patients 
return  home  earlier  than  in  other  programs. 


Your  patient  could  benefit  from 
Madonna's  specialized  care  if: 

the  patient  requires  the  assistance  of  a mechanical  ventilator 
the  patient  is  a victim  of  multisystem  failure 


the  patient  needs:  / Mechanical  ventilation 


/ Chest  tubes 

/ Tracheostomy  care  with  extensive  respiratory  needs 
/ Extensive  wound  care 
/ Pain  management 
/ Long-term  IV  and  antibiotic  therapy 
/ MRSA 
/ TPN 

/ Upper  airway  management 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln.  NE  68506  • 800-676-5448 
Admissions  • Darlene  Barker,  RN  • 402-483-9525 


Storz 

Cancer  Institute 


il’ing  with  the  diagriosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical, 
emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 

Cancer  Support  Team 

Storz  Cancer  Institute  s Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  sendees  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physical 
therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932. 
or  call  MD  Source  toll-free  at  1 -800-552-5552 
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Clarkson  Hospital  • 4350  Dewey  Avenue  • Omaha,  Nebraska  68105-1018 
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REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R.  Gelber,  M.D.,  1500  S.  48th 
Street,  Suite  #511,  Lincoln,  NE  68506.  The  manuscript  should  be 
typewritten,  double-spaced,  on  8V4  x 11  in  paper,  with  generous 
margins  on  each  page  Number  all  pages  in  the  right  upper  corner 
with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 

Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author.  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references.  Jour- 
nal references  should  include  authors'  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication.  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  SV2  x 11  in.  paper.  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
quality,  glossy,  unmounted  black-and-white  photographic  prints,  at 
least  5 x 7 in.  Do  not  send  original  artwork.  Each  illustration  should 
have  a gummed  label  on  the  back  containing  the  figure  number,  name 
of  senior  author  and  an  arrow  indicating  top  of  figure.  Legends  should 
be  typed  double-space  for  each  illustration  Permission  to  reproduce 
a picture  of  a patient  is  needed,  if  such  a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
tor. All  letters  should  be  accompanied  by  the  notation:  For  publica- 
tion. Galley  proofs  generally  will  not  be  returned  to  the  authors 
pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion Payment  will  be  made  only  upon  publication  of  the  cartoons. 
The  Journal  will  make  an  effort  to  return  unpublished  cartoons,  but 
this  cannot  be  guaranteed.  The  copyright  for  published  cartoons 
must  be  assigned  to  the  Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  re- 
ceived, particularly  in  the  order  in  which  galley  proofs  are  returned 
from  the  authors.  The  Editor  of  this  Journal  assumes  no  responsibil- 
ity for  opinions  and  claims  expressed  in  an  article  published  in  this 
Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Company,  Inc.,  PO.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn’t  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 

soss 

C^ewwrujp  the  Q%ea/th  ^pa&e  Ypo-'mnuwu-ty  %xc/uitve/y  Cifinee  1899 

800/344-1899 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy Cal1  USAF  HEALTH  PROFESSIONS 
TOLL  FREE  - 1-800-423-USAF 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M Scott,  M.D  , 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D Adams. 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Duane  W.  Krause, 
M.D,  Fremont.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT : Paul  E.  Plessman,  M.D.,  Seward. 
Counties  Butler,  Hamilton,  Polk,  Saunders, 
Seward.  York. 

SEVENTH  DISTRICT : Councilor:  Judith  A.  Butler, 
M.D.,  Superior  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Joel  F.  Hutchins, 
M.D.,  Gordon.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keva  Paha,  Rock,  Sheridan. 

NINTH  DISRICT  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler 

TENTH  DISTRICT  Councilor:  Charles  F.  Damico, 
M.D. , Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Fumas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps,  Red  Wil- 
low, Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
Asher,  M.D.,  North  Platte  Counties:  Arther, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage  

Hall 

Hamilton 

Holt  & Northwest  

Jefferson 

Keith-Perkins-Chase 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline 

Saunders 

Scotts  Bluff 

Seward  

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elizabeth  P.  Rapier,  Hastings 
. David  F Johnson,  Jr.,  Osmond  .. 

. Ed  J Pierce,  Alliance 

Jeffrey  P Lee,  Kearney 

Gerald  W Luckey,  David  City  ... 

R.  R Andersen,  Nehawka 

Calvin  W.  Cutnght,  Sidney 

Thomas  Tibbels,  West  Point 

Loren  H Jacobsen,  Broken  Bow 


. Carl  Falcone,  Fremont 

Benjamin  Martin,  Wayne 

Murray  Markley,  Loup  City 

. Robert  McLellan,  Beatrice 

. Lori  A.  Harkins,  Grand  Island  

Lynne  Holz,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B.  Carstens,  Fairbury 

. Berl  Spencer,  Ogallala 

D M Lallan,  Creighton 

James  A.  Fosnaugh,  Lincoln 

Mark  Nielsen,  North  Platte 

Pradip  Mistry,  Norfolk 

John  C.  Sage,  Omaha 

Tod  Voss,  Pierce 

Margaret  K.  Stockwell,  Gordon  .... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E Tuma,  Crete 

Leo  Meduna,  Wahoo 

Kent  Lacey,  Scottsbluff 

Roger  A.  Jacobs,  Seward 

Jeff  Hollis,  Geneva 

Gary  Ensz,  Auburn  

John  Grove,  McCook 

Carole  J Weckmuller,  Blair 

Darroil  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  Elston,  Alliance 
Clinton  Jones,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  B Dorwart,  Sidney 


N Leon  Books,  Broken  Bow 


W B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
Michael  J Horn,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D J Nagengast,  Bloomfield 
Wm.  C.  Minier,  Lincoln 
Jeff  MacDonald,  North  Platte 
Richard  P Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr  .,  Omaha 
Richard  Bell,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Paul  Considine,  Scottsbluff 
Richard  M.  Pitsch,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 


8-A  Nebraska  Medical  Journal  January  1995 


When  It  Comes  To  Patient  Education, 
We’re  Just  What  The  Doctor  Ordered! 

The  Nebraska  Beef  Council  is  your  resource  for  patient  education 
materials.  When  it  comes  to  communicating  important  messages  about 
diet  and  health,  we  can  help  by  supplying  the  latest  research-based 
nutrition  data,  patient  handouts,  activity  ideas  and  more. 

To  borrow  the  items  featured  in  this  ad,  call  or  write  today! 

Introduce  patients  to  four  video  segments, 
which  originally  aired  on  “Parenting  in  the 
90’s,”  a CNBC  American  Medical  Television 
program.  The  first  two  segments  focus  on  the 
importance  of  a well-balanced  diet  for  children 
and  highlight  foods  rich  in  iron.  The  other 
segments  provide  critical  messages  about 
food  safety  in  and  away  from  the  home. 

The  HeartCare  Program™  is  a video  kit 
designed  to  help  teach  patients 
management  of  blood  cholesterol. 

Included  are  four  videotapes,  an 
informative  booklet  and  a professional 
guide  and  audiotape. 


The 

HeartCare 

Program^ 


Skills  for 
Lowering  Your 
Blood  Cholesterol 


beei^  Nebraska  Beef  Council 


P.O.  Box  2108,  Kearney,  NE  68848  • 308-236-7551 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ■3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon f 1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT 
PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201  )-569-8502 
1 -800-237-9083 


Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Bartling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  your  delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  68516 

(402)  421-1600 
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You  respond  to  them. 
You  support  them. 


You  light 
lor  them. 


The  AMA  responds, 
supports  ana  fights 
for  you. 

Everyday,  you  help  ease  suffering,  heal  patients  and  save 
lives.  It  is  an  ennobling  calling.  The  AMA  shares 
your  values.  Your  patients’  health  is  our  highest  priority, 
too.  As  the  worlds  preeminent  medical  organization,  our 
300,000  member  physicians  work  together  for  the  benefit 
of  all  Americans.  We  speak  out  on  behalf  of  patients  and 
physicians  with  a single,  powerful  voice.  We  advance  the 
art  and  science  of  medicine.  We  promote  ethical,  educa- 
tional and  clinical  standards  for  the  profession.  We  are 
partners  in  a lifelong  crusade.  When  you  become 
an  AMA  member,  you  are  expressing  your  commitment  to 
patients,  to  the  profession,  and  to  resolving  the  great 
health  care  issues  of  our  time.  Join  us  now.  Call  your  coun- 
ty or  state  medical  society,  or  AMA  at  800  AMA-32 11. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Together,  we  are  the  profession. 


When  your  patients 
exhibit  symptoms  of 


depression 


we  can  help  you  help  them. 


A change  in  appetite,  loss  of  interest,  disturbed 
or  restless  sleep,  low  energy  level  and  a feeling 
of  hopelessness  are  all  symptomatic  of  depres- 
sion, a readily  treatable  condition.  As  a physician, 
you  can  depend  on  our  professional  staff  of 
physicians,  counselors  and  master's  level  thera- 
pists to  work  with  you  to  help  your  patient.  We 
can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


m 

1-8 

HE 

-782-3160 

MEIHODET  & 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


SURGEONS:  COULD  YOU  USE  AN  EXTRA  $10,000? 


If  you’re  a resident  in  surgery,  the  Army 
Reserve  will  pay  you  a yearly  stipend  which 


could  total  in  excess  of  $10,000  in  the  Army 
Reserve’s  Specialized  Training  Assistance 
Program  (STRAP). 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 

MAJ  LONNY  HOUK 

CALL  COLLECT  913-491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE® 


NATIONAL 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph.D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

Joseph  E.  Johnson,  M.D.,  FACP,  Int.  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
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ORGANIZATIONS 

American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
O.  Wayne  Houser,  M.D.,  President 
2021  Spring  Road,  Suite  600 
OakBrook.IL  60521 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure.  Executive  Vice  President 

8502  West  Center  Road.  P.O.  Box  241255,  Omaha,  N’E  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha.  NE  68144-3733 

American  Heart  Association,  Nebraska  Affiliate 

Douglas  P Halleen.  Executive  Director 
3624  FamamSt.  Omaha,  NE  68 131 
American  Lung  Association  of  Nebraska 

7101  Newport  Ave  , #303 
O maha , NE  68 1 52 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St..  #104 
Omaha.  NE  68106-1044 

Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque.  M D , Dean 
California  at  24th  Street.  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha.  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman.  Ph  D , Director 
4600  Valley  Road,  Lincoln.  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave  . #203.  Omaha.  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock.M  D . President 
2808  S.  80th  Ave..  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave  , #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave  . #301,  Omaha,  NE  68152-2116 
Nebraska  Academy  of  Ophthalmology 
Peter  E . Diednchsen,  M.D  , President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V Huerter.  M.D 

UNMC  - 600  S 42nd  Street,  University  Hospital 
Omaha.  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown.  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C Nilsson.  M D , President 
8552  Cass  Street,  Omaha.  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H Mehr,  M.D  , President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA.  President 
625  S.  14th  St.,  #203,  Lincoln.  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K Koerber.  MD,  President 
233  So  13th  St  , Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D Lynch,  M.D  . President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin.  M.D  , Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave  , #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C Likes,  Exec  Director 
7521  Main  St  , Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K Zetterman.  MD.  Governor 
UNMC  - 600  S.  42nd  St..  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  MD.  President 

233  S 13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 

Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 

Nebraska  Department  of  Health 

Mark  B Horton,  M.D  . Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm.  RD,  CN 
6300  Cornell  Road,  Lincoln.  NE  68516 
Nebraska  Health  Care  Association 
Patricia  Snyder.  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th St.,  Suite  1512,  Lincoln,  NE 68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233 So.  13th St  .Suite  1512,  Lincoln. NE 68508-2091 
Nebraska  Nurses  Association 

Donna  R Baker,  Executive  Director 
9410  Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D 
2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R P , Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D  , President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gurney,  M.D.,  President 
233  S.  13th  St  , #1512,  Lincoln.  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L Jay  McIntyre,  M.D  , President 
2205  S.  10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D  , President 
2121 S.  56th  St  , Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H.  Schulte,  M.D.,  President 
# 14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J Hynes,  M.D  , President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M Horrocks,  M.D.,  President 
233  So.  13th  St.,  Suite #1512,  Lincoln.  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Ste inkuehler.  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506- 1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis D Beavers,  M.D  , Secretary-Treasurer 
720N. 87th St  .Omaha, NE 68 114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street.  Omaha.  NE  68 1 14 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln.  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave  . #308,  Omaha.  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Tern  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr  , #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St  , Omaha.  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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Health  Care  Issues  in  the  1995 
Session  of  the  Nebraska  Legislature 

FREDERICK  F.  PAUSTIAN,  M.D. 


There  are  four  categories  of  health  care 
issues  which  may  be  considered  by  the  Ne- 
braska Legislature  during  its  1 995  session.  Each 
has  the  potential  to  affect  the  health  care  of  the 
people  of  the  State  of  Nebraska  and/or  impact 
the  accessibility  to  health  care.  These  include: 

1.  The  American  Medical  Association's  "Pa- 
tient Protection  Act",  as  it  relates  to  pre- 
ferred provider  organizations,  health  main- 
tenance organizations,  Medicaid,  and 
NebrasKare. 

2.  Independent  practice  by  advanced  nurse 
practitioners  and  their  related  clinical  nurse 
specialists. 

3.  Independent  conduct  of  school  physical 
examinations  and  immunization  recommen- 
dations by  mid-level  practitioners  (advanced 
nurse  practitioners  and  physician  assistants). 

4.  Limited  radiographer  education  and  certifi- 
cation. 

There  will  very  likely  be  many  other  health 
care  legislative  proposals  which  will  require  the 
attention  of  the  Nebraska  Medical  Association 
and  its  members,  but  these  four  proposals  are 
obvious  areas  of  interest. 

Patient  Protection  Act 

It  is  the  intent  of  the  Nebraska  Medical 
Association  to  seek  amendment  of  the  Ne- 
braska managed  care  laws  that  are  related  to 
PPOs  and  HMOs.  The  "Medicaid  Managed 
Care  Plan"  and  the  anticipated  "NebrasKare 
Plan"  will  be  carefully  evaluated  as  to  their 
impact  upon  access  to  care  and  the  quality  of 
the  care.  It  is  well  understood  that  both  Medic- 
aid and  NebrasKare  health  care  delivery  sys- 
tems will  operate  under  managed  care  provi- 
sions of  existing  PPO  and  HMO  statutes.  The 
problem  from  the  perspective  of  the  public  and 
physicians  is  that  the  existing  laws  do  not 
adequately  protect  the  patient's  interest  from 
certain  potentially  undesirable  features  in  man- 
aged health  care  plans. 

There  are  five  core  patient  protection  prin- 
ciples which  must  be  incorporated  into  these 
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programs  or  plans,  both  to  prevent  patients 
from  suffering  as  a consequence  of  the  plans 
and  to  ensure  in  every  way  possible  the  delivery 
of  the  highest  quality  of  medical  care.  A brief 
review  of  these  principles  and  their  terms  and 
conditions  follows: 

1.  Freedom  of  choice  - each  person  to  be 
covered  for  health  care  must  have  a choice 
of  delivery  system  plan  (managed  care  or  fee 
for  service)  together  with  the  freedom  of 
choice  of  physicians  participating  within  the 
individual  plan.  Any  managed  care  plan  that 
restricts  patient  choice  of  physician  must 
provide  for  a "point  of  service  option"  which 
allows  for  provision  of  health  care  services 
by  out  of  network  physicians.  Such  an  op- 
tion incurs  additional  costs  to  the  patient  as 
regards  premium  and/or  co-payments  and 
deductibles.  These  costs  must  be  limited  in 
magnitude  so  as  to  be  affordable  by  the 
patient.  Each  health  care  plan  must  ensure 
that  the  contracted  network  of  physicians 
has  the  capacity  to  accommodate  all  of  the 
plan's  policy  holders  and  that  the  quality  of 
service  will  not  be  compromised  by  the 
price  negotiated  for  the  services.  Each  pa- 
tient must  have  the  right  to  personally  con- 
tract with  any  physician  of  their  choice  out- 
side of  the  plan  at  their  own  expense. 

2.  Full  disclosure  of  health  plan  policies  - Pa- 
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tients  must  be  provided  with  comprehen- 
sive information  concerning  provisions  which 
may  restrict  access  to  medical  services.  En- 
rollees  must  be  advised  of  coverage  provi- 
sions and  exclusions,  the  necessity  for  prior 
authorization  and  utilization  review  require- 
ments, financial  arrangements  offered  to 
physicians  to  withhold  or  limit  medical  ser- 
vices and  the  percent  of  premium  or  pro- 
gram support  dollars  spent  on  direct  patient 
care  services. 

3.  Inappropriate  financial  incentives  - Financial 
incentives  to  withhold  medically  appropri- 
ate care  or  deny  access  to  medical  special- 
ists must  be  prohibited. 

4.  Protection  against  arbitrary  termination  of 
physicians  - Both  patients  and  physicians 
must  be  provided  access  to  the  health  plan 
selection  and  retention  criteria  for  health 
care  providers.  The  plans  must  be  prohib- 
ited from  terminating  physician  contracts 
without  notice  as  to  reason  and  appropriate 
hearings  including  due  process  so  as  to 
prevent  unwarranted  interruptions  in  pa- 
tient medical  care. 

5.  Utilization  review  and  quality  assurance  safe- 
guards - Utilization  review  and  quality  assur- 
ance criteria  must  be  disclosed  to  patients 
and  physicians.  The  participating  physicians 
within  a given  plan  must  have  a formal 
mechanism  for  input  on  policies  covering 
credentialing,  coverage,  quality  assurance, 
and  utilization  review.  For  medical  services 
requiring  prior  authorization  there  must  be 
prompt  decisions  on  requests  for  approval 
of  medically  necessary  services.  The  results 
of  patient  satisfaction  surveys  concerning 
the  health  care  plan  and  physicians  must  be 
provided  to  the  insured. 

The  enactment  of  the  above  patient  protec- 
tion provisions  is  of  paramount  importance  so 
as  to  safeguard  the  publics  right  to  quality 
health  care. 

Independent  Practice  By  Advanced 
Nurse  Practitioners  (A.N.P.) 

The  Nebraska  Medical  Association  is  strongly 
supportive  of  the  basic  principles  and  philoso- 
phies which  nurses  employ  in  their  delivery  of 
health  care.  It  is  well  recognized  that  nurses 
have  become  expert  in  interacting  with  pa- 
tients relative  to  education  about  their  health 
care  problems  and  providing  them  with  criti- 
cally important  information  that  pertains  to 


their  day  to  day  health  care  treatment.  In  addi- 
tion, nurses  have  become  very  proficient  and 
effective  in  advising  patients  regarding  per- 
sonal preventive  health  care  as  related  to  be- 
havior modification,  the  conduct  of  various 
screening  procedures,  and  the  need  for  appro- 
priate immunizations.  Other  areas  of  effective 
interaction  include  communicable  disease  con- 
trol, home  health  care,  health  promotion,  men- 
tal health  management  and  violence  preven- 
tion. 

There  are  two  categories  of  medical  care 
which  are  very  important  to  an  expanded  and 
more  effective  scope  of  practice  for  A.N.P. : 
1 ) The  prescribing,  performance  and  interpreta- 
tion of  selected  laboratory,  diagnostic  and 
invasive  procedures  and,  2)  prescription  au- 
thority for  legend  drugs  and  controlled  sub- 
stances, schedules  III,  IV,  and  V.  It  is  not  gener- 
ally known  or  appreciated  that  A.N.P.  already 
have  such  authority  when  included  in  a practice 
agreement  with  a collaborating  physician.  There- 
fore, the  issue  between  A.N.P.  and  physicians  is 
not  an  expanded  scope  of  practice  per  se  for 
the  former  but  whether  or  not  advanced  prac- 
tice nurses  should  have  legislated  authority  to 
practice  medicine  independent  of  physicians. 

The  Nebraska  Medical  Association  strongly 
supports  expanded  clinical  practice  roles  for 
the  qualified  A.N.P.  who  has  a formal,  written 
practice  agreement  with  a collaborating  physi- 
cian who  is  responsible  for  the  quality  and 
outcome  of  the  care  provided.  Such  a collabo- 
ration requires  a high  degree  of  trust  and  under- 
standing of  the  respective  capabilities  together 
with  the  effective  utilization  of  a well  coordi- 
nated and  documented  system  of  communica- 
tion. 

The  basis  for  the  continued  requirement  for 
an  A.N.P.  to  have  a collaborative  working  agree- 
ment with  a physician  is  the  marked  difference 
in  the  education  of  the  nurse  and  the  physician, 
as  regards  the  natural  history  of  disease,  patho- 
physiology of  disease,  pharmacology,  medical 
problem  solving,  and  applied  therapeutics.  It  is 
not  deemed  appropriate  for  a less  than  equiva- 
lent independent,  parallel  system  of  medical 
care  to  be  initiated  at  a time  when  every  effort 
is  being  extended  to  integrate  all  components 
of  the  existing  health  care  system  and  to  avoid 
in  every  way  possible  unnecessary  duplication 
of  medical  services  so  as  to  effectively  control 
medical  care  costs. 
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Independent  Conduct  of  School  Physical 
Examinations  and  Immunization 
Recommendations  by  Mid  Level  Practitioners 

The  same  concerns  apply  to  this  proposal 
legislation  as  pertains  to  the  independent  prac- 
tice of  advanced  nurse  practitioners.  It  is  well 
accepted  that  mid  level  practitioners  can  effec- 
tively perform  school  physical  examinations 
and  assess  the  adequacy  of,  necessity  for  and 
risks  of  immunizations.  However,  the  signifi- 
cance of  abnormalities  detected  during  such 
examinations  and  the  assessment  for  the  need 
of  and  risk  associated  with  immunizations  war- 
rant the  high  level  of  capability  provided  by  the 
competent  physician.  It  is  again  of  paramount 
importance  that  all  elements  of  health  care  be 
well  integrated  in  order  that  the  system  not  be 
fragmented  into  independent  components  re- 
sulting in  unconnected  medical  services  and 
errors  in  the  provision  of  health  care.  Collabora- 
tive systems,  together  with  appropriate  com- 
munication mechanisms  can  alleviate  the  po- 
tential dangers  associated  with  independent 
medical  service  practices  by  mid  level  practitio- 
ners. The  intent  and  purpose  of  the  current 
statues  are  to  prevent,  in  so  far  as  possible, 
errors  in  the  assessment  of  the  health  status  of 
our  school  children  and  errors  in  the  administra- 
tion of  immunizations. 

Limited  Radiographer  Education 
and  Certification 

The  problem  continues  as  to  how  much 
education  and  testing  of  limited  radiographers 
are  necessary  to  assure  safety  of  the  public  and 
permit  ease  of  access  of  patients  to  appropriate 
imaging  studies  at  a reasonable  cost.  The  cur- 
rent statute  enacted  in  the  1987  Radiation 
Control  Act  requires  16  hours  of  education  for 
limited  radiographers.  The  Nebraska  Depart- 
ment of  Health  has  proposed  a formal  1 00  hour 


education  program  together  with  a secured 
examination  for  certification  of  competency. 
From  the  perspective  of  responsible  physicians 
providing  such  service,  these  requirements  are 
far  in  excess  of  that  necessary  for  the  conduct  of 
safe,  quality  x-ray  examinations.  The  cost  of 
such  lengthy  education  and  the  breadth  and 
depth  of  the  proposed  certifying  examination 
have  a marked  potential  to  eliminate  and  thereby 
decrease  the  availability  of  x-ray  services  through- 
out the  rural  portions  of  the  State  of  Nebraska. 

In  the  past  there  has  been  a marked  defi- 
ciency of  the  required  formal  educational 
courses  in  the  state  for  the  limited  radiographer. 
On  the  job  training  was  provided  by  the  respon- 
sible physician,  a method  which  admittedly 
lacks  uniformity  of  content  and  quality.  In  the 
past  two  years,  the  number  of  such  radiation 
imaging  and  safety  courses  has  markedly  ex- 
panded, and  courses  are  now  available  through 
several  of  the  various  community  colleges  of 
the  state  making  them  more  readily  accessible 
and  affordable.  It  is  proposed  that  the  limited 
radiographer  examination  be  related  to  a stan- 
dardized education  program,  the  specific  prac- 
tice of  the  responsible  physician,  and  the  x-ray 
equipment  which  is  being  employed.  Thus,  the 
assessment  would  be  a practical  examination 
conducted  in  the  office  of  the  physician  and 
would  evaluate  both  the  limited  radiographer 
and  the  x-ray  system  present  within  the  office 
as  to  capability  and  safety. 

The  position  of  the  Nebraska  Medical  Asso- 
ciation on  each  of  the  above  issues  is  directed 
toward  assuring  high  quality,  accessible  care  to 
the  citizens  of  the  State  of  Nebraska  at  a cost 
which  is  affordable.  It  cannot  be  emphasized 
too  strongly  the  importance  and  necessity  of 
developing  and  maintaining  a highly-integrated 
health  care  system  in  which  the  physician  is 
responsible  for  the  medical  care  of  the  patient. 
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LETTER  TO  THE  EDITOR 


GEORGE  C.  MANNING,  M.D. 


To  the  Editor: 

AND  THE  BAD  NEWS  IS: 

Health  care  reform  is  not  dead.  Hillary  Clinton 
blames  bad  politics  for  the  failure  of  a healthcare 
reform  bill  to  make  it  to  a vote  before  the  recess. 
The  latest  announcement  from  the  administra- 
tion is  that  it  will  be  back  in  1995  but  with  the 
political  error  corrected:  Mrs.  Clinton  and  Ira 
Magaziner  will  remain  in  the  background  like 
puppeteers,  pulling  the  strings — but  you  won't 
see  them. 

Mrs.  Clinton  added  that  people  in  this  coun- 
try had  been  trying  for  decades  to  get  govern- 
ment-run, universally  mandated  health  care 
through  the  Congress. 

In  her  mania  for  power,  Clinton  does  not 
recognize  that  since  Wilbur  Cohen  first  tried  to 
socialize  the  entire  provision  of  medical  care  in 
America  in  the  mid-1 930's,  hundred  of  millions 
of  Americans  have  repeatedly  fought  to  stave 
off  the  efforts  of  a few  dozen  members  of  the 


Congress,  a few  presidents  and  various  other 
"liberals",  both  within  and  outside  of  the  politi- 
cal structure,  who  actively  seek  a politically 
dominated,  government  controlled,  semi-Euro- 
pean style  of  socialized  medicine.  Who  in  his 
right  mind  wants  it?  One  more  time  we  Ameri- 
cans have  managed  to  convince  a majority  of 
members  of  the  1 03rd  Congress  that  we  did  not 
even  trust  a vote  on  the  matter  lest  something 
get  slipped  off  on  us  as  has  so  often  happened 
before. 

With  health  care  reform  going  underground, 
the  need  for  citizen  vigilance  is  greater  than 
ever.  Just  as  3/4ths  of  Medicare/Medicaid  leg- 
islation has  been  slipped  through  as  riders  on 
other  bills,  we  can  expect  to  find  next  year's 
healthcare  reform  bills  tacked  piecemeal  onto 
bills  such  as  those  concerning  public  lands, 
banking,  wetlands  conservation,  etc. 

We're  going  to  get  it,  folks,  we're  just  not 
going  to  see  it  coming  unless  we  go  after  the 
104th  Congress  right  away. 
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ORIGINAL  ARTICLE 


"Do-not-Resuscitate"  Orders  for  Children 


‘CARL  H.  GUMBINER,  M.D., 

Associate  Professor  of  Pediatrics 
University  of  Nebraska  Medical  Center 
Medical  Director  of  Intensive  Care,  Childrens  Hospital,  Omaha,  Nebraska 


THE  phrase  "cardiopulmonary 
resuscitation"  (CPR)  refers  to 
a sequence  of  therapeutic  re- 
sponses to  cardiac  arrest,  extreme  bradycardia, 
life  threatening  arrhythmia,  or  apnea.  These  inter- 
ventions may  include  basic  life  support  measures 
as  well  as  supportive  ventilation,  airway  adjuncts, 
administration  of  epinephrine  and  other  emer- 
gency drugs,  and  direct  current  counter  shock.  In 
the  modern  era  of  medicine  these  therapies  have 
become  standard  "expected"  components  of 
medical  care,  both  in  and  out  of  the  hospital 
setting.  Their  reported  effectiveness  is  extremely 
variable  depending  on  patient  population,  indi- 
cations, and  definitions  of  successful  outcome1; 
but  it  is  generally  accepted  that  the  outcome 
following  cardiopulmonary  resuscitation  of  chil- 
dren is  significantly  less  successful  than  resuscita- 
tion of  adults.2 

While  CPR  has  become  "standard"  therapy,  it 
is,  nonetheless,  a medical  treatment  with  atten- 
dant indications  and  contraindications.  Its  utiliza- 
tion requires  the  consent,  presumably  the  in- 
formed consent,  of  the  patient.  CPR  is  unique, 
however,  in  that  to  be  effective,  it  must  be 
delivered  instantaneously  when  indicated. 
Futhermore  it  is  provided  to  patients  whose 
medical  condition  usually  precludes  even  rudi- 
mentary consideration  of  consent  at  the  time  of 
delivery.  Just  the  same,  there  are  circumstances 
when  CPR  might  not  be  appropriate  for  a particu- 
lar patient  and/or  the  patient  may,  a priori,  wish 
not  to  consent  to  that  treatment.  Such  consider- 
ations and  determinations  nearly  always  must 
take  place  before  CPR  is  actually  necessary,  but 
must  be  properly  documented  and  communi- 
cated so  that  what  is  regarded  as  "standard" 
therapy  will  not  be  employed.  Hence  has  arisen 
the  "Do-Not  Resuscitate  (DNR)"  or  "No  Code" 
order  - the  physician's  order  not  to  engage  in  a 
particular  set  of  treatments  for  a particular  pa- 
tient. 

When  might  a patient  wish  not  to  undergo 
CPR,  vvhen  the  alternative  presumably  results  in 
his  or  her  death?  And,  if  the  patient  is  a child, 
when  might  a parent  or  other  responsible  party 


not  wish  to  employ  a treatment  when  the  alterna- 
tive will  result  in  the  child's  death.  The  basis  upon 
which  a patient  or  his  surrogate  decision  maker 
might  wish  to  forego  potentially  life-sustaining 
treatment  is  generally  one  of  two  considerations. 
The  first  is  that  of  futility,  and  the  second  that  of 
patient  burden.3’9  For  certain  patients  with  ad- 
vanced terminal  illnesses  death  is  imminent  and 
unavoidable.  CPR  is  invasive  and  ineffective  - or 
at  most  might  only  prolong  the  dying  process.  In 
such  instances,  it  might  be  deemed  futile.  Other 
patients  might  suffer  from  severe  irreversible 
conditions  associated  with  pain  such  a terminal 
cancer,  or  from  persistent  vegetative  coma.  CPR 
might  delay  the  death  of  such  patients,  perhaps 
even  for  a significant  period  of  time.  But  the 
nature  of  the  patients  existence  may  be  such  that, 
coupled  with  the  perceived  invasion  and  even 
violence  associated  with  resuscitation,  it  is  re- 
garded as  more  burdensome  to  the  patient  than 
death  might  be.  So  the  concept  of  patient  burden 
would  apply.  In  either  instance  DNR  might  be  a 
consideration. 

Such  determinations,  those  of  futility  or  of 
burden  of  treatment,  are  ideally  those  of  the 
patient  himself912  usually  in  discussion  with  his 
physician.  Often,  though,  the  condition  of  these 
patients  renders  them  incompetent  to  consider 
or  decide  these  matters.  A patient's  surrogate 
must  decide  on  the  patient's  behalf.3'68’11  Other 
times,  it  may  not  be  the  terminal  illness  causing 
the  patient's  incompetency  but  his  underlying 
mental  condition  or  his  age.  Once  again  a surro- 
gate is  called  upon  to  act  on  the  patient's  behalf. 
In  pediatrics  this  is  usually,  but  not  always,  the 
case.  Ordinarily  the  responsibility  falls  upon  the 
child's  parents,  legal  guardians,  or  state  appointed 
surrogates.  In  acting  on  the  patient's  behalf,  the 
surrogate  (hereafter  this  will  be  designated  by  the 
word  "parent")  follows  one  of  two  principles.  The 
first  principle  is  to  decide  according  to  the  patient's 
wishes,  if  they  are  known,  or  to  invoke  the 
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concept  of  "substituted  judgement."3'4-68'3'15  In 
the  absence  of  known  patient  wishes  or  substi- 
tuted judgement,  a parent  must  act  according  to 
the  second  principle  or  that  of  the  child's  "best 
interest,"  as  he  perceives  it.3'4-6-8"9-11'14  In  the  pedi- 
atric care  setting,  then,  how  does  this  decision 
process  and  its  implementation  actually  occur? 
At  some  point  in  the  child's  care  - nearly  always 
during  a hospitalization  - a question  arises  about 
the  benefit  to  the  patient  of  subsequent  institu- 
tion of  CPR.  The  child's  illness  is  severe  and 
irreversible.  Death  may  be  imminent,  but  is  not 
necessarily  so.  Life  supportive  measures  such  as 
ventilator  therapy  or  inotropic  drugs  may  already 
be  in  use.  The  child  may  be  awake  or  comatose, 
or  may  be  suffering.  Prior  resuscitations  may 
have  already  taken  place,  or  the  child  might  have 
been  quite  stable.  The  common  factor,  though,  is 
the  concern  that  the  child  might  not  benefit  from 
attempted  cardiopulmonary  resuscitation  if  the 
indication  should  arise  - or  rise  again.  This  con- 
cern might  first  occur  to  the  child's  doctor,  to 
another  caregiver,  or  to  the  child's  parent.  When 
it  does,  and  in  a sensitive,  respectful,  confidential, 
and  knowledgeable  fashion,  a dialogue  should 
follow.6-11  The  dialogue  must  involve,  at  the  very 
least,  the  child's  parent  (both  if  possible)  and  the 
child's  primary  physician.  Others  may  be  in- 
volved as  appropriate.  The  decision  must  include 
a review  of  the  medical  facts  of  the  child's 
condition  and  of  his/her  prognosis.  Medical 
accuracy  is  obviously  assumed  here  and  if  more 
information  or  more  accurate  information  is 
necessary  it  must  be  sought.  If  additional  medical 
opinions  are  required,  they  should  be  solicited. 
Then  an  attempt  must  be  made  to  ascertain  the 
child's  wishes  and/or  to  determine  what  repre- 
sent his/her  best  interests.  Mutual  agreement  is 
the  ideal  objective  of  this  dialogue.  Often  this 
discussion  represents  the  physician/family  rela- 
tionship at  its  highest  level,  despite  the  unfortu- 
nate circumstances  of  the  child's  medical  condi- 
tion. The  dialogue  most  definitely  consists  of 
communication,  may  entail  persuasion,  and 
should  never  include  an  element  of  coercion. 
Sometimes  the  discussion  may  be  short.  Some- 
times it  is  a review  of  prior  discussions.  Other 
times  the  dialogue  may  be  a long  one,  or  may 
consist  of  a series  of  discussions. 

When  these  discussions  have  taken  place  and 
the  child's  parents  have  decided,  in  conjunction 
with  the  primary  physician,  and  based  on  the 
medical  information  he  has  provided,  that  car- 
diopulmonary resuscitation  is  not  in  the  best 
interest  of  their  child,  then  a DNR  or  "No  Code" 
order  should  be  written.11 16  Discussion  must  be 
documented  in  the  medical  record.11-15  There  is 


no  legal  requirement  for  parental  signature,  wit- 
ness signature,  or  second  physician  co-signature, 
but  institutional  policy  may  recommend  one  or 
more  of  those  formalities.4"7-11'16 

How  should  a DNR  order  be  written?  The 
order,  or  orders,  should  clearly  articulate  for 
nursing  staff  and  other  caregivers  what  should  (or 
should  not)  be  done.  Often  the  simple  order  "No 
Code"  or  "DNR"  will  suffice.  Commonly  how- 
ever, the  order  must  be  more  specific,  particu- 
larly for  patients  already  receiving  advanced  life 
support.  For  example,  a non-ventilated  patient  in 
a persistent  vegetative  state  might  be  appropri- 
ately managed  with  a simple  DNR  order,  but  a 
ventilated,  dialyzed  patient  on  three  inotropes 
with  multiple  organ  failure  might  need  more 
specific  orders  to  clarify  what  does  and  does-not 
constitute  a resuscitation.  A good  way  to  con- 
struct such  an  order  - indeed  a good  way  for  the 
physician  to  conceptulize  the  DNR  order  - is 
simply  to  articulate  the  action  he/she  has  agreed 
with  the  family  that  he/she  would  take  if  he/she 
were  present.  In  other  words,  if  the  child's  attend- 
ing physician  were  to  constantly  remain  at  his/ 
her  patient's  bedside,  he/she  could  personally 
direct  the  child's  care  and  not  provide  those 
treatments  that  they  agreed  were  inappropriate. 
Since  he/she  cannot  always  be  present,  he/she 
must  direct  other  caregivers  accordingly.  As 
such,  the  order  should  be  clear  and  unambigu- 
ous. In  the  absence  of  such  orders,  the  presump- 
tion of  full  resuscitation  should  be  made.  Such 
orders  as  "Slow  Code"  or  "Partial  Code"  are 
equivocal,  serve  no  purpose  and  are  inappropri- 
ate.3'5-11-16'17 

There  is  confusion  sometimes  between  the 
concepts  of  DNR  and  withdrawal  of  support  or 
withdrawal  of  therapy.3-4-6-8-9-11'15  The  orders  are 
not  synonymous.  Certain  ethical  principles  apply 
to  both  deliberations,  but  one  action  does  not 
imply  the  other.  DNR  simply  refers  to  the  with- 
holding of  a certain  form  of  therapy  (cardiopul- 
monary resuscitation)  in  the  event  of  a certain, 
often  expected,  occurrence  (cardiopulmonary 
arrest).  Such  a decision  does  not  preclude  the 
continuation  of  other  forms  of  advanced  life 
support  such  as  mechanical  ventilation  or  inotro- 
pic therapy.  It  does  not  preclude  continued  ICU 
management  (nor  does  it  mandate  it).  It  does  not 
preclude  less  sophisticated  supportive  care  such 
as  antibiotics,  intravenous  fluids,  or  even  feeding. 
It  does  not  preclude  other  diagnostic  procedures 
such  as  radiographic  studies,  ongoing  therapeu- 
tic procedures,  or  surgery.  Placement  of  a 
gastrostomy  tube  or  ventriculoperitoneal  shunt 
replacement,  for  example,  are  surgical  proce- 
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dures  not  uncommonly  recommended  to  facili- 
tate ongoing  care  of  patient  who  might  appropri- 
ately have  DNR  orders  written.  Anesthesia  man- 
agement in  the  face  of  a DNR  order  requires 
additional  consideration  and  usually  discussion 
between  the  child's  family  and  the  anesthesiolo- 
gist. Obviously  an  understanding  must  be  reached 
regarding  management  of  ventilation  and  per- 
haps circulatory  status  during  surgery,  but  blan- 
ket policies  such  as  the  lifting  of  DNR  orders  for 
24  hours  after  surgery  are  arbitrary  and  generally 
inconsistent  with  the  principles  underlying  the 
DNR  order.1720 

In  many  such  patients,  of  course,  the  issues  of 
withholding  other  supportive  measures,  with- 
drawing other  supports,  or  even  withdrawal  of 
simple  life  sustaining  care  must  be  addressed. 
Those  questions  are  not  the  subject  of  this  discus- 
sion, but  similar  issues  are  involved.  Dialogue 
and  consensus  between  the  patient's  surrogate 
(or  the  patient  himself)  and  the  patient's  physician 
again  form  the  basis  for  such  decisions.3'4'7,810'14 

The  dialogue  does  not  end  once  the  DNR 
status  has  been  decided  upon  and  the  order 
properly  written.  The  child's  parents  must  be 
continually  appraised  of  the  child's  condition, 
with  appropriate  reference  to  any  alteration  in 
the  medical  facts  or  the  prognosis.  The  decision 
itself  must  be  re-evaluated  periodically.  While 
this  ongoing  process  seems  obvious,  most  insti- 
tutions have  a policy  requiring  periodic  interval 
re-writing  of  DNR  order.  This  facilitates  ongoing 
discussion  and,  generally,  alleviates  misunder- 
standing arising  out  of  lack  of  communication. 
Such  a policy  should  not  be  the  basis  itself  of 
inappropriate  treatment  of  the  patient. 

Another  area  of  potential  confusion  in  the 
discussion  of  DNR  status  is  the  concept  of  brain 
death.3  21  When  a patient  has  been  determined  to 
be  brain  dead,  questions  of  DN  R or  "no  code"  are 
perhaps  misdirected  as  the  patient's  death  has 
already  occurred.  Discussion  with  parents  at  that 
point  should  address  the  concept  of  brain  death 
and  the  fact  that  artificial  support  measures  will 
be  discontinued.  The  child's  wishes  or  his/her 
best  interests  regarding  resuscitation  are  no  longer 
pertinent  ethical  concerns.  Organ  transplanta- 
tion may  be  a consideration  and  a subject  of 
discussion.  Cardiopulmonary  resuscitation,  not 
as  a mode  of  life  support,  but  as  a mode  of  organ 
support,  is  an  appropriate  subject  of  discussion  in 
conjunction  with  the  discussion  about  transplan- 
tation. CPR  might  be  appropriate  before  the 
opportunity  to  hold  these  discussions  has  arisen. 
One  might  even  conceive  of  rare  situations  in 
which  CPR  might  be  appropriate  following  brain 


death  of  a patient  for  whom  DNR  orders  had 
previously  been  written.  Sensitivity  would  dictate 
this  only  occurring  after  an  appropriate  series  of 
discussions  and  clear  understanding  by  the  fam- 
ily of  DNR,  brain  death,  and  organ  donor  issues. 

A child's  death  is  a tragedy.  The  pain  of  his  fatal 
illness  encompasses  not  only  himself,  but  his 
family  and  his  medical  care  providers.  Caring  for 
a dying  child  and  working  with  his  family  requires 
a type  of  sensitivity  and  skill  unlike  any  other  area 
of  medicine.  While  the  DNR  order  is  a well 
described  process,  its  application  to  pediatric 
patients  is  sometimes  poorly  understood  and 
confused.  This  need  not  be  the  case. 
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INTRODUCTION 

THE  Greater  Omaha  Needs 
Assessment  Project,  con- 
ducted by  the  University  of 
Nebraska  Medical  Center  has  revealed  some 
startling  information  regarding  the  health  of 
Nebraska's  children.  The  purpose  of  the  Uni- 
versity study  was  to  provide  data  useful  in 
monitoring  the  progress  toward  achieving 
National  and  Nebraska  Year  2000  Objec- 
tives. In  the  process,  it  was  discovered  that 
only  56%  of  all  Douglas  County  children  who 
were  two  years  old  in  1988  were  up-to-date 
on  immunizations.1  Some  other  findings  rel- 
evant to  Douglas  County  include: 

• Black  and  Native  American  infants  are 
2.5  times  more  likely  to  die  before  reach- 
ing their  first  birthday  than  are  White 
infants. 

• Injuries  account  for  more  deaths  to  Dou- 
glas County  children  1 to  1 9 years  than 
any  other  cause. 

• Of  approximately  100,000  children  17 
years  of  age  and  younger,  about  35,000 
are  estimated  to  have  at  least  one  chronic 
illness  or  impairment. 

• Poverty  is  the  best  predictor  of  poor 
health  in  children,  and  one  of  every  five 
children  under  five  years  of  age,  lives  in 
poverty. 

Although  it  is  unlikely  that  children  who  live 
in  poverty  would  have  coverage  with  Blue 
Cross  and  Blue  Shield  of  Nebraska  (BCBSN), 
there  is  no  evidence  to  support  the  assump- 
tion that  immunization  rates  for  those  chil- 
dren are  better  than  that  of  the  general  popu- 
lation of  Douglas  County.  The  Greater  Omaha 
Needs  Assessment  Project  demonstrated, 
through  the  use  of  census  tracts,  that  income 
and  access  are  not  good  predictors  of  immu- 
nization rates  for  two-year-olds.  Some  high 
income  areas,  where  people  are  more  likely 
to  have  health  insurance,  have  lower  immuni- 


zation rates  for  two-year-olds  than  some  low- 
income  areas.2  By  the  time  a child  enters 
school,  most  (about  95%)  are  fully  immunized 
because  of  the  requirement  by  law  for  school 
entry. 

While  immunization  rates  for  children 
(younger  than  school  age)  is  a good  indicator 
of  overall  primary  care  quality,  it  is  difficult  to 
measure  due  to  fragmentation  of  care  and 
incomplete  records.  Immunization  rates  are  a 
good  indicator  of  primary  care  quality  (for  the 
younger  than  school-age  group)  because  they 
indicate  whether  or  not  care  is  being  man- 
aged in  a proactive  manner.  A preschool  age 
child  who  is  up-to-date  on  immunizations,  has 
a knowledgeable  caregiver  planning  for  good 
health.  Unfortunately,  those  immunizations 
are  often  provided  by  a number  of  different 
physicians  and  clinics  for  the  same  child.  To 
make  matters  worse,  if  a BCBSN  member  is 
immunized  at  a free  clinic,  no  claim  is  submit- 
ted so  there  is  no  record  of  it  in  the  claims 
database.  The  entire  event  may  go  undocu- 
mented anywhere. 

It  is  possible  to  examine  other  indicators  of 
primary  care  quality  and  availability  using 
claims  data.  For  example,  some  types  of  hos- 
pitalizations such  as  those  for  "Ambulatory 
Care  Sensitive"  conditions  may  indicate  a 
community's  need  for  improvement  in  access 
to,  and  delivery  of,  primary  care.3  Health  care 
delivery  systems  differ  greatly  in  the  emphasis 
given  to  various  types  of  health  care  delivered 
to  residents.4  Low  income  is  often  associated 
with  high  hospitalization  rates  for  Ambulatory 
Care  Sensitive  conditions,  but  only  because 
low  income  is  associated  with  the  direct  causes 
such  as  lower  educational  level,  unemploy- 
ment, lack  of  transportation  and  social  prob- 
lems.5 For  some,  seeking  care  for  a minor 
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illness  is  not  a priority.  For  others,  who  would 
seek  care,  the  health  care  system  is  difficult  to 
access. 

As  a result,  some  populations  tend  to  have 
high  hospitalization  rates  (for  themselves  and 
for  their  children)  for  conditions  that  could  be 
treated  and/or  controlled  on  an  outpatient 
basis  if  caught  early.  Other  regions,  especially 
those  with  more  resources,  will  invest  more  in 
preventive  types  of  care.  The  reasons  for  the 
differences  involve  numerous  patient,  payer 
and  provider  (physician  and  hospital)  charac- 
teristics; however,  geographic  variations  are 
seen  irrespective  of  mechanisms  used  to  pay 
providers.6 

The  purpose  of  this  investigation  is  to  iden- 
tify Nebraska  Hospital  Market  Areas  where 
health  care  resources  are  utilized  more  heavily 
at  the  hospitalization  stage  than  at  the  pre- 
ventive stage  of  illness  for  children,  newborn 
through  5 years  of  age.  Again,  although  we 
would  assume  that  the  majority  of  BCBSN 
members  would  not  be  at  the  poverty  level, 
there  are  members  with  annual  family  in- 
comes of  $12,000  and  less.  These  members 
are  at  risk  due  to  the  variables  associated  with 
low  income,  as  mentioned  above,  which  lead 
to  poor  health  outcomes.  Preventive  and  high 
quality  primary  care  are  especially  important 
for  children  because  minor  conditions  can  so 
rapidly  escalate  into  life-threatening  condi- 
tions, and  hospitalizations  are  very  traumatic.7 
Our  hypothesis  is  that  a high  utilization  of 
hospitalization  services  is  related  to  low  utili- 
zation of  preventive  services  for  children  ages 
0-5. 

METHOD 

The  Blue  Cross  and  Blue  Shield  of  Nebraska 
Small  Area  Analysis  Inpatient  (hospital)  and 
Physician  databases  were  utilized.  The  Inpa- 
tient database  was  used  to  identify  small  geo- 
graphic regions  (Hospital  Market  Areas)  with 
significantly,  and  consistently,  high  age  and 
sex  adjusted  hospitalization  rates  for  children 
ages  newborn  through  5 years  of  age,  in  a 
population-based  analysis.  Market  penetra- 
tion for  BCBSN  ranges  from  20-30%  of  the 
total  Nebraska  population  evenly  across  all 
Nebraska  counties.  This  provides  a represen- 
tative sample  of  Nebraska  population. 

After  identification  of  Hospital  Market  Ar- 
eas with  high  hospitalization  rates,  an  exami- 
nation of  physician-generated  claims  data  for 
the  same  regions  (also  population-based)  was 


conducted  to  determine  whether  or  not  phy- 
sician service  rates  also  demonstrated  heavier 
emphasis  on  hospital  services  than  on  preven- 
tive services  for  the  same  age  group.  The  final 
stage  involves  a provider-based  (physician- 
based)  examination  of  the  physicians  deliver- 
ing care  in  the  identified  Hospital  Market 
Areas.  In  this  step,  we  also  grouped  specific 
provider's  patients  according  to  the  number 
of  total  physicians  seen  in  a particular  year  as 
a method  of  indirectly  determining  patient 
severity  of  illness. 

The  tool  used  to  perform  this  analysis, 
Pandora,  was  developed  by  Codman  Research 
of  Lebanon,  New  Hampshire.  Pandora  uses  a 
population-based  methodology  which  has  a 
solid  epidemiological  foundation.8  Population- 
based  analysis  is  the  best  tool  for  evaluating  a 
health  care  delivery  system  because  it  facili- 
tates examination  of  medical  care  encounters 
of  a defined  population,  regardless  of  where 
that  medical  care  was  received.  This  method 
does  not  assume  a constant,  uniform  level  of 
illness,  nor  does  it  attribute  all  the  observed 
variations  to  a single  cause.  However,  large 
and  consistent  variations  present  opportuni- 
ties for  improvements  in  health  care  delivery 
systems.  In  this  case,  the  defined  population  is 
a Hospital  Market  Area.  Although  provider- 
based  analyses  are  widely  used,  they  are  most 
meaningful  after  a population-based  study 
has  identified  geographic  regions  of  interest. 

Significance  of  an  admission/claims  rate  in 
a population-based  analysis  is  determined  by 
a Chi  Square  test  where  the  standard  of  com- 
parison is  the  admission/claims  rate  for  Total 
Nebraska.  In  a provider-based  analysis,  the 
standard  of  comparison  is  the  average  rate  of 
all  providers  (usually  of  a particular  specialty). 
In  either  case  the  rates  are  age  and  sex  ad- 
justed before  significance  testing.  In  this  study 
the  age  adjustment  was  for  three  age  groups: 
newborn  through  1 year  of  age,  2 through  3 
years  of  age,  and  4 through  5 years  of  age. 

A Hospital  Market  Area  is  a small  geo- 
graphic region  composed  of  contiguous  zip- 
codes,  defined  by  cluster  analysis.  Codman 
Research  defined  100  Nebraska  regions  by 
this  method.  By  simply  observing  the  shape  of 
a Hospital  Market  Area,  one  can  tell  where 
BCBSN  members,  who  utilize  the  main  hospi- 
tal serving  the  area,  actually  live.  This  is  why 
so  many  of  the  areas  have  odd  shapes  (see 
Figure).  The  main  hospital  serving  a Hospital 
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Market  area  draws  patients/members  from 
that  specifically  defined  geographic  region. 

Inpatient  services  are  examined  by  Major 
Diagnostic  Category,  a group  of  DRGs.  The 
services  provided  by  physicians  in  this  study 
are  Hospital  Services,  Preventive  Services  and 
Office  Services,  defined  by  CPT  codes.  Be- 
cause CPT  codes  changed  from  1991  to  1 992, 
different  codes  are  used  for  the  same  case 
types  from  one  year  to  the  next.  For  1 991  the 
Hospital  Services  variable  is  defined  by  CPT 
codes  90200  through  90220,  90240  through 
90280,  and  90292.  Excluded  from  this  are 
claims  with  ICD9  diagnosis  codes  for  new- 
borns (V30  through  V39).  The  Preventive  Ser- 
vices claims  for  1991  are  identified  by  CPT 
procedure  codes  90750  through  90778.  The 
Office  Services  variable  is  defined  by  CPT 
codes  9000  through  90170  and  also  includes 
care  provided  in  the  patient's  home,  but  ex- 
cludes visits  for  preventive  care.  Only  claims 
for  patients  age  newborn  through  5 years  of 
age  are  included. 

For  1992  the  Hospital  Services  variable  is 
defined  by  CPT  procedure  codes  99221 
through  99238,  and  excludes  claims  with  a 
diagnosis  code  of  newborn  (ICD9  diagnosis 
codes  V30  through  V39).  The  Preventive  Ser- 
vices variable  is  defined  by  CPT  codes  99381 
through  99429.  These  are  preventive,  well 
care  visits.  The  Office  Services  variable  in- 
cludes CPT  codes  99201  through  9921  5,  and 
99341  through  99313.  The  Office  Services 
variable  does  not  include  well  visits,  but  does 
include  any  services  provided  in  the  patient's 
home.  Again,  the  only  data  used  in  this  study 
was  that  for  newborns  through  5 years  of  age. 


RESULTS 

Using  Pandora  in  a population-based  analy- 
sis, hospitalization  (inpatient)  rates  across  the 
state  of  Nebraska  were  examined  for  children 
ages  0-5.  There  are  very  few  Hospital  Market 
Areas  with  high  admission  rates  for  children 
ages  0-5  in  any  particular  Major  Diagnostic 
Category.  However,  for  Major  Diagnostic  Cat- 
egory 4,  Diseases  and  Disorders  of  the  Respi- 
ratory System,  two  Hospital  Market  Areas 
have  consistently  and  significantly  high  hospi- 
tal (inpatient)  admission  rates  when  compared 
to  the  standard  (Total  Nebraska).  For  the  X 
and  Y Hospital  Market  Areas,  the  rate  is  sig- 
nificantly high  for  several  consecutive  years. 
Both  of  these  Hospital  Market  Areas  are  small 
metropolitan  areas.  The  most  common  diag- 
noses for  these  admissions  are  Bronchitis  and 
Pneumonia. 

An  examination  of  type  of  coverage  for  the 
two  identified  Hospital  Market  Areas,  and  of 
the  control  Hospital  Market  Areas  population's 
were  completed.  The  results  demonstrated 
that  there  was  no  variation  in  coverage  of 
preventive  services.  In  fact,  the  majority  of 
members  in  each  region  studied  belonged  to 
the  large  statewide  groups  which  have  the 
same  benefits.  (See  Appendix  A). 

Table  I lists  the  two  Hospital  Market  Areas 
with  consistently  and  significantly  high  hospi- 
tal admission  rates  for  children  between  the 
ages  of  0 (newborn)  through  five  years  of  age 
for  Major  Diagnostic  Category  4.  These  hospi- 
tal admissions  exclude  those  of  neonates  at 
the  time  of  birth.  Also  listed  in  this  table  is  the 
comparison  standard  (Total  NE)  and  three 
Omaha  Hospital  Market  Areas.  The  data  here 
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are  for  1 991  and  1 992.  Population  count  (Pop 
Cnt)  is  number  of  BCBSN  members  living  in  a 
particular  Hospital  Market  Area  or  Total  NE. 
For  Total  NE  the  number  of  children  between 
the  ages  of  newborn  and  five  years  of  age  was 
21,473  in  1991  and  20,632  in  1 992.  The  "Sig" 
column  indicates  whether  or  not  hospital  ad- 
missions rates  for  the  HMAs  were  significantly 
high  (*),  significantly  low  (.),  or  not  signifi- 
cantly different  (NSD)  from  the  standard  (To- 
tal NE).  Admissions  (Adms)  is  the  actual  ad- 
mission count.  Admission  rate  (Adm  Rt)  is  the 
age  and  sex  adjusted  number  of  admissions 
per  1000  BCBSN  members  (ages  0-5)  for  a 
specific  HMA. 

The  Observed/Expected  (O/E)  ratio  reveals 
at  a glance  how  a Hospital  Market  Area's 
actual  admission  rate  compares  to  the  com- 
parison standard  (see  Appendix  B for  calcula- 
tion). For  example,  in  1992,  the  admission 
rate  for  the  X Hospital  Market  Area  as  2.42 
times  as  high  as  "Expected"  based  on  the  age/ 
sex  composition  of  the  0-5  year-old  age  group. 


For  the  Y Hospital  market  Area,  the  admission 
rate  was  2.33  times  as  high  as  Expected.  For 
the  standard,  Total  Nebraska  the  Observed/ 
Expected  ratio  is  1.00  because  the  Observed 
equals  the  Expected  admission  rate.  Hospital 
Market  Areas  X and  Y had  significantly  high 
admission  rates  for  three  consecutive  years. 
Only  1991  and  1992  data  are  provided. 

For  the  Omaha  Hospital  Market  Areas,  the 
Observed/Expected  ratios  are  all  less  than 
1.00  and  in  some  cases  the  admission  rates 
are  significantly  low.  Also  listed  in  Table  I is 
average  length  of  stay  (ALOS),  average  dollars 
per  admission  ($/Adm),  hospital  destination 
of  majority  of  cases  (Hosp),  most  common 
diagnosis  (Dx),  and  most  common  age  of 
patients  hospitalized.  For  the  X and  Y Hospital 
Market  Areas,  more  than  90%  of  all  admis- 
sions were  to  local  hospitals.  In  both  years, 
the  most  common  diagnosis  listed  for  the  two 
Hospital  Market  Areas,  accounted  for  about 
20%  of  the  hospitalizations  and  the  0-1  age 
group  accounted  for  at  least  70%  of  the 
admissions. 


TABLE  I 

Hospital  Market  Areas 

With  High  Admission  Rates  for  Major  Diagnostic  Category  4 
Children  ages  0-5 
1991 


HMA 

Pop  Cnt 

Sig 

Adms 

Adm  Rt 

O/E 

ALOS 

$/Adm 

Hosp 

Dx 

Age 

X 

403 

• 

15 

36.31 

2.71 

3.20 

3.01 

Hospl 

Pneum 

0 to  1 

Y 

607 

* 

21 

35.99 

2.68 

2.33 

2.42 

Hosp2 

Bronch 

0 to  1 

Comparison 

HMAs 

Total  NE 

21,473 

STD 

288 

13.41 

1 .00 

3.13 

3.15 

Hosp3 

Pneum 

0 to  1 

Oma  NW 

879 

NSD 

7 

7.63 

0.57 

5.67 

8.37 

Hosp3 

Pneum 

4 to  5 

Oma  S 

593 

NSD 

9 

15.13 

1.13 

2.99 

3.06 

Hosp3 

Bronch 

0 to  1 

Oma  W 

2,481 

NSD 

26 

10.33 

0.77 

3.35 

6.46 

Hosp3 

Bronch 

0 to  1 

1992 

HMA 

Pop  Cnt 

Sig 

Adms 

Adm  Rt 

O/E 

ALOS 

$/Adm 

Hosp 

Dx 

Age 

X 

490 

• 

15 

31.28 

2.42 

3.14 

2.88 

Hospl 

Pneum 

0 to  1 

Y 

580 

• 

17 

30.16 

2.33 

3.20 

3.26 

Hosp2 

Bronch 

0 to  1 

Comparison  HMAs 

Total  NE 

20,632 

STD 

267 

12.94 

1. 00 

3.00 

2.96 

Hosp3 

Bronch 

0 to  1 

Oma  NW 

776 

NSD 

4 

5.54 

0.43 

3.52 

5.18 

Hosp3 

Bronch 

0 to  1 

Oma  S 

513 

1 

1.87 

0.14 

2.98 

3.66 

Hosp3 

Bronch 

0 to  1 

Oma  W 

2,345 

20 

8.17 

0.63 

4.09 

6.91 

Hosp3 

Bronch 

0 to  1 

HMA  = Hospital  Market  Area 

Pop  Cnt  = number  of  BCBSN  members  ages  0-5  residing  in  HMA  identified 
Adms  = actual  number  of  admissions 

Adm  Rt  = number  of  admissions  per  1000  BCBSN  members  ages  0-5  for  specific  HMA 

O/E  = Observed/Expected  ratio  for  admission  rate 

ALOS  = Average  length  of  stay 

$/Adm  = Average  dollars  per  admission 

Hosp  = Most  common  place  of  hospitalization  for  an  HMA 

Dx  = Most  common  Diagnosis  for  MDC  4 admissions  for  an  HMA 

Age  = Most  common  age  group  of  hospitalizations  for  an  HMA  within  the  0-5  age  group 
* = Admission  Rate  significantly  high  compared  to  standard 
. = Admission  Rate  significantly  low  compared  to  standard 
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Table  II  (still  in  a population-based  mode) 
relates  to  the  physician-generated  claims  for 
Hospital  Services  (HospSer),  Preventive  Ser- 
vices (PrevSer)  and  Office  Services  (OfficeSer). 
All  Claims  (All  Clms)  is  the  total  number  of 
claims  submitted  for  members  living  in  each 
listed  Hospital  Market  Area.  For  each  type  of 
service  listed,  the  Observed/Expected  ratio  is 
given  and  preceded  by  an  asterisk(*)  if  the 
rate  was  significantly  high.  Notice  that  for  the 
X and  Y Hospital  Market  Areas,  the  Hospital 
Service  variable  is  significantly  high  for  both 
years.  This  includes  physician  services  for 
hospital  admissions  and  visits  excluding  those 
for  newborns.  For  Preventive  Services,  X and 
Y are  well  below  the  standard  of  1.00  mean- 
ing that  there  are  very  few  preventive  services 
provided  to  children  ages  0-5  living  in  those 
HMAs. 

For  the  Omaha  Hospital  Market  Areas,  the 
reverse  is  true.  The  Observed/Expected  ratios 
for  Hospital  Services  are  almost  all  below  1 .00 
and  none  are  significantly  high.  For  Preven- 
tive Services,  all  are  significantly  high  in  num- 
ber of  claims  per  1 000  BCBSN  members.  The 
Office  Service  variable  is  for  office  visits  ex- 
cluding those  for  preventive  care.  Hospital 

TABLE  II 

Physician  Services  For  Children  Ages  0-5 
1991 


HMA 

All  Clms 

HospSer 

PrevSer 

OlficeSer 

X 

2952 

•1.52 

0.88 

*1.20 

Y 

4102 

•1.27 

0.84 

*1.10 

Comparison 

HMAs 

Total  NE 

138,281 

1.00 

1.00 

1.00 

Oma  NW 

6,461 

0.54 

•1.64 

0.97 

Oma  S 

4,496 

0.84 

*1.65 

1.00 

Oma  W 

21,336 

1.07 

•1.77 

•1.21 

1992 

HMA 

All  Clms 

HospSer 

PrevSer 

OfficeSer 

X 

3,461 

•2.53 

0.88 

1.06 

Y 

4,037 

•1.43 

0.46 

*1.20 

Comparison 

HMAs 

Total  NE 

136,238 

1.00 

1.00 

1.00 

Oma  NW 

5,922 

0.89 

•1.45 

0.84 

Oma  S 

4,167 

1.00 

•1.35 

0.95 

Oma  W 

21,336 

0.81 

•1.75 

•1.10 

HMA  = Hospital  Market  Area 

HospSer  = O/E  Hospital  Services  per  1000  children  0-5 
PrevSer  = O/E  Preventive  Services  per  1000  children  ages  0-5 
OfficeSer  = O/E  Office  Services  per  1000  children  ages  0-5 
• = Claims  rate  is  significantly  high 


Market  Areas  Y and  Omaha  W are  signifi- 
cantly high  for  both  years.  Even  those  that  are 
significantly  high  are  at  most  21%  higher  than 
the  standard.  At  this  point,  physicians  with  the 
largest  market  shares  (those  responsible  for 
the  largest  percentage  of  claims  for  the  Hos- 
pital Market  Areas  of  interest)  were  exam- 
ined. 

In  Table  III  we  use  a provider-based  mode 
to  compare  selected  pediatricians  to  each 
other  and  to  a comparison  standard  called 
"All,"  which  consists  of  1 1 3 Nebraska  pediatri- 
cians who  submitted  50  or  more  claims  in 
1992.  All  pediatricians  included  in  this  study 
have  identified  themselves  to  BCBSN  as  "Pe- 
diatrician" (primary  care)  without  any  subspe- 
cialty listed.  Those  with  the  largest  market 
shares  for  the  X,  Y and  comparison  Hospital 
Market  Areas  were  all  primary  care  pediatri- 
cians. Table  III  lists  those  pediatricians.  For 
Hospital  Market  Area  X,  one  pediatrician  (XDr. 
1)  was  responsible  for  30%  of  all  claims  for 
BCBSN  members  between  0 and  5 (see  % 
Mkt  column). 

Pediatricians  YDr.  1 and  YDr.  2 each  sub- 
mitted about  18%  of  the  claims  for  the  Y 
Hospital  Market  Area.  The  listing  "XDr.  Grp" 
includes  the  only  two  pediatricians  who  prac- 
tice in  the  X Hospital  Market  Area  and  are  in 
practice  together.  This  combination  includes 
XDr.  1 and  another  area  pediatrician  who  had 
a small  market  share  in  1992  and  is  therefore 
not  listed  individually  because  of  a very  small 
market  share  in  1992.  Also  listed  are  the  two 
Y Hospital  Market  Area  pediatricians  com- 
bined (YDr.Grp).  These  two  pediatricians  are 
in  practice  together  with  several  other  physi- 
cians, most  of  whom  are  Family  Practice  and 
General  Practice  physicians.  Another  pedia- 
trician who  practices  with  the  same  group 
had  a very  small  market  share  for  1992  and 
not  included  in  this  study  because  of  the 
threshold  set  on  number  of  claims  submitted. 

The  patient  population  (PtPop)  is  the  num- 
ber of  individual  patients  seen  by  each  of  the 
listed  pediatricians  in  1992.  Total  Claims 
(TotCIms)  is  the  number  of  claims  submitted 
by  each  in  1992.  The  Hospital  Services,  Pre- 
ventive Services  and  Office  Services  variables 
are  the  same  as  in  Table  II  except  that  they  are 
now  in  a provider-based  mode,  so  the  Ob- 
served/Expected ratio  is  for  claims  per  total 
number  of  patients  seen,  rather  than  claims 
per  1000  members  for  an  HMA.  Consistent 
with  data  seen  in  Table  II,  the  Hospital  Market 
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Area  X and  Y pediatricians  have  significantly 
high  rates  of  Claims/PT  (O/E  ratios  are  listed) 
for  Hospital  Services,  and  very  low  (less  than 
1 .00)  O/E  rates  for  Preventive  Services.  Again, 
as  in  Table  II  the  reverse  is  true  for  the  Omaha 
pediatricians  (OmaDr.  1 through  OmaDr.  5). 
For  the  XDr.  Grp  and  YDr.  Grp,  the  trend 
remains  the  same,  with  very  large  O/E  ratios 
for  Hospital  Services  and  very  small  O/E  ratios 
for  Preventive  Services. 

Based  on  this  data  and  the  knowledge  that 
type  of  BCBSN  coverage  is  identical  (same 
large  statewide  groups  predominate  in  the 
Hospital  Market  Areas  studied)  it  appears  as 
if  the  BCBSN  population  living  in  X and  Y,  who 
are  between  the  ages  of  0 and  5 are  getting 
some  preventive  services,  but  not  as  many  per 
child  as  in  the  comparison  Hospital  Market 
Areas.  The  fact  that  type  of  coverage  is  the 
same  for  all  regions  included,  and  that  some 
preventive  services  are  being  provided  to 
children,  argues  against  the  notion  that  care  is 
being  provided,  but  no  claims  submitted  (see 
Appendix  A). 

The  listed  pediatricians'  patients  have  been 
categorized  into  one  of  three  groups.  The  "A" 
category  is  the  percent  of  patients  seen  that 
year,  who  saw  only  that  pediatrician.  Cat- 
egory "B"  shows  what  percent  of  an  individual 
pediatrician's  patients  saw  2 to  4 physicians  in 
1992.  Categaory  "C"  is  the  percent  of  an 
individual  pediatrician's  patients  who  saw  5 


or  more  physicians  in  1992.  Although  this  a 
rather  indirect  method,  it  does  give  some 
indication  of  which  pediatricians  are  treating 
patients  who  have  been  referred  to  many 
physicians.  This  may  or  may  not  be  an  indica- 
tion of  illness  servity.  At  least  one  study  has 
revealed  that  discretionary  factors  play  a role 
in  the  referral  decision.9 

OmaDr.  1 sees  the  most  children  who  are 
frequently  referred.  Thirteen  percent  of  BCBSN 
members  ages  0-5  who  were  treated  by  this 
pediatrician,  saw  at  least  4 other  physicians  in 
1992.  Only  24.5%  of  that  pediatrician's  pa- 
tients (the  smallest  percentage  of  those  listed), 
saw  only  one  physician  in  1992.  The  norm 
(according  to  All,  the  comparison  standard)  is 
around  6%  of  category  C.  Based  on  the  com- 
parison standard,  the  two  Hospital  Market 
Area  Y pediatricians  are  seeing  a large  per- 
cent (around  10%)  of  patients  who  are  fre- 
quently referred.  Again,  this  may  or  may  not 
be  due  to  a high  level  if  illness  severity. 

For  XDr.  1,  the  pediatrician  with  the  largest 
market  share  in  the  X Hospital  Market  Area, 
only  5.4%  of  patients  seen  that  year  fall  into 
category  C,  however  this  pediatrician  has 
significantly  high  number  of  Claims/Patient 
for  Office  Services  (O/E  = *1.23).  This  pedia- 
trician may  be  providing  more  intensive  ser- 
vices at  the  office  level  without  making  a high 
number  of  referrals,  and  still  have  a patient 
population  with  higher  level  of  illness  severity. 


TABLE  III 

Pediatricians  With  Largest  Market  Share  for  1992 
Children  Ages  0-5 


PED 

PtPop 

TotCIms 

%Mkt 

HospSer 

PrevSer 

OfficeSer 

%A 

%B 

%C 

XDr.  1 

239 

1306 

30.00 

*1.81 

0.36 

*1.23 

41.80 

52.70 

5.40 

XDr.  Grp 

308 

1447 

33.33 

*1.51 

0.34 

*1.10 

31.05 

62.60 

6.30 

YDr.  1 

284 

1101 

18.50 

*1.71 

0.36 

1.01 

30.30 

59.90 

9.90 

YDr.  2 

294 

1196 

18.10 

*1.35 

0.78 

0.87 

32.70 

57.80 

9.50 

YDr.  Grp 

578 

2297 

36.60 

*1.53 

0.57 

0.94 

31.50 

59.90 

9.70 

OmaDr.  1 

241 

1282 

3.60 

0.75 

•1.34 

0.73 

24.50 

62.20 

13.30 

OmaDr.  2 

276 

1398 

3.50 

0.30 

*1.79 

0.52 

38.00 

54.30 

7.60 

OmaDr.  3 

319 

1338 

3.40 

0.33 

•1.17 

0.58 

37.90 

55.20 

6.90 

OmaDr.  4 

314 

1388 

3.20 

0.09 

*1.63 

0.58 

46.80 

47.80 

5.40 

OmaDr.  5 

262 

1185 

3.10 

0.00 

1.14 

0.67 

40.80 

54.20 

5.00 

All 

10,576 

55262 

100.00 

1.00 

1.00 

1.00 

43.50 

50.50 

6.10 

X,  Y,  or  Oma  indicates  the  Hospital  Market  Area  that  listed  Dr.  has  a significant  Markot  Shoro  of 

HospSer  = O/E  Hospital  Services  per  patient  seen  in  1992 

PrevSer  = O/E  Preventive  Services  per  patient  seen  in  1992 

OfficeSer  = O/E  Office  Services  per  patient  seen  in  1992 

* = rate  is  significantly  high  compared  to  peer  group  of  all  Pediatricians 


January  1995 


Nebraska  Medical  Journal  13 


The  high  referral  rates  for  YDr.  1 and  YDr.  2 
patients,  along  with  the  significantly  high 
Observed/Expected  Office  Services  per  pa- 
tient for  XDr.  1 suggests  that  indeed,  the 
patients  of  the  Hospital  Market  Area  X and  Y 
pediatricians  could  have  a higher  level  of 
illness  severity  than  most  of  the  Omaha  pedia- 
tricians. 

Table  IV  lists  Family  Practice  specialists 
with  the  largest  market  shares  for  the  X and  Y 
Hospital  Market  Areas,  and  the  comparison 
standard  which  is  a set  of  Nebraska  Family 
Practice  Specialists  who  submitted  the  largest 
number  of  claims  in  1 992.  The  primary  reason 
for  listing  these  specialists  is  to  see  if  Family 
Practice  specialists  are  picking  up  the  slack  in 
Preventive  Services  that  aren't  being  provided 
by  Hospital  Market  Area  X and  Y pediatricians 
for  children  ages  0-5.  It  appears  as  if  they  are 
not.  Only  two  of  the  listed  Family  Practice 
specialists  have  an  Observed/Expected  ratio 
for  Preventive  Services  higher  than  1.00  and 
neither  of  those  ratios  are  significantly  high. 
The  data  here  support  our  hypothesis  that 
Hospital  Market  Areas  with  a high  utilization 
of  hospital  services  have  a low  utilization  of 
preventive  services  for  children  ages  0-5.  The 
cause  may  be  over-burdened  pediatricians. 


TABLE  IV 

Family  Practice  Physicians  With 
Largest  Marget  Share  for  1992 
Children  Ages  0-5 


FAM 

PtPop 

TotCIms 

%Mkt 

PrevSer 

OfficeSer 

XDr.  1 

98 

344 

8.20 

0.89 

0.81 

XDr.  2 

86 

276 

7.10 

0.22 

0.82 

XDr.  3 

53 

248 

6.20 

0.08 

*1.35 

XDr.  4 

58 

180 

5.00 

0.10 

0.83 

XDr.  5 

87 

176 

4.50 

0.81 

0.74 

YDr.  1 

105 

418 

8.70 

1.16 

0.91 

YDr.  2 

114 

342 

7.90 

0.69 

0.98 

YDr.  3 

111 

405 

7.70 

1.03 

0.78 

YDr.  4 

94 

220 

4.50 

0.63 

0.80 

All 

10,086 

35,855 

100.00 

1.00 

1.00 

X or  Y indicates  the  Hospital  Market  Area  that  listed  Dr.  has  a significant 
Market  Share  of  PrevSer  = O/E  Preventive  Services  per  patient  seen  in 
1992 

OfficeSer  = O/E  Office  Services  per  patient  seen  in  1992  (excluding 
visits  for  preventive  care 

*=  rate  significantly  high  when  compared  to  peer  group  of  All  Family 
Practice  Physicians 

Note:  Hospital  Services  not  included  . . no  Dr.  had  more  than  10  for  the 
year. 


CONCLUSIONS 

We  cannot  say  with  any  certainty  that  the 
lower  rate  of  preventive  services  per  1000 
children  in  the  X and  Y Hospital  Market  Areas 
is  the  direct  cause  of  higher  hospitalization 
rates,  but  the  two  situations  are  occurring 
simultaneously  for  at  least  two  consecutive 
years.  There  are,  no  doubt,  numerous  vari- 
ables involved.  Possibly  there  are  variables 
causing  both  occurrences.  It  is  unlikely  that 
hospitalization  of  these  children  is  without 
medical  necessity.  Differences  in  coverage 
type  with  resulting  incomplete  data  for  pre- 
ventive services  is  unlikely.  Medical  commu- 
nities differ  in  their  judgments  as  to  what  is  the 
best  setting  for  treatment.  However,  more 
important  than  setting  is  the  education  of 
parents  and  accessibility  of  the  child's  physi- 
cian. The  best  time  for  education  is  at  preven- 
tive health  care  visits  when  the  child  is  well. 

The  debate  over  the  severity  of  illness  is  as 
yet  unresolved,  but  could  easily  be  examined 
using  methods  already  available.  Actual  pa- 
tient volume  for  the  Hospital  Market  Area  X 
and  Y pediatricians  is  comparable  to  that  of 
the  other  pediatricians.  If,  in  fact,  the  area 
pediatricians  are  overwhelmed  by  high  sever- 
ity of  illness  levels  in  their  patients,  and  are 
therefore  unable  to  provide  preventive  ser- 
vices, it  may  be  necessary  for  other  physicians 
in  the  area  to  provide  these  services  to  chil- 
dren. A closer  examination  of  level  of  illness 
severity  for  hospitalized  children  in  these  ar- 
eas may  indicate  that  it  is  physician  judgment 
causing  the  high  hospitalization  rates.  If  so, 
the  rationale  for  this  needs  to  be  reevaluated. 

SUMMARY 

Small  area  analysis  was  utilized  to  examine 
the  Blue  Cross  and  Blue  Shield  of  Nebraska 
Inpatient  and  Physician-generated  claims  in  a 
study  that  combined  population-based  and 
provider-based  methodology  to  investigate 
care  provided  to  children  ages  newborn 
through  5 years  of  age.  Two  Hospital  Market 
Areas  were  found  to  have  significantly  high 
hospital  admission  rates  for  Respiratory  disor- 
ders, with  simultaneous  low  preventive  service 
rates. 

Physician-generated  claims  data  for  Hospi- 
tal Services,  Preventive  Services  and  Office 
Services  demonstrated  the  same  trend;  heavy 
emphasis  on  Hospital  Service  with  less  em- 
phasis on  Preventive  Services.  For  some  com- 
parison Hospital  Market  Areas  the  reverse 
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was  true.  There  were  significantly  high  num- 
bers of  claims  per  1 000  BCBSN  members  for 
Preventive  Services  and  a very  low  (some- 
times significantly  low)  number  of  claims  per 
1000  BCBSN  members  for  Hospital  Services. 

Examination  in  a provider-based  mode 
traced  the  trend  down  to  the  physician  level 
which  demonstrated  that  the  high  market 
share  physicians  (pediatricians)  tended  to  pro- 
vide multiple  services  per  patient  (total  pa- 
tient load)  in  the  hospital  setting  and  very  few 
services  per  patient  for  preventive  services. 
For  some  comparison  areas  the  reverse  was 
true.  The  high  market  share  physicians  had 
significantly  high  numbers  of  claims  per  pa- 
tient for  Preventive  Services  and  a signifi- 
cantly low  number  (or  not  significantly  differ- 
ent number)  of  claims  per  patient  for  Hospital 
Services.  Family  practice  physicians  in  the 
areas  were  also  studied  to  see  if  perhaps  they 
were  providing  the  Preventive  Services  that 
Pediatricians  were  not,  but  this  was  not  the 
case. 

Our  hypothesis  that  high  utilization  of  hos- 
pital services  is  related  to  a low  utilization  of 
preventive  services  was  supported.  No  con- 
clusions regarding  higher  hospitalization  rates 
and  physican  services  were  reached,  how- 
ever based  on  the  age  of  the  hospitalized 
children  we  suspect  that  this  is  a physician 
judgment  related  to  best  treatment  setting. 
Whether  or  not  illness  severity  is  an  issue 
here,  a closer  examination  of  pediatric  patient 
care  is  necessary  to  verify  that  there  are  ad- 
equate services  available  and  that  treatment 
setting  is  appropriate. 
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APPENDIX  A 

All  pediatricians  included  in  this  study  were  BCBSN 
participating  physicians.  This  means  that  the  physician  takes 
responsibility  for  claim  submission  for  the  patient.  The  major- 
ity of  BCBSN  members  included  in  each  of  the  Hospital 
Market  Areas  included  (at  least  90%)  do  not  have  coverage 
for  well  baby/child  office  visits.  When  a claim  for  such  enters 
the  claim  processing  system  and  there  is  no  special  coverage 
(endorsement)  for  well  baby/child  office  visits,  the  claim  will 
not  be  paid  but  does  remains  in  the  system.  The  next 
question  would  be;  does  the  BCBSN  claims  database  actu- 
ally contain  all,  or  most,  claims  for  well  baby/child  office 
visits.  The  answer  to  this  question  is  yes  it  does,  at  least  for 
the  Hospital  Market  Areas  included  in  this  study.  Often  the 
claim  will  be  submitted  in  conjunction  with  claims  for  immu- 
nizations which  are  a benefit  under  all  BCBSN  contracts.  In 
this  case,  all  charges  would  enter  the  system  with  one  charge 
(that  for  the  actual  office  visit)  non-covered  and  the  others 
paid.  All  information  on  the  claim  would  be  entered.  HMA  X 
pediatricians  submit  claims  electronically,  so  there  is  no 
paperwork. 

The  HMA  X and  Y pediatricians's  (all  participating  provid- 
ers) offices  were  surveyed.  The  questions  and  answers  given 
by  both  offices  follow: 

HMAY  pediatrician  office:  (Answers  supplied  by  Office 
Manager) 

Survey  question:  1.  Do  you  submit  claims  for  routine  well 
baby  and  child  care  received  by  Blue  Cross  and  Blue  Shield 
of  Nebraska  children  even  when  you  know  the  care  is  non- 
covered? 

Answer:  Yes,  always? 

Survey  question  2.  Why? 

Answer.  Once  we  have  a patient  "set-up"  as  having  a 
particular  kind  of  coverage  we  simply  submit  claims  for  all 
care  received  to  that  company.  Also,  it's  necessary  for 
record-keeping.  We  can't  pick  and  choose  what  we  will  send 
in  claims  for. 

Survey  question  3:  For  how  long  has  this  been  your 
procedure  for  claim  submissions? 

Answer:  At  least  five  years. 

HMA  X pediatrician  office:  (Answers  supplied  by  Insur- 
ance Clerk) 

Survey  question  1 . Do  you  submit  claims  for  routine  well 
baby  and  child  care  received  by  Blue  Cross  and  Blue  Shield 
of  Nebraska  children  even  when  you  know  the  care  is  non- 
covered  by  the  child's  insurance? 

Answer:  Yes,  we  have  to. 

Survey  Question  2:  Why? 

Answer:  Several  reasons.  If  the  child  is  covered  by  Blue 
Cross  and  Blue  Shield  of  Nebraska  we  send  in  all  claims  to 
maintain  records  on  what  services  we  provided  that  were 
non-covered  services.  Also,  even  if  Blue  Cross  does  not 
cover  the  care,  there  has  to  be  some  record  that  care  was  not 
covered  by  Blue  Cross,  in  order  for  a secondary  insurance 
company  to  pay  it.  In  order  to  have  that  record,  it  must  be 
submitted. 

Survey  Question  3:  For  how  long  has  this  been  your 
procedure  for  claim  submission? 

Answer:  For  as  long  as  I can  remember. 

Question:  How  long  is  that,  five  years? 

Answer:  Yes,  longer  than  that. 

Aside  from  the  survey  question  answers,  there  are  other 
indications  that  the  BCBSN  database  does,  contain  most 
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claims  for  routine  well  baby  and  child  care.  The  table  below 
shows  actual  number  of  claims  for  BCBSN  children  ages  0- 
5 for  each  type  of  service.  The  large  number  of  claims  for 
preventive  services,  submitted  by  physicians,  indicates  that 
although  for  most  BCBSN  members  there  is  no  coverage  for 
these  services,  BCBSN  receives  those  claims  and  maintains 
them  in  the  claims  data  base.  For  Preventive  Services  the  rate 
per  1000  BCBSN  children  ages  0-5  is  also  given. 

(Note:  preventive  services  as  defined  here  does  not  include 
recommended  childhood  immunizations  which  are  always 
covered  up  to  the  Maximum  Benefit  Allowable,  regardless  of 
group.) 


HMA 

All 

Hosp 

Office 

Prev 

HMA  X 

3461 

247 

1231 

145  (301.4  per  1000  children) 

HMA  Y 

4037 

172 

1668 

338  (579.5  per  1 000  children) 

Oma 

34437 

719 

9967 

4379  (1 061 .6  per  1 000  children) 

Total  NE 

136238 

4213 

49496 

13595  (659.0  per  1000  children) 

Although  for  the  majority  of  BCBSN  members  included  in 
this  study,  there  are  no  benefits  for  well  baby/child  visits, 
claims  for  those  services  are  submitted  to  BCBSN  and 
maintained  in  the  claims  data  base.  Benefit  types  are  Group- 
specific,  not  Area-Specific.  Large  statewide  groups  will  usu- 
ally predominate  in  any  Nebraska  Hospital  Market  area,  but 
what  groups  are  submitting  the  claims?  The  answer  follows. 

The  following  table  actually  demonstrates  that  the  high- 
est percentage  of  these  preventive  services  claims  were 
generated  by  groups  without  well  baby/child  benefits.  Only 
groups  with  more  than  4%  of  the  total  claim  volume  (for  the 
area  listed)  for  well  baby/child  care  are  listed.  Only  one  of 
these  groups  has  benefits  for  well  baby/child  care,  and  that 
is  Local  C of  HMA  X.  For  HMA  X,  the  greatest  percentage  of 
well  baby/child  care  claims  were  submitted  by  a local  group 
which  is  a large  employer  in  the  area,  Local  A,  which  does  not 
have  well  baby/child  care  benefits.  For  the  other  two  areas, 
statewide  groups  are  responsible  for  the  largest  percentage 
of  well  baby/child  care  claims.  In  any  case  benefits  for  these 
services  are  not  available  for  any  of  these  employed  groups 
except  Local  C of  HMA  X. 


HMAX 

Percent 

HMAY 

Percent 

Omaha 

Percent 

Local  A 

14.7 

Statewide  D 

24.8 

Statewide  A 

14.6 

Statewide  B 

11.6 

Statewide  B 

11.3 

Statewide  B 

10.6 

Statewide  A 

9.7 

Statewide  A 

8.8 

Statewide  C 

5.7 

Local B 

6.6 

Statewide  F 

8.2 

Local  A 

5.6 

Local  C 

5.6 

Statewide  G 

5.8 

Local  B 

4.4 

Local  D 

4.4 

Local  A 

4.7 

Statewide  means  group  has  members  all  across  the  state. 
Local  means  local  to  specific  area  listed. 


APPENDIX  B 

Calculation  of  Chi  Square  Test  of  Significance 

Statistical  tests  are  either  parametric  or  non-parametric. 
Parametric  tests  are  more  powerful  than  non-parametric 
tests  and  should  be  used  whenever  possible,  that  is,  when 
the  variables  of  interest  occur  normally  in  the  population.  For 
example,  IQ  occurs  normally  in  the  population,  with  the 
mean  being  1 00,  which  includes  the  majority  of  population. 
There  are  few  at  the  high  and  low  extremes. 

Admissions  to  hospitals  and  claims  generated  by  physi- 


cians are  discrete  events,  not  normally  occurring  variables. 
An  admission  either  occurs  or  does  not.  When  frequencies 
of  events  are  being  compared  it  is  appropriate  to  use  oniy  a 
non-parametric  test  of  significance,  such  as  the  Chi  Square 
test.  This  test  compares  an  actual  "Observed"  number  of 
events  to  a calculated  "Expected”  number  of  events  to 
determine  whether  or  not  there  is  a significant  difference 
between  the  two. 

The  following  is  how  the  "Expected"  number  (and  the  O/ 
E ratio)  is  calculated,  and  the  formula  for  the  Chi  Square  test 
of  significance.  The  age/sex  categories  are  specific  to  this 
study,  but  the  figures  are  fabricated. 

1.  Column  1 (see  table)  lists  the  age/sex  categories 
utilized  in  the  BCBSN  Pediatric  study. 

2.  Column  2 lists  the  rate  (number  of  admissions/claims 
per  100  population,  or  number  of  claims  per  patient  in  the 
case  of  a provider-based  study)  for  the  comparison  standard. 
This  is  usually  the  entire  state  of  Nebraska  in  a population- 
based  study;  a group  of  physician  specialists  in  a provider- 
based  study. 

3.  Column  3 lists  the  actual  number  of  BCBSN  members 
who  belong  to  that  specific  age/sex  category. 

4.  Column  4 lists  the  actual  "Observed”  number  of 
admissions/claims  for  that  specific  age/sex  category. 

5.  Column  5 lists  the  "Expected"  number  of  admissions/ 
claims  based  on  the  comparison  standard  and  number  of 
members  for  each  category.  For  example,  in  category  1 the 
standard  is  17  claims  per  1000  BCBSN  members  ages  0-1. 
Since  there  are  2000  members  of  this  category,  the  "Ex- 
pected" number  of  claims  would  be  34.0.  The  actual  counted 
number  was  82.0.  This  same  calculation  is  done  for  each 
age/sex  category: 

(Std  Rate  x #Members/100  = Expected) 

6.  The  total  Observed  is  divided  by  the  total  Expected  to 
arrive  at  the  O/E  ratio. 


Observed/Expected  Calculation  of 
Admissions  for  One  HMA 
(or  one  Provider  in  a Provider-based  Study) 


Category 

Age/ Sex 

Std  Rate 

#Members 

Observed# 

Expected# 

1 

0-1  Male 

17.0 

2000 

82.0 

34.0 

2 

0-1  Female 

5.0 

1000 

4.0 

5.0 

3 

2-3  Male 

14.0 

500 

7.0 

7.0 

4 

2-3  Female 

13.7 

3000 

40.0 

41.1 

5 

4-5  Male 

10.2 

700 

22.0 

7.14 

fi 

Female 

2A 

2000 

33.0 

Ifi 

TOTALS 

188.0 

99.04 

Observed/Expected  + 1 88.0/99/04  = 1 .90 
The  rate  is  90%  higher  than  expected  for  this  Hospital  Market 
Area.  To  determine  whether  or  not  this  difference  (between 
Observed  and  Expected)  is  statistically  significant  the  Ob- 
served and  Expected  values  are  used  in  calculation  of  the  Chi 
Square  statistic: 

(Observed-Expected)2  - Expected 

This  calculated  statistic  is  compared  to  a tabled  number  to 
determine  significance.  In  this  study,  the  level  of  confidence 
is  set  at  5%.  There  is  one  chance  in  20  that  differences 
between  Observed  and  Expected  values  occurred  by  chance. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  Can  a physician  be  held  liable  in  selecting 
a consultant  for  a patient? 

Yes.  A physician  can  be  held  liable  for 
selecting  a patient's  consultant  if  the  attending 
physician  knew  or  should  have  known  that  the 
consultant  was  unable  to  render  appropriate 
care.  However,  the  referring  physician  is  not 
usually  held  liable  for  the  actual  negligence  of 
the  consultant. 

Generally,  a physician's  duty  to  exercise  the 
required  skill  or  standard  of  care  originates 
from  the  physician-patient  relationship.  This 
relationship  arises  when  the  physician  under- 
takes treatment  of  the  patient.  The  Nebraska 
Supreme  Court  recently  addressed  this  issue 
and  found  no  physician-patient  relationship 
existed  when  one  physician  looked  at  an  infant 
(but  did  not  examine  the  infant)  and  advised  the 
attending  physcian  to  wait  for  the  outcome  of 
ordered  tests  before  proceeding  with  treatment. 
While  that  Court  failed  to  address  the  question 
of  whether  liability  can  ever  exist  absent  an 
underlying  physician-patient  relationship,  some 
courts  outside  Nebraska  hold  that  a physician- 
patient  relationship  is  not  a necessary  prerequi- 
site for  sustaining  an  action  in  medical  malprac- 
tice and  determine  liability  using  the  traditional 
duty  analysis  for  negligence.  See  Flvnn  V. 
Bausch.  238  Neb.  61,  469  N.W.2d  125  (1991) 

2.  In  a medical  malpractice  action,  may  a 
physician  raise  the  issue  of  contributory 
negligence  by  a patient  as  an  affirmative 
defense? 

Yes.  In  Nebraska,  a physician  may  raise  the 
issue  of  contributory  negligence  by  a patient  as 
an  affirmative  defense.  The  physician  carries 
the  burden  of  proving  contributory  negligence. 
Nebraska  courts  recognize  contributory  negli- 
gence in  a medical  malpractice  action  when  the 
patient  has  (1)  failed  to  follow  a medical  instruc- 
tion, (2)  refused  or  neglected  prescribed  treat- 
ment, or  (3)  intentionally  given  erroneous,  in- 
complete, or  misleading  information  which  is 
the  basis  of  the  patient's  medical  care  or  treat- 
ment. 

Many  courts,  however,  limit  the  application 
of  contributory  negligence  in  situations  where 
the  patient's  conduct  is  the  basis  of  the  medical 
attention,  care,  or  treatment  which  later  is  the 
subject  of  a medical  malpractice  claim  or  when 


the  patient's  conduct  contributes  to  a condition 
for  which  the  patient  seeks  the  medical  atten- 
tion, care,  or  treatment  on  which  a subsequent 
medical  malpracitce  claim  is  based.  See  lensen 
v.  Archbishop  Berean  Mercv  Hosp..  236  Neb. 
1,  459  N.W.2d  178  (1990)  which  was  a wrong- 
ful death  case  where  the  Court  held  that  a 
patient's  failure  to  lose  weight,  which  may  have 
caused  pulmonary  embolism,  was  not  contribu- 
tory negligence  with  respect  to  hospital's  treat- 
ment of  the  embolism. 

3.  Is  a physician  liable  for  the  acts  of  a nurse 

working  under  the  physician's  supervision? 

Here,  the  issue  is  whether  the  nurse  acts 
under  the  control  and  direction  of  the  physi- 
cian, or  instead  whether  the  nurse  is  the  em- 
ployee of  the  hospital,  under  its  supervision  and 
control  at  all  times.  Generally,  hospital  staff 
members  lack  authority  to  alter  or  depart  from 
an  attending  physician's  order  for  a hospital 
patient  and  also  lack  authority  to  determine 
what  is  a proper  course  of  medical  treatment 
for  a hospitalized  patient.  If  the  employee,  at 
the  time  of  the  negligence,  performed  his  or  her 
nursing  services  under  the  control  and  supervi- 
sion of  the  physician,  then  any  negligence  oc- 
curring during  such  performance  constitutes 
negligence  on  the  physician's  part.  The  physi- 
cian is  liable  under  a theory  of  respondeat 
superior.  Note:  Unless  the  nurse  is  liable  in 
negligence,  there  can  be  no  liability  on  the 
physician. 

A special  doctrine  of  liability  applies  exclu- 
sively to  operating  room  surgeons.  Under  the 
"captain  of  the  ship"  doctrine,  the  surgeon  not 
only  has  a duty  to  perform  his  or  her  tasks  in  a 
reasonable  manner,  but  he  or  she  has  a duty  to 
assure  that  those  persons  under  the  surgeon's 
direction  and  control  perform  their  functions  in 
a reasonable  manner  as  well.  An  operating  room 
surgeon  will  not,  however,  be  held  liable  for  the 
negligence  of  anesthesiologists. 

*** 

“Ask  a Lawyer"  is  a feature  of  theNebraska  Medical  Journal.  If  you 
have  a legal  question  of  general  interest,  please  write  the  Nebraska 
Medical  Journal.  Answers  to  your  questions  will  be  provided  by  the 
Nebraska  Medical  Association's  legal  counsel,  Cline,  Williams,  Wright, 
Johnson  & Oldfather,  1900  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 
Answers  in  this  issue  were  provided  by  Charles  M.  Pallesen  Jr.  with  the 
assistance  of  Creighton  University  Law  School  student  Michele  M.  Mellor 
of  the  Cline,  Williams  Law  Office.  Questions  relating  to  specific  detailed 
factual  situations  should  continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JANUARY  20,  1995  — Vestibular  and  Balance 
System  Assessment:  Theory,  Methodology  and 
Treatment,  Department  of  Otolaryngology, 
Boys  Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

FEBRUARY  11,  1995  — Management  of  Colon 
and  Rectal  Diseases  by  the  Primary  Care  Physi- 
cian, Marriott  Hotel,  Omaha,  NE. 

MARCH  23, 1 995 — Distinguished  Lecture  Series 

- James  N.  Baraniuk,  M.D.-  BoysTown  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

APRIL  28-29,  1 995  — Neurology  and  the  Primary 
Care  Physician- Peter  Kiewit  Conference  Center. 

APRIL  30  - MAY  3,  1995  — Catholic  Healthcare 
Threatened  - Catholic  Health  Corporation  - 
Buena  Vista  Palace,  Orlando,  Florida. 

MAY  6-7,  1995  — Anesthesiology  Conference, 
Marriott  Hotel,  Omaha,  NE. 

MAY  18-21,  1 995  - Orthopaedic  Review  Course  - 
Creighton  University,  Omaha,  NE. 

MAY  26-28,  1995  — Family  Medicine  Update, 
Village  East  Resort,  Okoboji,  IA. 

JULY  26-27,  1995  — Fourth  Annual:  Current 
Concepts  in  Sub-Acute  Care  - Marriott  Hotel, 
Omaha,  NE. 

AUGUST  11-13,  1995  — Family  Medicine  Up- 
date - Cheyenne,  Wyoming. 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
tesiology  Conference  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  6,  1 995 — Come  Home  To  Creighton 

- Creighton  University,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

FEBRUARY  1-8,  1995  — Update  in  Clinical  Neu- 
rophysiology, Mayo  Clinic,  Rochester,  MN. 

FEBRUARY  4-8,  1 995  — Selected  Topics  In  Inter- 
nal Medicine,  Silverado  Resort,  Napa  Valley, 
CA. 

MA  RCH  9,  1995;  JUNE  1,  1995;  SEPTEMBER  7, 
1995;  DECEMBER  7,  1995  — Cardiology  To- 
day and  Tomorrow  (Satellite  Teleconferences) 

APRIL  9-12,  1995  — Management  Strategies  in 
Complex  Congenital  Heart  Disease,  Scottsdale 
Princess  Resort,  Scottsdale,  Arizona. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 

Medical  Education,  Mayo  Foundation,  Rochester,  MN 

55905,  Phone:  Toll  Free  1-800-323-2688,  FAX  on  Demand 

#:  1-800-214-1913  or  507-282-0461. 

NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

SATURDAY,  FEBRUARY,  1 995  — Update  in  Pul- 
monary Medicine  1995,  Asthma  and  COPD: 
Management  of  Air  Flow  Obstruction  and  In- 
fection. Target  Aucience:  Primary  Care  Physi- 
cians. Fee:  $25. 

THURSDAY  EVENING,  MARCH  2,  1995  — Rec- 
ommendations and  Management  of  Risk  Fac- 
tors for  Cardiovascular  Disease  and  Diabetes, 
Omaha  Marriott  Hotel,  Omaha,  Nebraska.  Tar- 
get Audience:  Primary  Care  Physicians.  Fee. 
$25. 
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COMING  MEETINGS 


SUNDAY-FRIDAY,  MARCH  5-10,  1995  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1  5/95,  $450  after. 

THURSDAY- WEDNESDAY,  MARCH  23-29, 1 995 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Silverado  Hotel,  Napa  Val- 
ley, California.  Target  Audience:  Pulmonary 
Physicians  and  Respiratory  Therapists.  Fee: 
$200. 

11  DAYS,  MARCH  27-APRIL  7,  1995  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska,  Target  Audi- 
ence: Family  Physicians,  Physician  Assistants. 
Fee:  $1150  - two  week  session,  $800  - one 
week  session,  $1300  - split  sessions. 

FRIDAY,  MARCH  31,  1995  — Gifford  Ophthal- 
mology Symposium,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target 
Audience:  Ophthalmologists. 

FRIDAY,  APRIL  21,  1995  — 15th  Annual  Infec- 
tious Diseases  Symposium,  Boys  Town  Na- 
tional Research  Hospital  Auditorium.  Target 
Audience:  Family  Physicians,  Internists,  Infec- 
tious Diseases,  Hospital  Epidemiologists,  Clini- 
cal Pharmacists,  Nurses,  Laboratory  Personnel, 
Microbiologists. 

1 1 DAYS,  APRIL  24-MAY  5,  1 995  — Family  Prac- 
tice Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Physician  Assistants.  Fee: 
$1 150  - two  week  session,  $800  - one  week 
session,  $1300  - split  sessions. 

FRIDAY,  MAY  19,  1995  — Stroke  - Prevention, 
Treatment  and  Rehabillitaion,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians,  Fee:  $75.00. 

MONDAY-TUESDAY,  JUNE  2-3,  1995— Interna- 
tional Symposium:  Nuclear  Antigens  as  Targets 
for  Cancer  Therapy,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Oncologist/He- 
matologists and  Researchers.  Fee:  $200. 

FRIDAY-SATURDAY,  JUNE  16-17,  1995  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 


Health  Care,  Omaha  Marriott,  Omaha,  Ne- 
braska. Target  Audience:  Family  and  General 
Practitioners,  Internists,  Obstetricians,  and  Gy- 
necologists. Emergency  Physicians,  Physician 
Assistants.  Fee:  $200. 

TUESDAY-FRIDAY,  JULY  25-28,  1 995  — 2nd  An- 
nual Pan  Pacific  Lymphoma  Conference,  Ritz 
Carlton,  Maui,  Hawaii.  Target  Audience:  Physi- 
cians and  researchers  interested  in  the  field  of 
Oncology/Hematology.  Fee:  $450. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$85. 

MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska.Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

FRIDAY,  OCTOBER  6, 1 995— 3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 

UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  681 98-5651 . Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMCVM.  UNMC.  EDU. 
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NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1995.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 
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AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 
Glen  F.  Lau,  M.D  . Chairholder  Lincoln 

Charles  F Damico,  M.D  , Board  Liaison  Hastings 

Warren  G Bosley,  M.D Grand  Island 
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Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A Jacobs,  M I) Seward 

Dale  E.  Michels,  M.D Lincoln 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W I.angvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M D , Chairholder Omaha 

Darroll  J.  Loschen,  M D , Board  Liaison  York 

Dale  E Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M I)  . Chairholder  Omaha 

Robert  F Shapiro,  M D , Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W Heidrick,  M.D Lincoln 

Roger  II  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A Hartman,  Jr.,  M.D,  Chairholder Omaha 

David  L Bacon.  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

G.  T Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M D Cambridge 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON 
AMBULATORY  SURGICAL  CENTER  REGULATIONS 

Richard  H Meissner,  M.D,  Chairholder Omaha 

Joel  T.  Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W.  Quinlan,  M.D Omaha 

John  R.  Varvel,  M.D Lincoln 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Charles  A.  Dobry,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  H.  Mclntire,  M.D Omaha 

Frederick  F Paustian,  M D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M I)  , Chairholder Omaha 

Charles  F Damico,  M D.,  Board  Liaison  Hastings 


Robert  L.  Bass,  M.D Omaha 

Warren  G Bosley,  M.D Grand  Island 

Byron  M Dillow,  M D Fremont 

Charles  A Dobry,  M D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M I) Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G Bosley,  M.D  , Chairholder Grand  Island 

Robert  G.  Osborne,  M.D,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W Hammer,  M.D Lincoln 

Morris  B Mellion,  M I) Omaha 

Mylan  R VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J Loschen,  M I)  , Chairholder York 

Ronald  W Klutman,  M.D  , Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Verlin  K Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M l) Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D, Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F Paustian,  M.D,  NMA  Chairholder Omaha 

Charles  F Damico,  M.D  , Board  Liaison  Hastings 

Francis  I)  Donahue,  M.D Omaha 

Bernard  L Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D Nohner,  M I) Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F Paustian,  M.D,  NMA  Chairholder Omaha 

Gordon  D.  Adams,  M.D Norfolk 

David  R Dyke,  M I) Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R Schenken,  M.D Omaha 

R C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S W Basler,  M I)  , Chairholder  Lincoln 

Charles  F.  Damico,  M D , Board  Liaison Hastings 

David  E.  Borg,  M.D Falls  City 

Suzanne  W.  Braddock,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

William  R Palmer,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D,  Chairholder Omaha 

David  R.  Little,  M.D,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D  Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D,  Chairholder Omaha 

Chris  C.  Caudill,  M D,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  1)  Feidler,  M.D Norfolk 

Ronald  W Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R Schenken,  M D Omaha 

Robert  F.  Shapiro,  M.D  Lincoln 

Peter  J Whitted,  M l) Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

family  practice  Agnes  Gomes,  M.D. 

William  J.  Lawton,  M.D.  Karen  M.  Higgins,  M..D. 

Ken  Landin,  M.D.  obstetrics  - gynecology  Larry  j.  Marsr,aii,  m.D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D  Stephen  L.  O'Grady,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-95 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

71  NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-95 


CENTRAL  NEBRASKA 
CARDIOLOGY  CONSULTANTS,  P.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomate  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:  (308)  382-1 430 

Grand  Isldnd,  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St.,  SUITE  405 
LINCOLN,  NE  68502 


1-800-MED-LINC 


1-95 


© 


The 

HEART 

Center  of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cdrdiologist 

AZARIAH  KIRUBAKARAN,  M.D. 

Bodrd  Certified  Cardioldgist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Isldnd,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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1 LINCOLN,  cont. 


IF  surgical 
— associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 

Max  W.  Linder,  M.D 
Gregory  E Sutton,  M.D 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Fairbury.  Nebraska 
Geneva.  Nebraska 
Nebraska  City.  Nebraska 
Syracuse.  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-95 


LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D , F.A.C.O.G 

Joseph  G.  Rogers.  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge,  M D , F.A.C.O.G 

Gregory W.  Heidrick,  M.D , F.A.C.O.G 

YvonneK.  Davenport,  MD.,  F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

| — 24  HOURS  - 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME * 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICALPARKPLAZABUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D,  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Recta)  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  f -800-533-5462 
4740  A Street*  Suite  100  • Lincoln,  NE  68510 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

1O-95 
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1 LINCOLN,  cont.  | 1 LINCOLN,  cont. 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAEL  J.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 
PATRICK  A.  KEELAN.M  D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.O 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Direclor 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


G PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


JTRAIRUi  SURGICAL 

ASSOCIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-95 


UROLOGY,  P.C. 

R.A.  Crusinberry,  M.D. 
A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 
J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 

(402)489-8888  *95 

I 

Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489d242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


OMAHA 


|T  TE^ogy  ! 

Adult  & Pediatric 

1 v^entcrr,  1 

Urology 

Hal  K.  Mardis,  M.D.,  F.A.C.S.  R.  Michael  Kroeger,  M.D.,  F.A.C.S. 

Harvey  A.  Komgsberg,  M.D. , F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  F.A.C.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S.  90th Street 
Omaha,  NE  681 14 
(402)  397-9800 
800-882-4770 

• Satellite  Clinic 
Papillion.NE 

3-95 
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OMAHA,  cont.  OMAHA,  cont. 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 


Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 
Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 


3-95 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

1406  W CENTER  RD. 

402-397-7400 


FREMONT  - 415  EAST  23rd  ST 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Mark  C.  Wilson,  M.D. 
Jeffrey  S.  Nelson,  M.D. 
Georoe  A.  Zieg,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  S 

Clinical  Immunology 


COLUMBUS  - 2363  18th  AV 

402-563-3379 

NORFOLK  - 1300  NEBRASKA  AV. 

402-379-7400 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


I FIRST 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M Truhlsen.  M.D 
emeritus 

C.  Rex  Latta.  M.D. 


John  W.  Pemberton,  M.D. 
John  T Ramsell.  M D 


Donald  L.  Arkfeld.  M.D. 
Raymond  M.  Crossman,  III.  M.D 
D.  Francis  Arkfeld,  M.D. 

Camilla  R.  Parson.  M.D. 

Michael  L.  Goldstein.  M.D 
Since  1886 


81 1 1 Dodge  St. 
Omaha.  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha.  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St 
Omaha.  NE 
68107-2500 
(402)  390-81 1 1 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman.  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102 
Omaha,  Nebraska  68154-4438 

402-496-0404 


24-Hour  Trauma  Coverage 

1-800-496-0403 

8-95 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 
Orthopaedic  Surgery 

JOSEPH  F.  GROSS.  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS.  M.D. 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foot  & Ankle 

Work  Related  Injuries  & Evaluations  • Shoulder  & Elbow 

CALLS  ANSWERED24HOURS 

771 0 Mercy  Rd.  Suite  500 399-8550 

Appointments 399-8484  Billing 399-9301 

3-95 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street.  Suite  #225 
P.0  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 
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PHYSICIAN'S  DIRECTORY,  cont. 

1 ; OMAHA,  cont.  1 | SCOTTSBLUFF  [ 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.O. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "F*  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1.95 


7441  'O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

895 


TIME  FOR  AMOVE? 

IM,  FP,  OB/GYN,  PEDS.. 


CURRENT  OPENINGS: 
CALL  NOW  FOR  DETAILS! 

Nebraska  National 

45+  Cities  750+ Cities 


We  track  every  community  in 

the  country  . . . 

Omaha 

Kansas  City 

Richmond 

Lincoln 

Chicago 

Jacksonville 

Norfolk 

Cincinnati 

Little  Rock 

Hastings 

Des  Moines 

Birmingham 

Imperial 

St.  Louis 

Boston 

Papillion 

Indianapolis 

Norwich 

Tampa 

Columbus 

Atlanta 

NEW 

OPENINGS  DAILY 

The  Curare  Group,  Inc. 

. c-  1 * 

(800)  880-2028  Fax  (812)  331-0659 

M-F  8am-7pm 

Sat  12-4pm  CST 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  I A 50021,  phone  1-800- 
729-7813  or  51 5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  51 5,  Ankeny,  IA,  50021,  phone  1-800-729-781 3. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

INTERNAL  MEDICINE,  CARROLL,  IOWA:  Out- 
standing professional  opportunity  for  an  internal 
medicine  physician  in  a progressive,  safe  and  clean 
community  of  10,000  located  in  west  central  Iowa, 
90  miles  from  Des  Moines,  Iowa  or  Omaha,  Ne- 
braska. This  opportunity  is  available  for  either  an  in 
practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excel- 
lent schools  (Catholic  and  public),  quality  hospital 
featuring  a radiation  oncology  center,  dialysis  cen- 
ter, and  a new  32,000  sq.  ft.  outpatient  addition. 
Significant  income  potential  available.  For  more 
information,  call  Randy  Simmons,  Vice  President,  at 
1-800-382-4197  or  write  St.  Anthony  Regional  Hos- 
pital, South  Clark  Street,  Carroll,  IA  51401. 

WANTED:  Lincoln  surgical  group  seeking  a board 
eligible  or  board  certified  general  surgeon.  Good 
corporate  benefits  plus  a busy  practice  are  two 
factors  to  consider  this  opportunity.  Send  letter  of 
inquiry  and  CV  to  Surgical  Associates  of  Lincoln, 
2221  South  17th  Street,  Suite  106,  Lincoln,  NE 
68502. 

THINKING  OF  SELLING  YOUR  PRACTICE?  Are 
you  asking  yourself  these  questions:  What's  the  best 
selling  price?  Who  will  help  me  negotiate  and  struc- 
ture the  sale  for  my  best  benefit?  How  much  cash  can 
I expect  at  closing?  Where  are  all  the  prospective 
purchasers?  We  have  the  answers  and  specialize  in 
the  sale  of  professional  practices.  Please  contact 
Glenn  Harwell,  Harwell,  Forrest  and  Hardin,  Market- 
ers of  Professional  Practices,  P.O.  Box  4422,  Denver, 
CO  80155,  (303)  721-1978. 


NEW  OPENINGS  DAILY:  FP,  IM,  OB/GYN,  PED. 
We  track  every  community  in  the  country.  Call  now 
for  details.  The  Curare  Group,  Inc.,  (800)  880-2028. 

MENNINGER  CONTINUING  EDUCATION:  Ba- 
sic Principles  of  Psychopharmacology  Relevant  to 
Daily  Practice  featuring  Sheldon  Preskorn,  M.D., 
University  of  Kansas  Medical  School,  February  25, 
1995. 

Clinical  Psychopharmacology:  Antipsychotic  & 
Mood-Altering  Treatments-1 995,  featuring  Ross 
Baldessarini,  M.D.,  Harvard  Medical  School,  March 
1 1,  1995. 

Integrated  Treatment  of  Anxiety  Disorders  featur- 
ing Jerrold  Rosenbaum,  M.D.,  Massachusetts  Gen- 
eral Hospital,  April  29,  1995.  CE  credit:  6 hours. 
Location:  Topeka,  KS.  Contact  Menninger  Continu- 
ing Education,  800-288-7377. 

NEBRASKA/CLINICAL  PSYCHIATRIST:  Vacancy 
for  BC/BE  Clinical  Psychiatrist  anticipated  in  spring 
of  1995  at  VA  Medical  Center,  Lincoln,  Nebraska. 
The  Center  is  affiliated  with  University  of  Nebraska 
Medical  Center.  Expanded  compensation  package 
and  relocation  expenses.  Lincoln  offers  a university 
setting  in  a pleasant  environment.  F.E.  Whitla,  M.D., 
Chief,  Psychiatry  Service,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510,  (402)  489-3802,  Ext. 
6630. 

LINCOLN  NEBRASKA:  Progressive  practice  with 
opportunity  to  practice  with  BC  colleagues  in  all 
areas  of  primary  care.  Full  professional  autonomy 
with  solid  financial  security.  Call  of  1:7.  Contact 
Bernie  Wiesemann,  1-800-765-3055  or  fax  your  CV 
to  314-726-3009.  Mailing  address:  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105. 

LINCOLN  NEBRASKA:  Progressive  practice  with 
BC  colleagues  in  all  areas  of  primary  care.  Competi- 
tive compensation.  Call  of  1 :7.  Great  security  and 
time  for  family  and  personal  interests.  Contact  Bernie 
Wiesemann,  1 -800-765-3055  or  fax  your  CV  to  3 1 4- 
726-3009.  Mailing  address  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105. 

FAMILY  PRACTITIONER/OB  WANTED:  Join  an 
established  multispecialty  group  practice  in  North 
Central  South  Dakota,  on  beautiful  Lake  Oahe. 
Competitive  salary  and  benefit  package.  Send  CV  or 
call  Bev  Simons,  Mobridge  Medical  Clinic,  P.O.  Box 
520,  Mobridge,  SD  57601,  605-845-2962. 


January  1995 


Nebraska  Medical  Journal  23-A 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 

• No  Annual  Fee  • Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  S 

Employer/ Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accouit  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability  andihat  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signatue  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

so 

Late  Fee.  Overlimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum  2.  Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $1500 

Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Vanable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  "Pnme  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June.  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted.  This  information  may  change  after  the  pnnting  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P O Box  7.  Omaha.  NE  68101  -0007  FirsTier®  Bank,  NA.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


The  lightweight  champion 
of  the  world. 


At  3.9  ounces,  the  Motorola  MicroTAC  Elite  DPC  is  the  world's  lightest  cellular 
phone — but  it  still  packs  some  very  heavyweight  features. 


• Weighs  just  3.9  ounces — less  than  a D size  battery. 

• The  smallest  Motorola  MicroTAC  model  yet. 

• Lithium  Ion  "smart"  batteries  for  more  talk  time  with  less  weight. 

• Optional  digital  answering  machine.  The  only  cellular  pocket  phone  to  offer  this 
feature. 


W $CA  now  on  the  purchase  of  the  Motorola  MicroTAC  Elite  DPC  with 

Jv  your  Nebraska  Medical  Association  membership.  The  Association 
will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 

CILLULRR 

Cotner  and  "O"  Streets  • 436-5050 


2* 


t 


FIRST 

t , J CELLULAR 
"'OMAHA 


15432  West  Center  Road  • 330-6500 

72nd  and  Jones  • 330-6500 

11071  West  Maple  Road  • 330-6500 

2000  W.  Broadway,  Council  Bluffs  • 322-5500 

TAKING  THE  LEAD  IN 
PERSONAL  COMMUNICATION  SSM 


We  feature  state-of-the-art  Cellular  phones  by  Motorola. 


County  Medical  Society 

NEBRASj^PJCAl  ASSOCIATION 


^STRiul 


Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
St.  Paul  Medical  Services 
M.C.  105X 
385  Washington  St. 

St.  Paul,  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent. 


Commitment 

Healtk  Care 

Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community 's  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioYascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


sss 


We  can  help 
your  most 


difficult  cases. 


Madonna  Rehabilitation  Hospital  has  a specialized,  hospital-licensed  unit 
to  meet  the  needs  of  Nebraska's  catastrophically  ill  or  injured  children  and 
adults.  The  20-bed  Complex  Medical  & Rehabilitation  Unit  offers  good 
outcomes  for  lower  cost  and  our  rehabilitation  emphasis  often  means  patients 
return  home  earlier  than  in  other  programs. 


Your  patient  could  benefit  from 
Madonna's  specialized  care  if: 

the  patient  requires  the  assistance  of  a mechanical  ventilator 
the  patient  is  a victim  of  multisystem  failure 


the  patient  needs:  / 

/ 

/ 

/ 

/ 

/ 

/ 

/ 

/ 


Mechanical  ventilation 
Chest  tubes 

Tracheostomy  care  with  extensive  respiratory  needs 
Extensive  wound  care 
Pain  management 

Long-term  IV  and  antibiotic  therapy 

MRSA 

TPN 

Upper  airway  management 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln.  NE  68506  • 800-676-5448 
Admissions  • Darlene  Barker.  RN  • 402-483-9525 


Storz 

Cancer  Institute 


* iving  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical, 
emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 
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Send  Young  Patients  On  An 

Adventure  In 


Healthy  Eating 


When  you’re  1 2 you’ll  eat  anything  that 
resembles  food,  but  nothing  recom- 
mended by  an  adult.  However,  you  may 
pay  attention  to  an  exciting  video  that 
transforms  your  body  into  a manned 
spaceship  fueled  by  what  you  eat. 

Your  eating  habits  may  improve 
without  even  realizing  it! 


“Eating  Healthy:  The  Adventure  Begins”  is 
a multimedia  health  education  program  that 
captures  the  attention  of  today’s  technol- 
ogy-savvy young  people.  They’ll  learn  how 
to  eat  healthy — and  may  even  want  to  eat 
healthy — after  you  present  this  colorful  in- 
school program. 


This  action-packed  kit  was  developed  with  the  Illinois  Academy  of  Family 
Physicians  for  grades  4 to  6.  It  is  reviewed  favorably  by  the  American 
Academy  of  Family  Physicians  Foundation.  This  integrated  program  includes: 

• A 10-minute  video 

* Teaching  guide  and  scripts 

• Overhead  transparencies 

* Food  Guide  Pyramid  poster  and  handouts 

This  entire  kit  is  yours  free  of  charge.  To  order  yours  today,  contact  the 
Nebraska  Beef  Council. 


Nebraska  Beef  Council 

P.O.  Box  2108  • Kearney,  Nebraska  68848-2108 
800/421-5326  • 308/234-8701  fax 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle,  P.C. 
is  interested  in  providing  you  with  professional  assistance.  The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on  your  delinquent 
accounts  in  a professional  manner,  with  a minimum  of  effort  on  your  part.  Our  competitive  fees 
are  based  upon  our  performance  in  recovering  your  delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  exclusive  endorsement  of  the  Nebraska 
Medical  Association  in  providing  medical  account  collections. 

For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association  office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St.,  Lincoln,  NE  68516 

(402)  421-1600 


NMA  NEWS  NOTES 


RETIRED  VOLUNTEER  PHYSICIANS 
INSURANCE  COVERAGE 

The  St.  Paul  Company  has  announced  the  Ne- 
braska availability  of  an  insurance  coverage  for 
retired  physicians  who  work  on  a volunteer  basis 
without  remuneration,  have  a valid  and  current 
Nebraska  license,  have  previously  been  insured  by 
the  St.  Paul  and  have  a valid  reporting  endorsement 
and  perform  no  obstetrical,  prenatal,  invasive  or 
surgical  procedures. 

The  annual  policy  premium  is  $1 00  per  physician 
which  the  St.  Paul  indicates  is  the  basic  cost  of 
issuing  the  policy.  This  coverage  for  Nebraska  phy- 
sicians was  brought  about  through  the  efforts  of  the 
NMA  Ad-Hoc  Committee  on  Professional  Liability 
whose  Chairman,  Blaine  Y.  Roffman,  M.D.,  has 
stated  that  "this  is  a great  program  as  it  allows  our 
retired  doctors  to  lend  their  medical  expertise  with- 
out the  threat  of  medical  malpractice  looming  over 
them." 


EVERY  WOMAN  MATTERS  PROJECT 

The  Nebraska  Medical  Association  has  entered 
into  an  agreement  with  the  Nebraska  Department 
of  Health  to  provide  for  the  development  of  educa- 
tional and  promotional  consultation  and  materials 
related  to  the  prevention  of  breast  cancer  mortality 
in  the  State  of  Nebraska.  The  contract,  signed  in 
early  November,  calls  for  the  NMA,  through  its 
public  information  resources,  to  develop  and  imple- 
ment a public  information  campaign  to  encourage 
Nebraska  women  over  age  50  to  receive  an  annual 
mammogram.  The  NMA  will  also  be  developing 
CME  programs  for  physicians  on  this  topic. 

We  encourage  Association  members  to  provide 
us  with  feedback  on  the  promotional  materials  as 
you  see  them  in  print  and  hear  them  on  radio  and 
television.  We  also  hope  for  a strong  response  from 
the  membership  to  the  continuing  medical  educa- 
tion programs  which  will  occur  later  in  1995. 

★ ★ ★ 
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When  your  patients 
exhibit  symptoms  of 


anic  disorder 


we  can  help  you  help  them. 


An  out-of-control  feeling,  sudden  anxiety,  hyper- 
ventilation, racing  heart  and  acute  distress  are  all 
symptomatic  of  panic  disorder,  a frightening  but 
treatable  condition.  As  a physician,  you  can 
count  on  our  professional  staff  of  physicians, 
counselors  and  master's  level  therapists  to  work 
with  you  to  help  your  patient.  We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  panic  disorder,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


MEIHOOET 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 

8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F,  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 

Creighton  University  School  of  Medicine 

Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 

Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James S Nyman, Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock, M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave  , #301,  Omaha,  NE  68152-2116 
Nebraska  Academy  of  Ophthalmology 
Peter E Diedrichsen,  M.D.,  President 
233  So.  13th St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S 42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C , President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel H.  Mehr, M.D. .President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K.  Koerber,  M.D.,  President 
233  So.  13th  St., Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
JosephD.  Lynch,  M.D.,  President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  68 13 1 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary- Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201.  Omaha.  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Exec.  Director 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D  , Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 

233  S.  13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 

Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 

Nebraska  Department  of  Health 

Mark  B Horton,  M.D.,  Director 

P.O.  Box  95007, 301  Centennial  Mall  So  , Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm.RD.CN 
6300  Cornell  Road,  Lincoln,  NE  68516 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9thStreet,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13  th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13thSt., Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D. .Secretary 
230  E 22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17  th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R.P  , Executive  Director 
622 1 South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gurney,  MD.  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D  , President 
2205  S.  10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L Weaver,  M.D,  President 
2121  S.  56th St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

JohnH  Schulte,  M.D  , President 
# 14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J Hynes,  M.D. , President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James M.  Horrocks.M  D , President 
233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy , M.  D , President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W 2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
30 1 Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave  , #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr  , #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

N ebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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Quality  Assurance,  Management  Care  Organizations 
and  Physician's  Practice 

FREDERICK  F.  PAUSTIAN,  M.D. 


The  Nebraska  Medical  Association,  in  its 
House  of  Delegates  meeting,  September  1 994, 
adopted  resolution  number  1 2 which  called  for 
the  NMA  to  educate  its  members  about  the 
National  Committee  for  Quality  Assurance 
(NCQA)  requirements  and  how  they  will  affect 
their  office  practice.  A second  resolve  called  for 
the  American  Medical  Association  to  continue 
to  take  a role  in  modifying  and  monitoring 
those  NCQA  protocols  which  impact  upon  a 
physicians  practice.  At  the  AMA  House  of 
Delegates  meeting  in  December,  1994,  refer- 
ence committee  G acted  favorably  upon  the 
Nebraska  resolution  by  recommending  that  the 
Board  of  Trustees  submit  a report  on  the  status, 
membership,  authority,  and  actions  of  the 
NCQA  at  the  A95  meeting. 

In  response  to  the  first  resolve  of  Nebraska 
Resolution  #12,  the  following  commentary  is 
respectfully  submitted. 

The  report  of  the  AMA  Board  of  Trustees,  #6- 
A94,  identifies  the  history  and  purpose  of  the 
NCQA.  The  organization  was  established  in 
1979  by  the  Group  Health  Association  of 
America  and  the  American  Association  of  Foun- 
dations for  Medical  Care  which  became  the 
American  Managed  Care  Review  Association. 
Its  original  purpose  was  to  perform  reviews 
under  contract  to  the  Office  of  Health  Mainte- 
nance Operations,  a branch  of  the  U.S.  Public 
Health  Service,  which  then  regulated  HMOs.  In 
the  early  1980s  NCQA  began  to  perform  a 
small  number  of  state  and  private  sector  re- 
views. Today  the  organization  is  independent 
of  the  health  care  industry  and  describes  itself 
as  "the  leading  external  review  organization  for 
the  managed  care  industry."  Its  primary  func- 
tion is  "to  develop  and  apply  oversight  pro- 
cesses and  measures  of  performance  for  health 
plans." 

The  NCQA  is  governed  by  a 15  member 
board  comprised  of  managed  care  executives, 
purchasers,  independent  quality  experts  and 
union  and  consumer  representatives.  In  Febru- 
ary, 1 994,  the  AMA  accepted  an  invitation  from 
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the  NCQA  to  participate  as  a member  of  its 
board  of  directors.  The  organization  has  three 
major  components: 

1 . A users  group  comprised  of  a 1 2 member 
advisory  panel  consisting  of  consumer 
advocates,  trade  union  representatives, 
and  employer  groups. 

2.  A standards  committee  comprised  of 
representatives  of  eight  major  managed 
care  organizations  which  make  recom- 
mendations regarding  the  standards  used 
in  NCQA's  accreditation  process. 

3.  A review  oversight  committee  comprised 
of  physicians  experienced  in  the  quality 
improvement  process  which  has  the  au- 
thority to  make  final  accreditation  deci- 
sions based  on  the  written  reports  and 
documents  submitted  by  an  review  team 
after  completion  of  an  NCQA  survey. 

The  NCQA  conducts  two  distinctive  pro- 
grams: 1)  the  above  mentioned  accreditation 
review  process;  and  2)  a performance  measure- 
ment which  compares  the  performance  of  health 
plans  through  a "Health  Plan  Employer  Data 
and  Information  Set"  (HEDIS  2.0).  HEDIS  was 
developed  to  evaluate  health  plan  performance 
through  60  different  measures  in  the  categories 
of  quality,  enrollee  access  and  satisfaction, 
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membership,  utilization,  and  finance.  The  orga- 
nization is  currently  conducting  a "report  card" 
pilot  project  involving  21  health  plans  assessed 
by  employer,  consumer  and  union  representa- 
tives with  a goal  of  producing  comparative 
reports  on  a core  set  of  HEDIS  measures. 

The  NCQA  accreditation  process  is  quite 
similar  to  that  conducted  in  medical  education 
as  regards  medical  school  education,  graduate 
medical  education  and  continuing  medical 
education  accreditation.  There  are  three  phases. 
A pre-assessment  survey  which  involves  comple- 
tion of  an  application  as  well  as  information 
providing  an  overview  of  a managed  care 
organization's  size,  scope,  structure  and  opera- 
tions. The  second  phase  is  an  on-sight  survey. 
NCQA  site  visitors  or  reviewers  examine  orga- 
nization documents  and  medical  records  and 
conduct  face  to  face  interviews.  The  third  phase 
is  comprised-of  post  survey  activities  in  which 
the  report  is  analyzed  by  the  NCQA  staff  and  is 
reviewed  by  the  NCQA  review  oversight  com- 
mittee. A level  of  accreditation  status  is  then 
determined  by  the  review  oversight  commit- 
tee. A level  of  accreditation  status  is  then  deter- 
mined by  the  review  oversight  committee  rela- 
tive to  full  accreditation,  accreditation  with 
recommendations,  provisional  accreditation, 
denial/revocation  of  accreditation  status  or 
deferral  of  accreditation.  The  specific  areas  of 
assessment  include  quality  assurance,  utiliza- 
tion management,  credentialing,  preventive 
health  services,  members  rights  and  responsi- 
bilities, and  medical  records. 

Why  has  this  need  for  assessment  of  manage- 
ment and  delivery  of  health  care  occurred? 
Assessment  of  medical  care  has  been  with  us 
for  many  years.  Through  the  activities  of  the 
Joint  Commission  on  Accreditation  of  Health 
Care  Organizations  (JCAHO)  there  has  been  a 
recurring  detailed  assessment  and  accredita- 
tion of  inpatient  medical  services.  As  a conse- 
quence of  the  shift  in  delivery  of  health  care 
from  the  inpatient  to  the  outpatient  setting, 
increasing  attention  is  now  being  given  to  mea- 
suring the  quality  of  care  provided  in  the  ambu- 
latory environment  where  the  majority  of  pa- 
tient care  is  provided.  Two  AMA  policies  are 
very  supportive  of  such  activity:  1 ) AMA  policy 
aggressively  promotes  organized  and  system- 
atic quality  assessment  and  quality  assurance 
activities  as  an  integral  aspect  of  the  day  to  day 
practice  of  every  physician  regardless  of  the 
treatment  setting;  and  2)  recent  AMA  policy 
advocates  that  accountability  through  volun- 
tary, professionally  directed  quality  assurance 


mechanisms  should  be  part  of  every  system  of 
health  care  delivery.  Futhermore,  multiple  state 
governments  have  developed  and  implemented 
quality  management  regulations  and  programs 
to  oversee  managed  care  organizations.  A grow- 
ing number  of  states  and  large  employers  are 
requiring  managed  care  plans  to  become  ac- 
credited by  private  sector  accreditation  organi- 
zations. Such  accreditation  functions  are  not 
only  provided  by  the  NCQA  but  also  by  the 
Accreditation  Association  of  Ambulatory  Health 
Care,  the  American  Accreditation  Program  and, 
recently,  the  JCAHO  has  initiated  the  develop- 
ment of  an  accreditation  process  for  managed 
care  plans.  Dr.  John  Sage  expressed  very  well 
the  importance  of  accreditation  to  a managed 
care  organization  in  his  President's  Page  pub- 
lished in  the  Bulletin  of  the  MOMS,  October/ 
November  1 994,  when  he  stated  "in  an  effort 
for  a managed  care  organization  to  sell  their 
product  to  an  employer  they  must  ensure  to  the 
employer  that  they  have  a quality  product"  (i.e. 
competent  physicians  who  work  in  efficient, 
convenient  office  situations).  A managed  care 
organization  can  give  an  employer  or  other 
purchaser  of  health  care  this  assurance  by 
being  accredited  by  NCQA,  just  as  a hospital  is 
accredited  by  the  JCAHO. 

The  AMA's  Council  on  Medical  Service  re- 
ported at  the  1 993  interim  meeting  that  utiliza- 
tion has  shifted  toward  utilization  management 
and  in  a similar  sense,  quality  assurance  has 
shifted  toward  quality  management  with  an 
ever  growing  number  of  systems  and  tech- 
niques designed  to  measure  access  to  care, 
appropriateness  of  care,  resource  utilization, 
health  outcome,  patient  satisfaction,  functional 
status  and  quality  of  life,  and  health  promotion 
and  disease  prevention.  As  a result,  a variety  of 
quality  and  performance  standards  and  mea- 
sures have  evolved.  Standards  are  defined  as 
being  prospective  in  that  they  are  predictors  of 
future  performance.  Measures  are  generally 
retrospective  in  that  they  are  indicators  of  past 
performance.  Standards  are  therefore  utilized 
in  all  forms  of  accreditation  and  measures  are 
utilized  in  the  development  of  so  called  "report 
cards"  to  reflect  past  performance.  Both  forms 
of  assessment  are  scrutinized  closely  by  public 
and  private  employers  and  consumer  groups  to 
help  them  assess  the  quality  and  value  of  the 
health  care  plans  that  are  being  offered.  Be- 
cause we  are  in  the  early  stages  of  the  determi- 
nation of  standards  and  measures  assessing 
managed  care  organizations,  it  must  be  under- 
stood that  there  will  be  evolutionary  changes  in 
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the  standards  and  measures  themselves  based 
on  the  reliability  and  validity  of  these  yard  sticks 
being  utilized  to  assess  quality. 

As  an  organizational  component  of  or  a 
participant  by  contract  with  a managed  care 
organization,  physicians  in  their  offices  as  well 
as  in  physician  organizations  must  expect  to 
have  their  practices  very  carefully  scrutinized  as 
to  the  quality  of  their  medical  records,  the 
management  systems  which  they  employ  and 
the  physical  premises  themselves  as  to  whether 
or  not  they  meet  the  expectations  of  patients 
and/or  their  representatives  who  are  the  pur- 
chasers of  medical  care. 

While  there  is  great  concern  at  the  present 
time  on  the  part  of  physicians  and  consumers 
(patients)  as  to  the  ownership  of  managed  care 
organizations,  be  they  for  profit,  not  for  profit, 
POs,  PHOs,  IPAs,  etc.,  the  truly  important  con- 
siderations for  the  future  are  going  to  be  the 
standards  by  which  the  practice  is  conducted, 
the  measurement  of  outcome,  and  the  price 
which  is  to  be  paid.  There  is  no  conclusive 
evidence  that  one  particular  form  of  ownership 
yields  higher  quality  of  care  than  other  forms  of 
ownership. 

It  is  very  important  for  we  as  physicians  to 
strongly  support  the  following  AMA  developed 
principles  to  guide  the  development  and  evalu- 
ation of  quality  and  performance  standards  and 
measures  under  any  approach  to  health  system 
reform: 


1 . Standards  and  measures  shall  have  dem- 
onstrated validity  and  reliability. 

2.  Standards  and  measures  shall  reflect  cur- 
rent professional  knowledge  and  avail- 
able medical  technologies. 

3.  Standards  and  measures  shall  be  linked 
to  health  outcome  and/or  access  to  care. 

4.  Standards  and  measures  shall  be  repre- 
sentative of  the  range  of  health  care 
services  commonly  provided  by  those 
being  measured. 

5.  Standards  and  measures  shall  recognize 
the  informational  needs  of  patients  and 
physicians. 

6.  Standards  and  measures  shall  recognize 
variations  in  the  local  and  regional  health 
care  needs  of  different  patient  popula- 
tions. 

7.  Standards  and  measures  shall  recognize 
the  importance  and  implications  of  pa- 
tient choice  and  preference. 

8.  Standards  and  measures  shall  recognize 
and  adjust  for  factors  that  are  not  within 
the  direct  control  of  those  being  mea- 
sured. 

9.  Data  collection  needs  related  to  stan- 
dards and  measures  shall  not  result  in 
undue  administrative  burden  for  those 
being  measured. 
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ROBERT  E.  McAFEE,  M.D. 

President  American  Medical  Association 
Hilton  Hawaiian  Village,  Honolulu,  Hawaii, 
Sunday,  December  4,  1994 


KING  WILL  AND  THE  FOUL  HUMOURS: 
A FABLE  FOR  REFORM 


Ladies  and  gentlemen,  over  the  course  of  the 
last  two  years,  we've  been  asked  to  believe 
several  fairy  tales  in  the  name  of  health  system 
reform.  So  today,  I'd  ask  your  indulgence  as  I tell 
one  last  fairy  tale. 

I'd  like  to  tell  you  the  story  of  King  Will  and 
the  Foul  Humours. 

Once  upon  a time,  there  were  a King  and 
Queen  who  lived  in  a big,  white  castle,  sur- 
rounded by  a big,  black  fence,  that  was  regu- 
larly patrolled  by  knights  wearing  dark  visors. 

Before  King  Will  had  become  King,  he  lived 
in  the  forest,  where  he  took  from  the  rich  and 
gave  to  the  poor.  This  made  him  quite  popular 
— especially  with  the  poor  — but  he  mistook 
his  popularity  for  wisdom,  and  no  sooner  had 
he  moved  into  the  white  castle  than  he  began 
searching  throughout  the  Kingdom  for  prob- 
lems to  solve. 

He  said  to  the  Queen:  "Queen  (for  he  always 
addressed  her  in  this  manner)  "do  you  perceive 
any  problems  in  the  Kingdom  that  criest  out  for 
solutions?" 

The  Queen  replied:  Are  you  kidding?  The 
knighthood  could  use  a little  more  diversity. 
The  plague  is  making  a comeback.  And  every 
time  you  take  your  exercise,  you  can't  stay  away 
from  the  butcher  shop." 

Now,  the  King  ignored  this  last  comment,  but 
the  problem  of  the  plague  seized  his  mind. 

He  knew  that  many  of  his  subjects  were 
unable  to  see  the  Wizards  — those  Doctors  of 
Physic  who  ministered  to  the  ill.  And  he  knew 
that  the  tithe  for  having  their  humours  checked 
was  rising  faster  than  the  Consumer  Price  In- 
dex. 

But  the  King  also  knew  that  the  magic  of  the 
Wizards  was  unsurpassed.  Citizens  from  neigh- 
boring kingdoms  would  travel  many  leagues 


just  to  see  them.  And  the  vast  majority  of  his 
subjects  were  well  contented  with  their  system 
of  care,  and  could  see  a Wizard  almost  when- 
ever they  wanted  to. 

The  King  mulled  over  his  dilemma — he  was 
famous  for  mulling  and  wonking  — and  finally, 
he  came  to  a decision.  So  he  said  to  the  Queen: 
"It  is  up  to  us  to  give  the  people  the  health  care 
they  deserve." 

Now  a strange  thing  happened.  The  Queen 
might  well  have  turned  to  the  Wizards,  who 
themselves  had  been  discussing  this  problem 
and  recommended  remedies  for  many  years. 
But  instead,  she  summoned  a noted  sorcerer 
from  afar  away  land,  Ira  of  the  Unruly  Hair.  And 
Ira  gathered  a legion  of  fellow  sorcerers,  and 
convened  them  in  a secret  Star  Chamber,  a 
place  so  dank  and  dark  no  light  could  enter  or 
escape. 

They  labored  while  the  Spring  blossoms 
scented  the  trees.  And  they  labored  while  the 
sun  ripened  the  fruit  on  those  trees.  And  they 
labored  while  the  leaves  on  those  trees  began 
to  fall  to  the  earth.  Then,  one  day  the  Queen 
sent  a crier  throughout  the  Kingdom  to  an- 
nounce that  Ira  of  the  Unruly  Hair  had  indeed 
produced  a mighty  plan  and  it  would  be  won- 
drous to  behold. 

Then  they  gathered  every  beast  of  burden  in 
the  Kingdom,  all  the  oxen  and  horses  and 
mules,  and  they  hitched  them  to  the  machine 
on  which  they  had  placed  the  great  plan  — for 
the  plan  was  not  only  great  in  inspiration  but 
great  in  size  — and  they  hauled  it  to  the  big, 
white  castle  and  presented  it  to  King  Will. 

And  King  Will,  who  was  chewing  on  the 
drumstick  of  a great  wonk,  placed  his  seal  upon 
the  plan. 

Now,  on  a hill  looking  down  on  the  white 
castle  was  a great  hollowed  hall  with  a round 
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dome.  And  in  that  hall  were  knights  of  renown 
from  every  other  castle  in  the  Kingdom.  They 
were  divided  roughly  into  two  camps,  and  the 
shields  of  one  camp  bore  the  sign  of  the  don- 
key, and  the  shields  of  the  other  the  sign  of  the 
elephant. 

It  was  these  knights'  job  to  decide  the  laws  of 
the  land,  but  in  truth,  most  of  their  days  were 
spent  in  their  favorite  sport,  which  was  jousting. 
The  leader  of  the  donkeys,  Sir  George  of  the 
Land  of  Lobster,  was  one  of  the  most  feared 
jousters.  He  said:  "Let  them  bring  us  the  plan  of 
King  Will,  so  we  can  make  it  the  law  of  the  land." 

And  the  oxen  and  horses  and  mules  began  to 
haul  the  mighty  plan  from  the  white  castle  to  the 
hall  on  the  hill.  But  a hew  and  cry  went  up 
throughout  the  hall  almost  as  great  as  during 
the  debate  over  where  the  knights  could  tie  up 
their  horses. 

And  the  leader  of  the  elephants,  Sir  Bobdole 
of  the  Land  of  Corn,  who  was  famous  for  his  skill 
with  the  lance,  spoke:  "Not  so  fast,"  said  Sir 
Bobdole.  'That  plan  has  more  fat  than  a roasted 
boar." 

For  it  so  happened  that  the  donkeys  and  the 
elephants  had  opposing  views  on  the  health 
care  of  the  people.  The  donkeys  believed  that 
the  King  and  the  knights  should  design  the 
system,  and  decide  what  kind  of  training  should 
be  given  to  the  Wizards  and  which  Wizards  the 
people  could  see.  And  the  donkeys  believed  if 
the  subjects  would  pay  their  tithe  to  them  — 
they  could  fix  the  system. 

But  the  elephants  said  the  people  were  tithed 
too  much  and  the  money  was  wasted  on  things 
like  midnight  falconry.  And  they  said  the  King 
and  the  great  hall  should  stay  out  of  it.  And  they 
accused  the  donkeys  of  being  beholden  to  a 
knight  of  yore,  Sir  Franklin  of  the  New  Deal. 

So  the  knights  of  the  donkeys  and  the  knights 
of  the  elephants  devised  their  own  plans:  Sir 
George  of  the  Land  of  Lobster,  Sir  Chafee  of 
Rhodes,  Sir  Stark  of  Fortney,  Sir  Teddy  of  Camelot 
and  others.  But  the  champion  of  one  plan,  Sir 
Rosty  of  the  Windy  City,  was  injured  when  he 
was  out  delivering  a gift  to  a subject  and  fell  into 
a moat. 

But  these  plans,  too — five  in  all — were  also 
placed  on  great  machines  and  hauled  out  to  be 
viewed  by  the  people.  And  the  knights  returned 
to  their  jousting. 


And  now  thick  fog  hid  the  sun,  and  thunder 
rent  the  air,  and  torrents  of  rain  turned  the  land 
into  mud,  and  the  plans  of  King  Will  and  all  the 
plans  of  the  great  Hall  got  bogged  down. 

All  the  while  the  Wizards  offered  advice  and 
counsel  on  the  health  of  the  people.  And  the 
people  heard  them  and  gave  the  Wizards  their 
confidence.  But  the  King  and  Queen  and  many 
in  the  Great  Hall  gave  the  people  only  the  cold 
shoulder  and  the  deaf  ear. 

Now  there  arose  in  the  land  a new  evil  that 
further  threatened  the  health  care  of  the  people. 

One  day,  five  great  dragons  from  the  King- 
dom of  Insurers  appeared  in  the  sky,  and  en- 
camped in  every  corner  of  the  Kingdom.  And 
on  their  wide  wings  were  markings  sinister  and 
strange.  One  had  what  looked  like  a giant  rock 
of  Gibraltar.  Another  had  what  looked  like  a 
great  umbrella  of  crimson.  Still  a third  was 
marked  with  a small  cartoon  beagle. 

People  began  to  call  them  the  Big  Five,  and 
they  breathed  fire,  and  made  a bellowing  that 
was  terrible  to  hear,  and  were  in  general  un- 
mannerly. And  they  began  making  forays  across 
the  land,  swooping  down  upon  unsuspecting 
subjects  and  herding  them  into  their  own  re- 
gions. 

They  swallowed  up  entire  villages.  And  they 
plucked  up  select  Wizards,  and  demanded  that 
they  tend  only  to  the  citizens  they  had  cor- 
ralled, and  none  other.  And  the  citizens  raised 
up  a cry  because  they  could  no  longer  see  the 
Wizards  who  had  so  carefully  watched  over 
them. 

But  as  the  dragons'  plunder  continued,  their 
appetites,  rather  than  be  sated,  grew  only  more 
ravenous.  It  was  rumored  that  some  dragons 
even  tried  to  eat  some  of  the  others.  And  clouds 
darkened  the  sky  and  a great  indigestion  struck 
the  bowels  of  the  people,  and  they  were  sore 
afraid. 

Ladies  and  gentlemen,  most  fairly  tales  end 
with  everyone  living  happily  ever  after. 

And  for  that  to  happen  here,  you  might 
expect  that  a white  knight  would  appear  to  slay 
the  dragons  and  knock  some  sense  into  the 
King,  the  Queen  and  the  knights  of  the  all  on  the 
hill. 

But  the  ending  to  this  story  has  yet  to  be 
written. 

The  great  plans  of  the  King  and  Queen  and 
all  the  knights  of  the  Hall  got  bogged  down 
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under  their  own  weight.  The  wheels  came  off 
the  machines,  and  all  the  King's  horses  and  all 
the  King's  men  . . . well,  you're  already  familiar 
with  that  verse. 

And  as  a result,  many  knights  lost  their  shields 
and  left  the  great  hall  forever — although  most 
went  on  to  join  the  newly-formed  Guild  of 
Lobbyists.  Some  who  remained  were  hoping  to 
fix  the  Kingdom's  health  system  by  mixing  up  a 
special  magic  potion.  Its  main  ingredient  was 
Eye  of  Newt. 

Most  of  the  knights,  however,  just  went  back 
to  their  jousting. 

As  for  the  King  Will  and  his  Queen,  the  whole 
experience  was  enough  to  make  them  wish 
they  were  back  in  their  forest,  in  their  house 
surrounded  by  rushing  white  water. 


The  King  has  recently  taken  to  traveling  to 
foreign  lands.  But  he  never  misses  a chance  to 
remind  the  Queen  that  you  just  can't  trust  a 
sorcerer. 

What  remains  are  the  Wizards  and  the  people 
— the  true  heart  and  soul  of  any  health  care 
system. 

The  people  will  continue  to  receive  the  best 
care  on  Earth  when  they  demand  nothing  less. 

We  Wizards  must  never  forget  that  we  can 
deliver  that  care  only  if  we're  united  in  our 
vision,  and  voice  and  our  leadership. 

And,  I believe  we  can  write  a Fairy  Tale 
ending  if  we  never  forget  that  the  true  power  of 
our  magic  is  not  what's  under  our  hats,  but 
what's  in  our  hearts. 

And  for  allowing  me  the  privilege  to  be  your 
chief  wizard  for  a year — I thank  you  very  much. 
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ALTHOUGH  cerebrospinal  fluid 
(CSF)  shunt  infections  are 
common,  Haemophilus  in- 
fluenzae type  b CSF  shunt  infection  is  rela- 
tively rare.1'10  This  problem  is  treatable  with 
medical  therapy  alone  and  shunt  removal  is 
usually  not  necessary.  The  rationale  of  the 
medical  treatment  is  discussed. 

Case  Report 

A 4-month-old  white  female  presented 
with  a 36-hour  history  of  decreased  oral 
intake.  For  15  hours,  she  had  vomiting  and 
irritability.  Fourteen  hours  prior  to  admis- 
sion, a temperature  of  102.6°F  rectally  was 
recorded.  The  child  had  a history  of  a large 
posterior  interhemispheric  cyst,  originally 
diagnosed  by  computerized  tomography 
(CT)  scan  at  birth.  At  2 months  of  age,  a right 
ventriculoperitoneal  (VP)  CSF  shunt  was 
placed  and  later  removed  when  the  shunt 
became  infected  with  Staphylococcus 
epidermidis  and  Staphylococcus  hominis. 
After  an  appropriate  course  of  therapy  with 
antibiotics,  a left  VP  CSF  shunt  was  subse- 
quently placed  and  the  child  was  dismissed 
in  good  condition. 

Examination 

When  seen  in  the  emergency  room  on 
the  morning  of  admission,  her  temperature 
was  1 03.6°F  rectally,  the  pulse  rate  was  1 60, 
respirations  were  46,  and  the  child  was  irri- 
table. The  left  tympanic  membrane  was  in- 
jected and  the  child  had  some  hypertonicity 
and  hyperreflexia  in  all  extremities.  The  left 
sided  shunt  bubble  depressed  easily  and 
refilled  quickly. 

At  the  time  of  this  more  recent  admission, 
a shunt  bubble  tap  showed  a CSF  white 
blood  cell  count  of  16  cells/mm3  and  red 
blood  cell  count  of  7 cells/mm3.  CSF  pro- 
tein was  48  mg/dl  and  CSF  glucose  was  60 
mg/dl.  Gram  stain  was  negative.  Because 
the  patient's  condition  worsened  with  in- 


creased irritability,  the  shunt  bubble  tap  was 
repeated  later  on  the  same  day  with  similar 
findings  except  that  the  gram  stain  showed 
many  gram  negative  rods,  possible 
Haemophilus  species.  Both  CSF  cultures 
grew  H.  influenzae  type  b.  The  isolate  was 
beta-lactamase  positive  and  chloramphenicol 
acetyl  transferase  (C.A.T.)  negative.  The  iso- 
late was  resistant  to  ampicillin  and  sensitive 
to  cefotaxime,  ceftriaxone,  cefuroxime,  and 
chloramphenicol.  The  blood  culture  on  the 
day  of  admission  also  grew  out  H.  influenzae 
type  b organisms  that  were  beta-lactamase 
positive  and  C.A.T.  negative. 

The  child  was  placed  on  intravenous 
ceftriaxone  100  mg/kg  per  24  hours  divided 
in  q 1 2 hour  doses  and  gentamicin.  The 
gentamicin  was  discontinued  after  24  hours. 
Rifampin  was  initiated  7 days  after  admis- 
sion and  continued  for  a total  of  seven  days 
because  of  a continued  febrile  course.  The 
infant  continued  to  be  febrile  up  to  102°F 
rectally  at  least  once  each  day  until  1 2 days 
after  admission  after  which  the  temperature 
lowered  to  100.6°F  rectally  maximum  tem- 
perature for  three  days.  Finally,  the  patient 
became  afebrile  and  remained  afebrile  20 
days  after  admission.  The  ceftriaxone  was 
discontinued  after  1 5 days  of  therapy,  at  the 
time  that  the  temperature  remained  at 
100.6°F  rectally  or  less. 

During  the  hospitalization,  follow  up  CT 
scans  9 days  and  13  days  after  admission 
showed  no  significant  abnormalities.  The 
CSF  white  blood  cell  count  was  139  cells/ 
mm3  2 days  after  admission  and  50  cells/ 
mm3  11  days  after  admission  and  36  cells/ 
mm3  19  days  after  admission. 


’Address  correspondence  and  reprint  requests  to  Leslie  C. 
Hellbusch,  M.D.,  111  North  84th  Street,  Omaha,  NE  68114. 
Telephone  (402)  398-9243. 
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Discussion 

CSF  shunt  infections  are  rarely  caused  by 
H.  influenzae  type  b or  nontypeable 
(unencapsulated)  H.  influenzae  strains.  Tra- 
ditional therapy  of  shunt  infections  has  called 
for  removal  of  the  shunt  and  later  replace- 
ment of  the  shunt  after  an  appropriate  course 
of  therapy.11  McLaurin  and  Frame2  have  sug- 
gested that  cure  of  shunt  infections  can  be 
achieved  with  externalization  of  the  perito- 
neal catheter,  administration  of  systemic  and 
intraventricular  antimicrobial  agents  and  later 
reinsertion  of  the  peritoneal  catheter.  Sells 
et  al.6  first  suggested  that  shunt  removal  and 
replacement  may  not  be  necessary  in  cases 
of  H.  influenzae  shunt  infection.  Stern  et  al.7 
have  stated  that  chloramphenicol  is  the  drug 
of  choice  for  H.  influenzae  shunt  infections 
because  a drug  like  cefuroxime  penetrates 
the  inflamed  meninges  poorly. 

We  previously  reported  three  cases  of 
CSF  shunt  infections  with  unencapsulated 
H.  influenzae  organisms  and  recommended 
temporary  externalization  of  only  the  peri- 
toneal end  of  the  shunt  when  there  is  a 
significant  peritoneal  inflammatory  response 
or  peritoneal  pseudocyst.8  In  the  case  of 
unencapsulated  H.  influenzae  CSF  shunt 
infections,  we  did  not  think  that  intraven- 
tricular antimicrobial  agents  were  necessary. 

A third  generation  cephalosporin,  such  as 
ceftriaxone  or  cefotaxime,  is  a safer  drug  to 
use  than  chloramphenicol.  Moreover,  stud- 
ies have  documented  the  clinical  efficacy  of 
third  generation  cephalosporin  therapy  for 
the  treatment  of  H.  influenzae  type  b men- 
ingitis.12 Although  data  from  clinical  trials 
are  not  available,  CSF  shunt  infections  caused 
by  coagulase  negative  Staphlococcus  have 
responded  to  the  addition  of  rifampin  that 
otherwise  had  failed  to  respond  to  multiple- 
drug  therapy.13  This  may  relate  to  rifampin's 
high  lipid  solubility  (good  penetration)  and 
relatively  unusual  ability  to  enter  living  ph- 
agocytes and  kill  intracellular  bacteria.14 
These  properties,  along  with  rifampin's 
bacteriocidal  activity  against  H.  influenzae 
type  b,  suggest  that  it  may  play  an  additive 
role  in  H.  influenzae  type  b CSF  shunt  infec- 
tion. It  is  imperative  that  the  CSF  shunt  be 
functional  during  the  medical  treatment  of 
this  or  any  other  shunt  infection  problem. 

It  is  our  feeling  that  a third  generation 
cephalosporin,  such  as  ceftriaxone,  or 
cefotaxime,  may  be  optimal  medical  therapy 


for  H.  influenzae  type  b CSF  shunt  infection, 
regardless  if  the  meninges  appear  inflamed 
or  not.  Rifampin  may  also  provide  an  addi- 
tive effect  in  helping  control  and  eradicate 
the  infection.  In  general,  surgery  would  not 
be  necessary  in  the  treatment  of  H. 
influenzae  CSF  shunt  infection  unless  either 
CSF  shunt  malfunction  is  present  or  there  is 
culture  documented  medical  failure,  or  if 
there  is  evidence  of  peritoneal  inflamma- 
tion. 

Since  treatment  of  this  patient,  a con- 
trolled study  using  dexamethasone  in  chil- 
dren with  H.  influenzae  type  b meningitis 
has  been  published  that  demonstrates  sig- 
nificant benefits  in  reduction  of  deafness.15 
Although  children  with  shunts  were  not  in- 
cluded in  the  study,  patients  who  now 
present  with  H.  influenzae  type  b CSF  shunt 
infection,  we  believe,  should  also  receive 
dexamethasone. 

Although  most  cerebrospinal  fluid  shunt 
infections  require  removal  of  the  shunt,  treat- 
ment with  intravenous  antibiotics,  and  later 
shunt  replacement,  it  is  important  to  realize 
that  H.  influenzae  cerebrospinal  fluid  shunt 
infection  is  treatable  with  intravenous  anti- 
biotics alone. 
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COMMENTS 

Doctors  Hellbusch  and  Penn  describe  the 
idealized  treatment  of  one  type  of  ventri- 
culoperitoneal shunt  infection,  their  descrip- 
tion of  the  medical  treatment  of  H.  flu  shunt 
infection  provides  hope  that  in  some  set- 
tings shunt  infections  may  be  successfully 
treated  without  the  need  of  additional  sur- 
gery. The  demonstration  of  the  efficacy  of 
Rifampin  in  this  setting  is  very  encouraging. 
Any  attempt  to  clear  a shunt  infection  with 
antibiotics  while  leaving  the  shunt  in  place 
mandates  the  complete  eradication  of  the 
infecting  organism.  As  such,  the  identifica- 
tion of  additive  or  synergistic  combinations 
of  antibiotics  obviously  increases  the  likeli- 
hood of  success. 

While  this  case  illustrates  a promising 
trend,  there  are  a number  of  caveats  which 
the  Pediatrician  or  Family  Practitioner  who 
initially  evaluates  the  child  must  bear  in 
mind.  First  and  foremost  (as  Drs.  Hellbusch 
and  Penn  state)  H.  flu  represents  a minority 
of  shunt  infections;  and  success  in  this  set- 
ting must  not  be  construed  as  implying  that 
a majority  of  VP  shunt  infections  can  be 
treated  without  removal  of  the  infected/ 


colonized  shunt  system.  Staphylococcus  and 
Streptococcus  remain  the  prime  offenders 
in  shunt  infection,  and  the  affinity  that  many 
of  these  organisms  show  for  the  silastic  of 
the  shunt  prevents  adequate  treatment  with 
antibiotics  alone.  Secondly,  as  this  case  dem- 
onstrates, effective  medical  treatment  re- 
quires that  the  shunt  continues  to  divert  CSF 
properly.  Of  the  technical  problems  compli- 
cating ventriculoperitoneal  shunting,  infec- 
tion is  the  condition  which  carries  the  high- 
est morbidity  and  mortality.  It  is  important 
to  bear  in  mind  that  in  many  instances,  the 
infected  ventriculoperitoneal  shunt  will  be- 
come nonfunctioning  from  a mechanical 
perspective  with  resultant  symptomatic 
hydrocephalus  and  symptoms  of  increased 
intracranial  pressure.  In  this  setting,  surgery, 
including  emergency  surgery,  may  become 
necessary.  Therefore,  it  remains  imperative 
that  treatment  of  shunt  infections  always  be 
undertaken  either  by  a neurosurgeon  or  in 
consultation  with  a neurosurgeon.  Even  in 
those  cases  in  which  the  infected  shunt 
initially  appears  to  be  functionally  draining, 
there  is  always  the  possibility  of  mechanical 
shunt  obstruction  during  the  course  of  treat- 
ment, and  what  appears  to  be  early  success 
with  medical  therapy,  must  not  lull  one  into 
a false  sense  of  security.  There  have  also 
been  instances  in  which  very  slow  growing 
organisms  have  initially  appeared  to  respond 
well  to  medical  treatment  only  to  have  the 
child  become  symptomatic  of  shunt  infec- 
tion again  at  a later  date. 

While  keeping  the  limitations  of  medical 
treatment  for  infected  VP  shunts  in  mind, 
Drs.  Hellbusch  and  Penn  are  to  be  congratu- 
lated for  the  demonstration  of  effective  non- 
surgical  treatment  for  at  least  one  type  of 
shunt  infection. 

Tim  J Watt,  M.D. 

Assistant  Chief  of  Neurosurgery 

Tripler  AMC,  Honolulu,  HI 
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IN  an  article  published  in  the  July 
1 994  issue  of  the  Nebraska 
Medical  lournal.  Norman 
Nelson,  Robert  Faulk,  and  I presented  data  from 
Nebraska's  Behavioral  Risk  Factor  Surveillance 
System  (BRFSS)  that  describe  recent  trends  in 
the  use  of  mammography  in  Nebraska.1  The 
data  showed  that  the  use  of  screening 
mammography  had  increased  moderately: 
among  Nebraska  women  50  years  of  age  and 
older,  the  percentage  who  reported  that  they 
had  had  a mammogram  within  the  past  year 
increased  from  24%  in  1988  to  34%  in  1992. 
The  1 992  figure  placed  Nebraska  next  to  last  in 
mammography  usage  among  the  48  states 
which  maintain  their  own  BRFSS.2 

Data  collected  in  1993  by  the  Nebraska 
BRFSS  have  recently  become  available,  and 
they  show  dramatic  improvement  in  the  state's 
screening  mammography  rate.  The  percentage 
of  Nebraska  women  50  years  of  age  and  older 
who  reported  that  they  had  had  a mammogram 
within  the  past  year  jumped  from  34%  in  1 992 
to  43%  in  1 993.  At  the  same  time,  the  percent- 
age of  women  50+  who  reported  that  they  had 
never  had  a mammogram  fell  from  34%  in  1 992 
to  26%  in  1993.  The  accompanying  graph 
shows  that  these  improvements  are  the  largest 
single-year  changes  in  mammography  usage 
seen  in  Nebraska  during  the  last  five  years. 

The  Nebraska  Department  of  Health  is  ex- 
tremely gratified  by  these  findings,  and  believes 
that  many  breast  cancer  deaths  will  ultimately 
be  avoided  as  a result.  Unfortunately,  the  BRFSS 
data  do  not  provide  us  with  any  insight  into  the 
cause  of  Nebraska's  remarkable  improvement 
in  mammography  usage.  We  hope  that  the 
Department's  recent  efforts  to  promote  the 
benefits  of  screening  and  an  increased  commit- 
ment by  Nebraska  physicians  to  fully  utilize  this 
valuable  procedure  have  played  key  roles. 

Although  the  data  from  the  BRFSS  are  en- 
couraging, they  also  show  that  Nebraska  still 
has  far  to  go  before  screening  mammography  is 


employed  to  maximum  benefit.  The  American 
Cancer  Society  recommends  that  women  50 
years  of  age  and  older  have  a mammogram 
annually,3  yet  more  than  half  of  the  women  in 
this  age  group  who  were  surveyed  as  part  of  the 
1993  Nebraska  BRFSS  reported  that  they  had 
not  had  a mammogram  within  the  past  year.  For 
our  part,  the  Nebraska  Department  of  Health 
will  continue  to  promote  the  benefits  of  screen- 
ing mammography  to  both  women  and  health 
care  professionals  throughout  the  state.  We 
also  hope  that  Nebraska  physicians  will  con- 
tinue their  efforts  to  ensure  that  all  of  their 
female  patients  receive  this  life-saving  proce- 
dure in  accordance  with  current  screening  guide- 
lines. 

Mammography  Use  Among 


^Mammogram  w/in  past  yr  I Never  had  a mammogram 


Data  Source:  Nebraska  BRFSS,  Nebraska  Department  of  Health,  1989-1993 
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Introduction 

The  talus  is  one  of  the  most  important  bones 
in  the  foot.  It  supports  and  distributes  the  body 
weight.  It  articulates  and  coordinates  the  motion 
of  the  ankle,  subtalar  and  talonavicular  joint  in 
transmission  of  the  body  weight  both  in  steady 
and  dynamic  mode.  The  treatment  of  the  talar 
neck  fracture  continues  to  be  a problem  to  the 
orthopaedic  surgeon  despite  major  achievements 
in  the  understanding  of  the  treatment  of  this 
fracture.1'6 

According  to  Coltart7  it  could  be  that  Fabricicus 
of  Hilden  in  1 608  who  described  the  first  case  of 
os  tali.8  In  1919,  Anderson1  the  then  consulting 
surgeon  to  the  Royal  Flying  Corps  in  World  War 
I,  described  18  cases  of  fracture  dislocation  of 
the  talus.  He  was  very  much  impressed  by  the 
association  of  this  injury  to  the  aircraft  crash  that 
he  gave  them  the  name  of  "Aviator's  Astragalus." 
Talar  neck  fractures  account  for  50%  of  all  the 
injuries  in  the  talus  bone  itself.9'11  Talar  neck 
fracture  is  estimated  to  be  0.5%  of  all  skeletal 
injuries  and  3%  of  all  fractures  affecting  the 
foot.12  The  age  of  the  patient  ranges  from  30  to 


38  years  and  the  male  to  female  ratio  is  approxi- 
mately 3:1. 10-13  Talar  neck  fractures  are  second 
only  to  the  chip  and  avulsion  fractures  of  the 
talus.7  Thirty  percent  of  the  talus  fractures  involve 
the  neck.13  In  1970,  Hawkins10  described  57 
patients  and  proposed  a classification  of  the  talar 
neck  based  on  the  degree  of  displacement  of  the 
fracture  fragment  and  hence  the  damage  to  the 
blood  supply  of  the  neck  and  body  of  the  talus. 
His  classification  is  very  helpful  in  predicting  the 
long-term  outcome  of  this  fracture  and  is  cur- 
rently widely  used.10 

Case  History 

JD  is  a 42  year  old  male  who  fell  off  a ladder 
and  landed  on  his  right  leg.  He  had  pain  and 
deformity  in  the  region  of  his  right  hindfoot.  His 
foot  was  deviated  medially  at  the  hindfoot  at  an 
angle  of  about  90°.  He  had  open  wound  on  the 
lateral  aspect  of  his  right  ankle  and  hindfoot  with 
that  eventually  turned  out  to  be  exposed  cancel- 
lous bone  of  the  talus.  This  exposed  bony  end 
was  covered  with  mud  and  grass,  (figure  1) 
Despite  this  gross  deformity  his  neurorvascular 


FIGURE  1: 

Clinical  photograph  of  the  right  foot  and  ankle  at  the  time  of  injury.  Note  exposed 
cancellous  bone  of  the  talus.  Note  grass  and  mud  at  fracture. 
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status  was  normal.  X-rays  of  the  foot  and  ankle 
revealed  a fracture  through  the  neck  of  the  talus 
with  subluxation  of  the  subtalar  joint,  (figure  2) 
The  patient  was  stabilized  and  then  taken  to  the 
operating  room.  Extensive  irrigation  and  thor- 
ough irrigation  was  performed,  (figure  3)  At  the 
time  of  the  initial  debridement  a reduction  of  the 
fracture  of  the  talus  and  the  dislocation  of  the 
subtalarjoint  was  performed.  A smooth  steinmann 
pin  was  used  to  temporarily  stabilize  the  joint. 
The  wound  was  packed  open  and  covered  with 
a bulky  compressive  dressing  and  plaster  splint. 


Four  days  later  he  was  taken  back  to  the  operat- 
ing room  and  a redebridement  and  thorough 
irrigation  was  performed.  The  fracture  was  felt  to 
be  anatomically  reduced  at  that  time  and  was 
formally  fixed  using  two  AO  (Synthes)  4.5 
cannulated  cancellous  screws.  AP  and  lateral  x- 
rays  showed  excellent  reduction  and  fixation, 
(figure  4a  & 4b)  A loose  delayed  closure  of  the 
wound  was  performed,  (figure  5)  Again,  he  was 
placed  in  a bulky  compressive  dressing  and  a 
plaster  splint.  One  week  later  he  was  put  in  a well- 
padded  short  leg  non-weight  bearing  cast  with  a 


FIGURE  2A-2B: 

X-ray  at  time  of  injury  showing  fracture  of  neck  of  talus  with  complete  displacement. 


FIGURE  3: 

Clinical  photograph  in  the  operating  room  on  day  of  surgery.  Note  use  of  water  pick  to 
facilitate  thorough  irrigation  and  debridement. 
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FIGURE  4A:  FIGURE  4B: 

AP  x-ray  of  talus  after  open  reduction  internal  fixation.  Note  Lateral  x-ray  after  open  reduction  internal  fixation, 

essential  anatomic  reduction  with  two  cannulated  screws. 


window  over  his  incision.  Two  weeks  later  his 
wound  was  reinspected  and  had  healed  without 
complication.  His  sutures  were  removed  and  his 
cast  was  completed.  Six  weeks  post-injury  his 
cast  was  removed.  His  incision  had  healed.  X- 
rays  at  that  time  showed  excellent  anatomical 
reduction  with  no  change  in  alignment  and  satis- 
factory fixation.  At  that  time  there  was  no  evi- 
dence of  any  avascular  necrosis  (AVN).  He  was 
placed  in  a CAM  walker  to  start  range  of  motion, 
but  was  kept  on  a non-weight  bearing  status.  At 
ten  weeks  post-surgery  his  motion  at  both  the 
ankle  and  subtalar  joints  were  improving.  He  was 
started  on  gradual  weight  bearing  using  a patellar 
tendon  bearing  (PTB)  brace  at  this  ten  week 
point.  At  that  time  he  was  working  at  a light  duty 
job  situation.  Four  months  after  the  accident  he 
still  had  limited  motion  of  the  ankle  due  to 
tightness  of  the  achilles  tendon.  X-rays  at  that 
point  revealed  union  of  the  fracture.  He  was 
initially  sent  to  physical  therapy  for  stretching  and 
strengthening  exercises.  At  six  months  post-sur- 
gery he  had  no  complaints  and  was  walking 
without  a limp.  X-rays  at  six  months  showed  no 
evidence  of  any  avascular  necrosis  or  arthritis 
change.  At  approximately  one  year  post  injury  he 


was  back  at  work  with  no  evidence  of  any 
arthritic  change  or  avascular  necrosis.  He  is 
presently  walkingwith  regular  shoes.  Heis  sched- 
uled to  be  seen  at  the  two  year  point  for  recheck 
x-ray. 

Discussion: 

Anatomy 

The  talus  is  an  important  link  in  the  smooth 
transition  of  the  forces  from  the  plantigrade  foot 
to  the  remainder  of  the  body  while  standing  or 
during  ambulation.  The  talus  is  divided  into  the 
body,  neck,  head;  and  has  a lateral  process  and 
a posterior  process  with  its  medial  and  lateral 
tubercles,  separated  by  a groove  for  the  flexor 
halluces  longus.  Sixty  percent  of  the  surface  of 
the  talus  is  covered  with  articular  surface  leaving 
only  30%-40%  surface  for  soft  tissue  attachment 
including  capsules,  ligaments  and  vascular  blood 
supply.  The  talus  has  no  muscle  or  tendon  attach- 
ment. Hence,  any  trauma  can  lead  to  capsular 
tears  including  torn  blood  vessels  with  resultant 
avascular  necrosis  of  the  talus.  The  blood  supply 
has  been  extensively  studied  by  numerous  au- 
thors.14-18 Because  of  tenuous  blood  supply  to  the 
neck  of  the  talus,  avascular  necrosis  is  a signifi- 
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FIGURE  5 

Clinical  photograph  taken  after  delayed  closure.  Note  loose  clo- 
sure to  facilitate  draining. 


cant  risk  from  fracture  dislocation  of  the  neck  of 
the  talus. 

Mechanism  of  Injury: 

(1)  Forefoot  hyperdorsiflexion  with  dorsally 
directed  force  on  the  base  of  the  foot  and  ankle 
as  seen  in  the  right  foot  with  sudden  braking  in  a 
motor  vehicle.  Penny  and  Davis  summarized  the 
sequence  of  progressive  injury  to  the  talus  from 
hyperdorsiflexion.19 

(2)  Supination  of  the  ankle  with  impingement 

of  the  talar  neck  against  the  medial  malleolus.20" 

22 

(3)  A direct  blow  to  the  dorsum  of  the  foot  - 
very  uncommon:  3%-4%.10'23 

Clinical  Manifestations: 

The  patient  usually  describes  an  accident  or 
injury  such  as  a motor  vehicle  accident,  a fall 
from  a height,  or  a direct  blow  to  the  foot.  Open 
injuries  are  observed  in  16%-20%  of  the  pa- 
tients.5-6'24 Males  predominate  and  average  age  is 
between  30  to  38  years.  There  is  moderate  to 
severe  swelling  of  the  soft  tissue  of  the  foot. 


Distorted  normal  contours  of  the  foot  with  tent- 
ing and  local  tension  on  skin  are  noted  with 
displacement  of  fracture/dislocation.  Despite 
usual  posteromedial  displacement  of  the  body  of 
the  talus,  the  posterior  tibialis  neurovascular 
bundle  generally  remains  intact. 

Talar  neck  fracture  or  fracture/dislocation  as 
an  isolated  injury  are  seen  in  only  51%  of  the 
patients.  It  is  commonly  seen  with  associated  soft 
tissue  or  bony  injury  in  both  remote  and  adjacent 
structures  in  up  to  64%  of  the  patients.5-6-10-25 
Associated  medical  malleolus  fracture  was  noted 
in  19-20%  of  the  patients5-6-25  and  10%  associ- 
ated calcaneus  fracture  was  noted  by  Lorentzen.25 
Because  of  the  associated  blunt  trauma  to  the 
surrounding  soft  tissue,  compartment  syndrome 
of  the  foot  and  even  leg  can  develop  and  should 
be  closely  watched  for. 

Radiological  Features: 

Usually  anteroposterior,  lateral,  and  mortise  X- 
rays  of  the  ankle  and  foot  are  sufficient  to  diag- 
nose this  injury.  The  lateral  radiograph  may  re- 
veal planter  flexion  of  the  talar  body  indicating 
subtalar  joint  subluxation.26  Canale  and  Kelly6 
described  a special  view  to  visualize  the  entire 
neck  of  the  talus:  X-rays  taken  with  the  foot  in  1 5° 
of  pronation  and  the  ankle  in  maximum  equinus 
while  the  x-ray  tube  was  directed  cephaled  75° 
from  horizontal. 

Classification: 

Early  in  the  19th  century  the  classification  of 
the  talar  neck  fracture  was  more  non-specific  and 
generalized.  In  fact,  Bonin  in  1950,  and  Coltart7 
in  1 952  grouped  talar  neck  fracture  and/or  dislo- 
cation of  the  talar  body  and  head. 

Szyszkowitz24  in  1 985  described  four  types  of 
talar  neck  fracture:  Type  I is  a peripheral  fracture, 
Type  II  is  a central  fracture  without  displacement, 
Type  III  is  a central  fracture  with  displacement, 
and  Type  IV  is  a dislocation  fracture. 

Widely  used  Hawkin'sclassification10described 
three  types  of  talar  neck  fractures.  His  classifica- 
tion takes  into  consideration  the  damage  to  the 
blood  supply.  Hawkin  Type  I is  a non-displaced 
vertical  fracture  of  the  neck  without  dislocation 
or  subluxation  of  the  talar  joint.  Type  II  fractures 
include  a displaced  neck  fracture  with  subluxation 
or  dislocation  of  the  subtalar  joint.  Type  III  is  a 
displaced  talar  neck  fracture  with  subluxation 
and  dislocation  of  the  talar  body  from  the  subtalar 
joint  and  ankle  joint.  Comfort27  and  Canale  & 
Kelly6  added  fourth  type  to  include  Hawkin  Type 
III  injuries  plus  dislocation  or  subluxation  of  the 
talonavicular  joint.  They  also  describe  a few 
other  rare  variants  of  this  fracture. 
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Treatment  Guidelines: 

Hawkin's  Type  I (non-displaced)  fracture  is 
treated  with  a short  leg,  non-weight  bearing  case 
for  4-6  weeks  or  until  clinical  and  radiographic 
union.  Once  union  is  noted,  active  range  of 
motion  and  progressive  weight  bearing  should 
be  started.  Clinical  results  are  generally  good. 
The  incidence  of  AVN  is  0%-1  3%.  The  patients 
may  have  residual  stiffness  of  the  subtalar  and 
ankle  joints.4'6  25  Patients  may  remain  out  of  work 
for  4-6  months  and  the  incidence  of  unsatisfac- 
tory results  ranges  from  0 to  60%.419'28 

Treatment  of  Hawkin's  Type  II  talar  neck  frac- 
tures should  address  dislocation  at  the  subtalar 
joint.  These  are  orthopaedic  emergencies  and 
prompt  anatomic  reduction  by  close  manipula- 
tion is  essential  for  a better  prognosis.  The  patient 
is  then  placed  in  a short  leg,  non-weight  bearing 
cast  with  the  foot  in  equinus  for  four  weeks,  and 
then  cast  in  less  equinus  for  a total  period  of  3 
months.  Half  of  these  patients,  however,  will 
require  surgery  to  achieve  anatomic  reduction. 
Various  surgical  approaches  have  been  de- 
scribed. 19-2930  The  larger  series  showed  unsatis- 
factory results  in  over  60%  of  the  patients.2425 
The  Incidence  of  AVN  of  the  talar  body  rises  to 
20  to  50%.1011'19  Post-traumatic  arthrosis  of  the 
subtalar  joint  with  positive  radiographic  signs  of 
arthritis  are  seen  in  86%4,  and  significant 
symptomatology  (pain,  stiffness,  decreased  mo- 
tion) are  noted  in  64%  of  the  patients.41925  Ar- 
throsis of  the  tibiotalar  joint  was  reported  to  be 
36%.25  Incidence  of  mal-union  (varus  > dorsal) 
ranges  from  28  to  47%.6-25  Nonunion  is  uncom- 
mon-1 0%.25 

The  Type  II  Hawkin's  talar  neck  fracture  are 
dislocated  at  the  ankle  as  well  as  subtalar  joint 
and  50%  of  patients  have  open  injuries.  Trau- 
matic injury  to  the  blood  vessels  and  avascular 
necrosis  rate  are  very  high.  Early  anatomic  reduc- 
tion is  recommended.21  Open  reduction  is  diffi- 
cult and  closed  reduction  is  virtually  impossible. 
In  open  cases,  irrigation  and  debridement  is 
mandatory.  Most  cases,  including  both  open  and 
closed  injuries,  end  up  with  open  reduction  and 
internal  fixation.  Transverse  calcaneal  distraction 
pin  may  aid  in  reduction  and  a medial  malleolar 
osteotomy,  rather  than  cutting  through  the  del- 
toid ligament,  is  recommended  to  preserve  the 
blood  supply.  Open  cases  often  need  delayed 
rather  than  primary  closure  of  the  skin.  Initial 
splint  and  bulky  compressive  dressing  postop- 
eratively  is  followed  by  a short  leg,  non-weight 
bearing  cast  for  8 to  12  weeks.  Results  of  the 
Type  III  talar  neck  fractures  are  fought  with  the 
frustration  due  to  the  problems  of  wound  cover- 


age, delayed  union,  1 2%  nonunion25,  1 2%-1 7% 
malunion  commonly  in  the  varus  position, 
osteomyelitis,  69%-100%  avascular  necrosis13, 
increased  time  (4-8  months)  to  osseous  union6, 
and  post-traumatic  arthritis  (PTA).  PTA  is  symp- 
tomatic in  59%  patients  at  the  ankle  joint,  and 
63%  patients  at  the  subtalar  joint.  The  overall 
incidence  of  poor  results  ranges  from  46%  to 
90%.  Many  of  these  patients  require  more  than 
one  salvage  procedure.  The  average  time  before 
back  to  work  is  20  months19,  and  most  patients 
are  unable  to  return  to  their  previous  occupation, 
or  to  manual  labor.25 

Type  IV  talar  neck  fractures  are  very  rare  and 
under-reported.  Attention  should  be  focused  to 
reduce  and  stabilize  the  talonavicular  joint,  in 
addition  to  the  treatment  indicated  as  type  III 
fracture.  AVN  can  appear  in  the  talar  head  as  well 
as  in  the  body  and  the  results  become  universally 
poor.  Internal  fixation  of  neck  fractures  facilitate 
a stable  reduction  of  the  talonavicular  joint  which 
heals  in  six  weeks  when  immobilized  in  a cast. 

Complications: 

1 . Skin  and  soft  tissue  infection,  and  wound 
healing  problems:  Local  skin  has  less  protective 
subcutaneous  tissue.  The  damage  due  to  initial 
injury  plus  the  damage  due  to  disruption  and 
deformity  leads  to  tenting  of  the  skin  with  ischemic 
change,  slough  and  secondary  infection  usually 
follows.  Infection  tends  to  persist  because  of  the 
tenuous  or  lack  of  blood  supply  and  large 
sequestrum  results.  Infection  virtually  guarantees 
a poor  prognosis.  The  risk  of  infection  can  be 
minimized  by  immediate  reduction,  thorough 
irrigation  and  debridement  of  the  open  injury, 
and  delayed,  but  not  primary  closure.  Persistent 
infection  needs  radical  irrigation  and  debridement 
and  tibiocalcaneal  fusion. 

2.  Delayed  Union:  Peterson  defined  delayed 
union  as  no  evidence  of  fracture  healing  six 
months  after  the  injury.4  Delayed  union  can  be 
precipitated  by  the  poorer  blood  supply,  and  by 
the  presence  of  only  a modest  amount  of  perios- 
teum. Protected  weight  bearing  until  the  bridging 
callus  helps  elimination  of  nonunion.  The  re- 
ported rate  of  delayed  union  is  7.5%-1 3%.4  31 

3.  Non-union:  No  evidence  of  fracture  heal- 
ing one  year  after  injury  is  defined  as  nonunion.4 
Nonunion  is  rare  (0-4%)  even  in  presence  of 
AVN.4-25  Management  of  a nonunion  can  be 
complicated  by  the  presence  of  avascular  necro- 
sis, lack  of  the  bone  stock  and  deformity.  Treat- 
ment is  individualized.  Cortical  cancellous  bone 
grafting  with  arthrodesis  often  is  required  as  a 
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salvage  procedure.  Severe  disability  is  usually 
present  and  poor  results  are  almost  inevitable. 

4.  Malunion:  This  is  probably  more  com- 
mon than  reported.  This  is  probably  a reflection 
of  the  difficulty  in  determining  the  accuracy  of  the 
reduction  with  conventional  x-rays.  Canale  and 
Kelly5  describe  a specialized  x-ray  view  to  con- 
firm the  adequacy  of  the  reduction.  He  also 
reported  a varus  or  dorsal  malunion  in  27%  of 
their  patients.  Lorentzen  et  al25  documented 
malunion  in  28%  of  the  Type  II  and  1 8%  of  the 
Type  III  fractures.  Varus  malunion  is  more  com- 
mon than  dorsal  malunion,  and  often  leads  to  a 
poorer  result  secondary  to  a painful  gait  and 
arthrosis.  After  the  fracture  is  anatomically  re- 
duced, internal  fixation  with  a screw  placed 
anterolateral  to  posteromedial  tends  to  avoid  a 
varus  malunion.  Some  patients  may  develop  a 
dorsal  talar  beak  which  mechanically  blocks 
dorsiflexion,  and  creates  a painful  gait.  These  are 
managed  by  resection  of  the  dorsal  talar  beak.4-5 
Varus  malunion  may  require  triple  arthrodesis. 

5.  Avascular  Necrosis  (AVN)  of  the  Talar 
Body:  The  rate  of  the  AVN  of  the  talar  body  is 
directly  proportional  to  the  degree  of  fracture 
displacement.610  However,  there  is  no  direct 
relationship  between  AVN  and  permanently  dis- 
abling symptoms.  Radiological  union,  although 
delayed,  can  and  does  occur  despite  the  pres- 
ence of  AVN,  as  noted  in  1 3 patients  with  AVN 
in  Hawkin's  series.1019  Over  all  rate  of  avascular 
necrosis  is  21%-58%:  Hawkin's  Type  I 0-13%, 
Type  II  20-50%,  and  Type  III  83-100%.  AVN  is 
recognized  by  x-rays  as  increased  bony  density. 
Later  on  with  revascularization,  there  can  be  a 
partial  or  complete  collapse  of  the  subchondral 
bone,  narrowing  of  the  joint  space,  and  occasion- 
ally, fragmentation  (figure  6a  & 6b).  Bone  scan 
using  the  pin-hole  collimator  gives  a more  spe- 
cific diagnosis.  MRI  remains  currently  the  best 
method  to  diagnose  the  presence  and  the  extent 
of  AVN.  (figure  7)  MRI  can  show  presence  of 
AVN  as  early  as  three  weeks  post  injury.  Hawkin 
described  a radiologic  sign  indicating  the  viabil- 
ity/continued vascularity  of  the  bone:  a 
subchondral  atrophy  or  resorption  in  the  dome 
of  the  talus  seen  6-8  weeks  post  injury. 

Treatments  by  closing  or  open  reduction  and 
internal  fixation  and/or  cast,  minimize  the  ad- 
verse effect  of  the  AVN  and  facilitate  union  and 
subsequent  revascularization.  One  can  bypass 
the  weight  bearing  function  of  the  talus  by  using 
a patellar  tendon  weight  bearing  base  or  orthosis, 
begun  only  after  bony  union  and  continued  until 
reconstitution  of  the  body  is  complete,  up  to  36 


months.  Additional  surgery(ies)  may  be  needed. 
Asymptomatic  patient  needs  no  further  treat- 
ment. Other  radical,  primary  (within  six  weeks), 
surgical  options  described  are  talectomy,  total 
talectomy  with  tibial  calcaneal  fusion,  primary 
triple  arthrodesis,  subtalar  arthrodesis,  pantalar 
fusion,  tibiotalar  fusion.  In  the  presence  of  the 
collapse  of  the  talar  dome  leading  to  degenera- 
tive joint  disease  and  pain,  arthrodesis  is  recom- 
mended. The  tibiocalcaneal  fusion  is  superior  to 
the  ankle  fusion.6  The  technique  for  this  was 
described  by  Reckling32,  and  recently  by 
Johnson.33  Blair34  described  excision  of  the  avas- 
cular talus  and  sliding  cortico-cancellous  graft 
from  the  anterior  tib:a  into  the  residual  viable 
talar  neck  and  head  to  fuse  the  ankle.  Dennis  and 
Tullos35  described  seven  patients  with  satisfac- 
tory reconstructive  measures.  Morris,  et  al.  slightly 
modified  this  technique  and  showed  good  re- 
sults in  ten  patients.36  Lionberger,  et  al.  used 
compression  screws  to  five  patients  and  showed 
good  results  with  the  ankle  fusion.37  Johnson 
described  intramedullary  rod,  screws  and  bone 
grafting  for  tibiocalcaneal  fusion.33 

6.  Post-traumatic  arthritis:  Arthritis  of  the 
ankle,  subtalar,  talonavicular  joint  in  isolation  or 
any  combination  can  occur.  This  can  lead  to 
significant  symptomatology,  and  remains  a long- 
term significant  complication  in  high  percentage 
of  patients  leading  to  poor  results  in  many  pa- 
tients. Factors  contributing  to  post-traumatic  ar- 
thritis includes  the  initial  injury  with  damage  to 
the  articular  surface,  avascular  necrosis  of  the 
talar  body,  and  prolonged  immobilization  in  a 
cast,  leading  to  arthrofibrosis  and  impaired  carti- 
lage nutrition.  Fortunately  arthritis  can  be  treated 
conservatively  with  protected  weight  bearing 
including  braces,  orthotics,  non-steroidal  anti- 
inflammatory drugs,  and  local  steroid  injections. 
Some  patients,  however,  may  need  either  open 
or  arthroscopic  arthrodesis  (figure  8)  of  the 
appropriate  joints. 

Summary 

Despite  advancement  in  the  knowledge  and 
understanding  of  talar  neck  fracture  biomechan- 
ics and  refined  techniques  of  treatment,  a signifi- 
cant number  of  patients  with  these  fractures  have 
long  term  complications.  Anatomic  reduction  is 
the  goal  in  all  situations  where  possible.  Careful 
follow-up  of  patients  is  mandatory  to  prevent 
unrecognized  displacement  of  the  fracture  frag- 
ment as  the  swelling  of  the  extremity  subsides  in 
the  cast.  Weight  bearing  should  be  delayed  until 
radiographic  union  of  the  fracture  is  apparent,  if 
possible.  There  is  a tendency  today  towards 
increased  use  of  open  reduction  and  internal 
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FIGURE  6A 

Lateral  x-ray  of  comminuted  talar  neck  fracture. 


FIGURE  6B 

Evidence  of  avascular  necrosis  collapse  and  early  degenerative 
arthritis  on  AP  x-ray  of  same  patient  approximately  1 5 months  post 
injury. 


FIGURE  7 

MRI  of  same  patient.  Note  black  signal  changes  in  neck  and  dome 
of  talus  indicating  avascular  necrosis  and  collapse. 
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FIGURE  8 

AP  x-ray  of  same  patient  three  months  after  arthroscopic  arthrodesis. 


fixation  of  talar  neck  fractures.  This  more  ag- 
gressive approach  appears  to  give  patients  the 
best  chance  for  healing  without  complications. 
The  results  of  open  reduction  and  internal 
fixation  studies  seem  to  show  better  mainte- 
nance of  the  fracture  reduction,  reduction  of 
time  until  fracture  union,  and  overall  better 
long-term  results.  Careful  assessment  of 
tibiotalar,  subtalar,  and  talonavicular  joints  is 
essential  prior  to  any  salvage  procedure.  The 
use  of  CT  scans,  MRI's,  and  plain  tomograms 
seems  to  be  of  most  help  in  assessment  of  these 
patients  prior  to  arthrodesis  or  other  salvage 
procedures.  The  incidence  of  poor  results  fol- 
lowing talar  neck  fracture  still  continues  to 
remain  high,  unfortunately,  despite  the  advance- 
ment in  the  understanding  and  knowledge  of 
these  fractures. 
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36.  Morris,  H.D.,  Hand,  W.L.,  and  Dunn,  A.W.:  The 
Modified  Blair  Fusion  for  Fractures  of  the  Talus.  J.  Bone 
Joint  Surg.  53A:1 289-1 297,  1971. 

37.  Lionberger,  D.R.,  Bishop,  J.O.,  and  Tullos,  H.S.:  The 
Modified  Blair  Fusion.  Foot  & Ankle  3:60-62,  1982. 


Reprints:  Dr.  Timothy  C.  Fitzgibbons,  M.D.,  7710 
Mercy  Road,  Suite  500,  Omaha,  NE  68124. 
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ALLIANCE 


MRS.  LARRY  (PEG)  FLETCHER 

NMAA  Membership 


The  American  Medical  Association  Alliance 
was  founded  in  1 922  and  through  all  these  past 
years  it  has  historically  been  in  the  fore-front  in 
meeting  Americans'  public  health  needs: 

• in  the  '20's  promoting  nutrition  and  hygiene 

• in  the  '30's  helping  with  education  to 
prevent  pertussis,  polio  and  measles. 

• in  the  40's  recruiting  nurses  for  war  efforts 

• in  the  50's  educating  people  about  the 
polio  vaccine 

• in  the  60's  providing  home  health  care 

• in  the  70's  working  against  child  abuse 

• in  the  80's  promoting  adolescent  health 

• in  the  90's  aiding  in  the  prevention  of 
family  violence. 

However,  even  with  promoting  and  prevent- 
ing major  health  issues  and  with  a dedicated 
core  of  members  and  leaders,  the  AMAA  finds 
itself  approaching  the  mid-1990's  with  a DE- 
CLINE IN  MEMBERSHIP. 

There  have  been  many  proposed  reasons  for 
this  decline,  a few  are  as  follows: 

• the  malaise  in  the  general  medical  com- 
munity, due  to  impact  of  government 
intrusion 

• a national  decline  in  volunteering 

• an  inability  to  communicate  and  initiate 
programs  on  a nation-wide  effort  to  make 
an  impact  of  lasting  value. 

In  1 993,  a Strategic  Planning  Task  Force  met 
with  its  goal  to  formulate  a plan  that  would 
preserve  quality  and  meet  the  needs  of  mem- 
bers. Questionnaires  were  sent  to  county  presi- 
dents asking  for  their  concerns  and  ideas.  The 
results  of  this  research  was  that  the  NUMBER 
ONE  CONCFRN  FOR  THE  MEDICAL  ALLI- 
ANCE IS  MEMBERSHIP  RETENTION  AND 
GROWTH.  Included  in  this  concern  were: 

• A universal  identity  for  all  levels  of  the 
organization 

• A unifying  health  issue  for  the  entire  orga- 
nization 

• Nationwide  media  recognition 
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• Representation  with  government,  health 
organization  and  organized  medicine 

• Legislative  activity  involving  all  members. 

The  vitality  and  viability  of  the  Medical  Alli- 
ance must  be  communicated  so  that  it  is  the 
organization  physicians'  spouses  choose  to  join. 
In  order  to  accomplish  this  we  must  increase  its 
visibility  in  the  community,  local  and  national 
media  so  that  people  understand  our  mission 
and  purpose. 

The  Task  Force  recognized  1 8 recommenda- 
tions. The  following  are  two  that  I wanted  to 
bring  to  your  attention: 

The  Task  Force  recommends:  that 
effective  July  1,  1995  national,  state 
and  county  organizations  be  known 
as  The  Medical  Alliance  to  establish 
universal  identity,  obtain  national 
media  coverage,  and  promote  own- 
ership of  the  total  organization. 

We  would  be  referred  to  as  The  Medical 
Alliance  of  the  Nebraska  Medical  Association  if 
this  recommendation  is  approved. 

Recommendation  2 

The  Task  Force  recommends:  that 
counties  and  states  be  encouraged 
to  participate  in  a unifying  national 
health  promotion  in  addition  to  pro- 
grams that  meet  local  health  needs; 
that  prevention  of  family  violence  be 
the  first  national  health  promotion, 
under  the  name  SAVE:  Stop  America's 
Violence  Everywhere;  that  Medical 
Alliances  be  urged  to  participate  in 
SAVE  Today,  a violence-free  day,  to 
be  held  on  the  second  Wednesday  in 
October,  beginning  October  11, 
1995. 

The  other  recommendations  can  be  found  in 
the  January  1 995  Facet.  The  Task  Force  submit- 
ted their  plan  in  hopes  that  it  will  achieve  the 
goal  of  making  the  Medical  Alliance  THE  orga- 
nization that  physician  spouses  choose  to  join. 


My  personal  goal  is  to  promote  that  every 
potential  member  is  asked  to  join  this  wonder- 
ful organization.  I hope  you  will  make  this  your 
goal  too.  This  is  the  one  and  only  organization 
for  physicians'  spouses.  Our  voices  must  be 
loud  and  clear  on  this  issue. 

What  can  you  and  I do  to  help?  We  can  each 
accept  the  challenge  to  gain  one  or  more 
members.  Believe  in  the  Alliance!!!  Let  your 
enthusiasm  and  love  for  the  organization  shine 
through. 

How  do  we  involve  a new  member?  Simple- 
like we  would  make  a new  friend  . . . One  on 
one. 

If  a physicians'  spouse  would  ask  you  why 
they  should  join  tell  them  . . . 

You  should  join  . . . 

• If  you're  concerned  about  the  children, 
women  and  older  Americans  who  are 
victims  of  family  violence. 

• If  you're  frustrated  by  government's  role  in 
health  care 


• If  you're  concerned  about  our  children's 
tomorrows 

• If  you  care  about  the  people  in  your 
community 

• If  you  care  how  the  nation's  future  physi- 
cians are  trained 

• If  you  want  to  help  with  health  and  medi- 
cal legislation 

• If  you  want  to  protect  the  future  of  medicine 

• If  you  want  to  work  with  others  on  mutual 
problems 

• If  you  want  the  camaraderie  of  good  friend- 
ships 

Because:  Your  County  Alliance,  your  State 
Alliance  and  the  American  Medical  Association 
Alliance,  is  involved  with  all  of  these  and  MORE 
!!!! 

We  are  all  a part  of  the  Membership  TEAM 
(Together  Everyone  Affects  Membership)  . . . 
Please  help  your  County  Membership  Chair  by 
either  being  actively  involved  or  being  a sup- 
portive member  of  Alliance  efforts,  there  is  one 
choice  ...  Be  a Member  and  then  Plus  ONE!! 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


THOMAS  J.  GURNETT,  M.D.  — (Born  July  30, 
1922  - died  August  21,  1994).  Medical  Spe- 
cialty - Cardiology.  Doctor  Gurnett  was  a 
graduate  of  the  Creighton  University  School 
of  Medicine  in  1 946  and  practiced  in  Omaha. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Gurnett  is  survived  by  his 
wife,  Kathleen;  daughter,  Margaret  Ann 
"Peggy"  Gurnett  of  Bozeman,  Mont;  a brother, 
Joseph;  and  sisters,  Margaret  Kerwin  and 
Jeanne  Gatz  of  Omaha. 

GEORGE  E.  PLACE,  M.D.— (Born  July  31,  1916 
- died  August  29,  1994).  Medical  Specialty  - 
General  Practice.  Doctor  Place  was  a gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  in  1942  and  practiced  in  Lincoln. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Place  is  survived  by  his  wife, 
Elizabeth;  a son,  Dr.  John  of  Yakima,  Wash;  a 
daughter,  Dr.  Patricia  Eastman  of  Sccttsbluff; 
and  six  grandchildren. 

RALPH  E.  PAUL,  M.D.  — (Born  May  24,  1 924  - 
died  August  31,  1994).  Medical  Specialty  - 
Anesthesiology.  Doctor  Paul  was  a graduate 
of  the  University  of  Nebraska  College  of 
Medicine  in  1957  and  practiced  in  Lincoln. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Paul  is  survived  by  his  wife, 
Rita;  sons,  daughter-in-law,  Dr.  Greg  and  Dr. 
Lael,  Seattle;  daughter,  Michelle  Paul,  Silver 
Springs,  MD;  daughter,  son-in-law,  Dr.  Jenni- 
fer and  Steven  Leiser,  Vadnais  Heights,  MN: 
and  six  grandchildren. 

RICHARD  A.  COTTINGHAM,  M.D.  — (Born 
December5, 1934-died  September  19, 1994). 
Medical  Specialty-Radiology.  Doctor 
Cottingham  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1959  and 
practiced  in  McCook.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Cottingham  is 
survived  by  one  son  and  one  daughter. 


RICHARD  D.  SMITH,  M.D.  — (Born  December 
28,  1918  - died  October  10,  1994).  Medical 
Specialty  - Orthopaedic  Surgery.  Doctor  Smith 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1943  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Smith  is  survived  by: 
wife,  Jewell  of  Ashland;  sons,  Douglas,  Ashland, 
H.  Daniel,  Omaha,  Richard,  Omaha,  Stephen, 
Omaha,  and  Dr.  Samuel  of  Longmont,  CO; 
daughters,  Dale  Johnson  of  Murdock,  Josephine 
of  Ellicott  City,  MD,  Elizabeth  of  Omaha,  Amy 
Smith  of  Ashland,  Diane  Matis  of  Omaha; 
brother  Dr.  Edward  Smith  of  Omaha;  23  grand- 
children and  six  great-grandchildren. 

ROBERT  J.  LUBY,  M.D.  — (Born  April  13,  1928  - 
died  October  15,  1994).  Medical  Specialty  - 
Obstetrics  & Gynecology.  Doctor  Luby  was  a 
graduate  of  the  Creighton  University  School  of 
Medicine  in  1 952  and  practiced  in  Omaha.  He 
was  a member  of  the  Nebraska  Medical  Asso- 
ciation and  the  American  Medical  Association. 
Doctor  Luby  is  survived  by  his  wife,  Patricia; 
children,  Robert  of  Waldport,  Ore.;  Mary  Ann 
Kilgore,  Omaha,  Timothy  of  Prairie  Village,  KS, 
Dr.  Stephen  of  Karachi,  Pakistan,  Catherine 
DiGiacinto  of  Overland  Park,  KS,  Dr.  Maureen 
of  St.  Louis,  MO,  Dr.  Jean  Waddle  of  St.  Louis, 
MO  and  Joseph  of  Omaha;  and  eight  grandchil- 
dren. 

TATSUMI  NAKAMURA,  M.D.— Born  1919-died 
October,  1994).  Medical  Specialty  - General 
Practice.  Doctor  Nakamura  was  a graduate  of 
the  Showa  Medical  College,  Tokyo,  Japan  in 
1940  and  practiced  in  Crawford.  He  was  a 
member  of  the  Nebraska  Medical  Association 
and  the  American  Medical  Association. 

P.  WAYNE  MARSH,  M.D.—  (Born  May  20,  1 930 
- died  December  4,  1 994).  Medical  Specialty  - 
Pediatrics.  Doctor  Marsh  was  a graduate  of  the 
University  of  Nebraska  College  of  Medicine  in 
1 952  and  practiced  in  Omaha.  He  was  a mem- 
ber of  the  Nebraska  Medical  Association  and 
the  American  Medical  Association.  Doctor 
Marsh  is  survived  by  his  wife,  Marilyn;  daugh- 
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ters  Jennifer,  Lincoln,  Elizabeth  Emrich  of  La 
Mesa,  CA;  and  four  brothers. 

WALTER  BENTHACK,  M.D.— (Born  April  8, 1 896 

- died  December  7,  1994).  Medical  Specialty  - 
General  Practice.  Doctor  Benthack  was  a gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  in  1924  and  practiced  in  Wayne.  He 
was  a member  of  the  Nebraska  Medical  Asso- 
ciation and  the  American  Medical  Association. 
Doctor  Benthack  is  survived  by  his  wife,  Phebe; 
four  daughters  and  three  sons-in-laws,  Elaine 
Yost  of  Wayne,  Wilhelmina  and  Robert  Smith 
of  Sylmar,  CA,  Elsie  and  Clare  Coulthard  of 
Chambers,  NEand  Alice  and  Rex  Sala  of  Marcell, 
MN;  and  daughter-in-law,  Mary  of  Wayne;  10 
grandchildren  and  18  great  grandchildren. 

JAMES  G.  CARLSON,  MD.—  (Born  May  20, 1 928 

- died  January  4,  1995)  Medical  Specialty  - 
Family  Practice.  Doctor  Carlson  was  a graduate 
of  the  University  of  Nebraska  College  of  Medi- 


cine in  1959  and  practiced  in  Lincoln.  He  was 
a member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
Doctor  Carlson  is  survived  by  his  wife,  Barbara; 
sons,  Jay,  Omaha,  Troy,  Lincoln;  daughters, 
Marla  Coto,  De  Caza,  CA,  Colleen,  Dearborn, 
Mich.,  Hollis  Pavlik,  Omaha;  brothers,  Delano, 
Elkhorn,  Charles  Ray,  Oklahoma  City,  OK;  and 
13  grandchildren. 

ROBERT  J.  STEIN,  M.D.  — (Born  1911  - died 
January  9,  1 995)  Medical  Specialty  - Psychiatry 
and  Neurology.  Doctor  Stein  was  a graduate  of 
the  University  of  Nebraska  College  of  Medi- 
cine in  1934  and  practiced  in  Lincoln.  He  was 
a member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
Doctor  Stein  is  survived  by  his  wife,  Hui  Suk; 
son,  Stuart,  Florida;  daughters  Maryellyn 
McGreer,  Lincoln,  Patricia  Ann  Hobson,  Over- 
land Park,  KS;  and  one  granddaughter. 
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WELCOME  NEW  MEMBERS 


John  J.  Franklin,  M.D. 

6751  N.  72nd  St.,  #105 
Omaha,  NE  68122-1741 

Stephen  J.  O'Neill,  M.D. 

1 700  N.  Victory  Rd. 
Norfolk,  NE  68701 

Patrick  J.  Brown,  M.D. 

313  W.  38th  St. 
Scottsbluff,  NE  69361 

John  J.  Strobel,  M.D. 

Two  W.  42nd  St. 
Scottsbluff,  NE  69361 

Fred  H.  Ayers,  M.D. 

301  Southway  St. 
Sutton,  NE  68979 


Gerald  Keasling,  M.D.,  (reinstated) 
2350  N.  Clarkson 
Fremont,  NE  68025 

Colleen  W.  Dilley,  M.D.,  (reinstated) 
2350  N.  Clarkson 
Fremont,  NE  68025 

Roger  W.  Dilley,  M.D.,  (reinstated) 
2350  N.  Clarkson 
Fremont,  NE  68025 

J.  Michael  Adams,  M.D.,  (reinstated) 
2350  N.  Clarkson 
Fremont,  NE  68025 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  Can  a retired  physician  who  is  interested 
in  volunteering  time  and  expertise  at  a 
medical  clinic  obtain  low  cost  medical 
malpractice  insurance? 

Yes.  The  St.  Paul  Fire  and  Marine  Insurance 
Company  offers  a medical  professional  liability 
insurance  program  for  retired  physicians  who 
volunteer  at  medical  clinics.  The  coverage  limit 
is  $200,000  per  claim  with  a total  limit  of 
$600,000.  The  annual  premium  is  $100.00.  The 
Nebraska  Department  of  Insurance  approved 
of  the  program  on  August  2,  1994. 

2.  Who  might  qualify  for  this  program? 

St.  Paul  Fire  and  Marine  Insurance  Com- 
pany requires  the  following  criteria: 

a.  The  applicant  must  be  a former  or  cur- 
rent physician  policyholder  with  St.  Paul 
Fire  and  Marine  Insurance  Company  and 
have  valid  reporting  endorsements.  Phy- 
sicians who  were  insured  through  a 
medical  school  or  large  clinic  endorsed 
by  St.  Paul  Fire  and  Marine  Insurance 
Company  also  qualify  for  the  program. 

b.  The  applicant  must  be  retired  and  have 
a valid,  current,  medical  license. 

c.  The  applicant  cannot  volunteer  more 
than  20  hours  a week. 

d.  The  applicant  cannot  receive  remunera- 
tion for  volunteer  services. 

3.  Where  might  such  a volunteer  physician 
practice? 

Two  examples  given  are  community  health 
centers  and  public  health  areas. 


4.  What  services  might  a volunteer  physician 
provide? 

Some  examples  are  low  risk  screening  and 
examinations,  medical  education,  community 
outreach  and  public  health  work. 

5.  Are  there  any  restrictions  on  the  type  of 
procedures  a volunteer  physician  may  per- 
form under  the  program? 

Yes.  A volunteer  may  not  perform  surgical, 
invasive,  or  obstetrical  procedures.  Before  issu- 
ing a policy,  the  St.  Paul  Fire  and  Marine  Insur- 
ance Company's  underwriters  will  verify  from 
the  applicant  that  these  procedures  will  not  be 
performed. 

Note:  While  St.  Paul  Fire  and  Marine  Insur- 
ance Company  is  the  only  company  at  this  time 
to  offer  such  a program  for  retired  physicians 
wishing  to  volunteer  at  medical  clinics,  other 
insurance  carriers  are  predicted  to  follow  suit 
soon. 


"Ask  a Lawyer"  is  a feature  of  theNebraska  Medical  Journal.  If  you 
have  a legal  question  of  general  interest,  please  write  the  Nebraska 
Medical  Journal.  Answers  to  your  questions  will  be  provided  by  the 
Nebraska  Medical  Association's  legal  counsel,  Cline,  Williams,  Wright 
Johnson  & Oldfather,  1900  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 
Answers  in  this  issue  were  provided  by  Charles  M.  Pallesen  Jr.  with  the 
assistance  of  New  York  University  School  of  Law  student  Paul  Chen  of 
the  Cline,  Williams  Law  Office.  Questions  relating  to  specific  detailed 
factual  situations  should  continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

MARCH  23, 1 995 — Distinguished  Lecture  Series 
-James  N.  Baraniuk,  M.D. - BoysTown  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

APRIL  28-29, 1 995 — Neurology  and  the  Primary 
Care  Physician- Peter  Kiewit  Conference  Center. 

APRIL  30  - MAY  3,  1995  — Catholic  Healthcare 
Threatened  - Catholic  Health  Corporation  - 
Buena  Vista  Palace,  Orlando,  Florida. 

MAY  6-7,  1995  — Anesthesiology  Conference, 
Marriott  Hotel,  Omaha,  NE. 

MAY  18-21,1 995  - Orthopaedic  Review  Course  - 
Creighton  University,  Omaha,  NE. 

MAY  26-28,  1995  — Family  Medicine  Update, 
Village  East  Resort,  Okoboji,  IA. 

JULY  26-27,  1995  — Fourth  Annual:  Current 
Concepts  in  Sub-Acute  Care  - Marriott  Hotel, 
Omaha,  NE. 

AUGUST  11-13,  1995  — Family  Medicine  Up- 
date - Cheyenne,  Wyoming. 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
tesiology  Conference  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  6, 1 995 — Come  Home  To  Creighton 
- Creighton  University,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

MARCH  9,  1995;  JUNE  1,  1995;  SEPTEMBER  7, 
1995;  DECEMBER  7,  1995  — Cardiology  To- 
day and  Tomorrow  (Satellite  Teleconferences) 


APRIL  9-12,  1995  — Management  Strategies  in 
Complex  Congenital  Heart  Disease,  Scottsdale 
Princess  Resort,  Scottsdale,  Arizona. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  Toll  Free  1-800-323-2688,  FAX  on  Demand 
#:  1-800-214-1913  or  507-282-0461. 

JULY  18-22,  1995  — Annual  Meeting  - American 
Association  of  Clinical  Anatomists/British  Asso- 
ciation of  Clinical  Anatomists,  Mayo  Medical 
Center,  Rochester,  Minnesota. 

Contact:  Barbara  Porter,  Postgraduate  Courses,  Section 
of  Continuing  Medical  Education,  Mayo  Foundation,  Roches- 
ter, MN  55905,  Phone:  507-284-0026,  FAX:  507-284-0532. 

NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

THURSDAY  EVENING,  MARCH  2,  1995  — Rec- 
ommendations and  Management  of  Risk  Fac- 
tors for  Cardiovascular  Disease  and  Diabetes, 
Omaha  Marriott  Hotel,  Omaha,  Nebraska.  Tar- 
get Audience:  Primary  Care  Physicians.  Fee. 
$25. 

SUNDAY-FRIDAY,  MARCH  5-10,  1995  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1 5/95,  $450  after. 
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THURSDAY- WEDNESDAY,  MARCH  23-29, 1 995 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Silverado  Hotel,  Napa  Val- 
ley, California.  Target  Audience:  Pulmonary 
Physicians  and  Respiratory  Therapists.  Fee: 
$200. 

11  DAYS,  MARCH  27-APRIL  7,  1995  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska,  Target  Audi- 
ence: Family  Physicians,  Physician  Assistants. 
Fee:  $1150  - two  week  session,  $800  - one 
week  session,  $1300  - split  sessions. 

FRIDAY,  MARCH  31,  1995  — Gifford  Ophthal- 
mology Symposium,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target 
Audience:  Ophthalmologists. 

FRIDAY,  APRIL  21,  1995  — 15th  Annual  Infec- 
tious Diseases  Symposium,  Boys  Town  Na- 
tional Research  Hospital  Auditorium.  Target 
Audience:  Family  Physicians,  Internists,  Infec- 
tious Diseases,  Hospital  Epidemiologists,  Clini- 
cal Pharmacists,  Nurses,  Laboratory  Personnel, 
Microbiologists. 

1 1 DAYS,  APRIL  24-MAY  5,  1 995  — Family  Prac- 
tice Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Physician  Assistants.  Fee: 
$1150  - two  week  session,  $800  - one  week 
session,  $1 300  - split  sessions. 

FRIDAY,  MAY  19,  1995  — Stroke  - Prevention, 
Treatment  and  Rehabillitaion,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians,  Fee:  $75.00. 

MONDAY-TUESDAY,  JUNE  2-3,  1 995—  Interna- 
tional Symposium:  Nuclear  Antigens  as  Targets 
for  Cancer  Therapy,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Oncologist/He- 
matologists and  Researchers.  Fee:  $200. 

FRIDAY-SATURDAY,  JUNE  16-17,  1995  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha  Marriott,  Omaha,  Ne- 
braska. Target  Audience:  Family  and  General 
Practitioners,  Internists,  Obstetricians,  and  Gy- 
necologists. Emergency  Physicians,  Physician 
Assistants.  Fee:  $200. 


TUESDAY-FRIDAY,  JULY  25-28,  1 995  — 2nd  An- 
nual Pan  Pacific  Lymphoma  Conference,  Ritz 
Carlton,  Maui,  Hawaii.  Target  Audience:  Physi- 
cians and  researchers  interested  in  the  field  of 
Oncology/Hematology.  Fee:  $450. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$85. 

MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska.Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

FRIDAY,  OCTOBER6, 1 995— 3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street  Omaha,  NE  68198-5651 . Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMCVM.  UNMC.  EDU. 
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You  respond  to  them. 
You  support  them. 


You  fight 
for  them. 


The  AMA  responds, 
supports  and  fights 
for  you. 

Everyday,  you  help  ease  suffering,  heal  patients  and  save 
lives.  It  is  an  ennobling  calling.  The  AMA  shares 
your  values.  Your  patients’  health  is  our  highest  priority, 
too.  As  the  world’s  preeminent  medical  organization,  our 
300,000  member  physicians  work  together  for  the  benefit 
of  all  Americans.  We  speak  out  on  behalf  of  patients  and 
physicians  with  a single,  powerful  voice.  We  advance  the 
art  and  science  of  medicine.  We  promote  ethical,  educa- 
tional and  clinical  standards  for  the  profession.  We  are 
partners  in  a lifelong  crusade.  When  you  become 
an  AMA  member,  you  are  expressing  your  commitment  to 
patients,  to  the  profession,  and  to  resolving  the  great 
health  care  issues  of  our  time.  Join  us  now.  Call  your  coun- 
ty or  state  medical  society,  or  AMA  at  800  AMA-321 1. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Together,  we  are  the  profession. 


NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  In  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1995.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 
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John  L.  Reed,  M.D „ Lincoln 
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William  F.  Gust,  M.D Omaha 
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David  W.  Bouda,  M.D Omaha 
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Blame  Y.  Roffman,  M.D Omaha 
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Daniel  G.  Bohi,  M.D Omaha 
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Dale  E.  Michels,  M.D Lincoln 
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Trent  W.  Quinlan,  M.D Omaha 
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Darroll  J.  Loschen,  M.D.,  Chairholder York 

Charles  A.  Dobry,  M.D _ Omaha 

Allen  D.  Dvorak,  M.D - Omaha 

Ronald  W.  Klutman,  M.D. Columbus 

Robert  H.  Mclntire,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 


Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder  Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass.  M.D Omaha 

Warren  G.  Bosley,  M.D 

Grand  Island 

Byron  M.  Dillow,  M.D 

Fremont 

Charles  A.  Dobry,  M.D. 

Omaha 

Bruce  E.  Gfeller,  M.D 

1 inr.nln 

Stacey  D.  Goodrich,  M.D 

Tecumseh 

Robert  L.  Kruger,  M.D 

Omaha 

Richard  L.  O'Brien,  M.D 

Omaha 

Joseph  C.  Scott,  M.D 

Omaha 

Jeffrey  L.  Susman,  M.D 

Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D. Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Myian  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder _ York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison ..  Columbus 

Richard  A.  Blatny,  M.D. ._ Fairbury 

Verlin  K.  Janzen,  M.D. Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D „...  Lincoln 

Dale  E.  Michels,  M.D. „ Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 


NMA/CREIGHTON 
COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F.  Paustian,  M.D.,  NMA  Chairholder ....  Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D -Albion 

Kevin  D.  Nohner,  M.D.  Omaha 

Donald  J.  Paveika,  M.D Omaha 

Dwaine  J.  Peetz,  M.D ...Neligh 

Jerald  R.  Schenken,  M.D - Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F.  Paustian,  M.D. , NMA  Chairholder ....  Omaha 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D - - Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D - Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison  — Hastings 

David  E.  Borg,  M.D Falls  City 

Suzanne  W.  Braddock,  M.O Omaha 

H.  Jeoffrey  Deaths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesmg,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D -Lincoln 

William  R.  Palmer,  M.D. - - Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

David  R.  Little,  M.D.,  Board  Liaison Hastings 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D - — . Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D. Omaha 

H.  Neal  Sievers,  M.D.  Blair 

Hiram  R.  Walker,  M.D '. Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder  Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D. Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D - Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D _.. . Utica 

Herbert  E.  Reese,  M.D - Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D - Omaha 

Robert  F.  Shapiro,  M.D - Lincoln 

Peter  J.  Whitted,  M.D.  - - Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND 

ISL 

AND 

LINCOLN 

FAMILY  PRACTICE 

William  j.  Lawton,  M.O. 

Ken  Landin,  M.D. 
Barton  0.  Urbauer,  M.D, 

INTERNAL  MEDICINE 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 
Stephen  L.  O'Grady,  M.D. 

SURGERY 


OBSTETRICS  - GYNECOLOGY 

John  P.  Reilly.  M.D. 


James  V.  Reiss,  M.D. 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-96 


CENTRAL  NEBRASKA 
CARDIOLOGY  CONSULTANTS,  PC. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomcrte  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:(308)382-1430 

Grand  Island,  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  ♦ Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St,  SUITE  405 
LINCOLN,  NE  68502 

1-600-MED-LINC 

1-96 


□ 

HEART^ \ \ 

COIltGr  of  Nebraska 

CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Boord  Certified  Cdrdidlogist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Bodrd  Certified  Cdrdidldgist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Fdidley  • P.O.Box  5345  • Grand  Isldnd,  NE  68802 
Office:  (308)  382-3994  ♦ 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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LINCOLN,  cont. 


_^peye. 


f surgical 
- associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1 -800-633-5462 


Larry  W.  Wood.  M D 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Sa/vand  Nebraska 
Hebron.  Nebraska 
Fairbury,  Nebraska 
Genoa,  Nebraska 
Nebraska  Gty,  Nebraska 
Syracuse,  Nebraska 
Tecumseh.  Nebraska 
Marysville,  Kansas 

12-95 


LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G . 

Gregory  W.  Heidrick.  M.D  , F.A.C.O.G. 

Yvonne K.  Davenport. M.D . F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

r—  24  HOURS  - 7 DAYS  A WEEK  — i 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200, 301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

rfflT 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Penpheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  RectaJ  Surgery  • General  Surgery 

• Surgery  ot  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Lincoln.  NE  6851 0 11-95 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 
| P.C^ 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDRENS  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln.  Nebraska 

10-95 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-95 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.0. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


6-95 


UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 


4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  685 1 0 
(402)489-8888  s-95 


o PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


Prairie  surgical 

ASSOCIATES  P.C. 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


8-96 


WOMEN  S CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 
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OMAHA,  cont.  | 1 OMAHA,  cont.  1 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN.  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-95 

T TE^logy 

Adult  & Pediatric 

enters 

Urology 

Hal  K.  Mardis,  M.D.,  F.AC.S. 

R.  Michael  Kroeger,  M.D.,  F.AC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.AC.S.  Peter  M.  Gordon,  M.D.,  FA.C.S. 

Jenffrey  Deeths,  M.D.,  F.AC.S. 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S.  90th  Street 

• Satellite  Clinic 

Omaha,  NE  681 14 

Papilllon.NE 

(402)  397-9800 
800-8824770 

3-95 

BERGAN  CARDIOLOGY 

ft 

Medical  Pain  Center 

SPECIALISTS,  P.C. 

/ftv 

Tower  Professional  Park 
7837  Chicago  Plaza 

7500  Mercy  Road 

Omaha,  NE  68114 

Omaha,  NE  68124 

— \5 1 — 

(402)  390-6226  FAX  (402)  390-6220 

(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Richard  G.  Belatti.  M.D. 

Board  Certified 

Joseph  A.jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

Specializing  in  the  medical  management 

D.  Randall  Pritza,  M.D. 

3-95 

of  acute,  chronic  and  cancer  pain. 

11-95 

Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

1406  W.  CENTER  RO. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Mark  C.  Wilson,  M.D. 
Jeffrey  S.  Nelson,  M.D. 
George  A.  Zieg,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  • 2363  18th  AV. 

402-563-3379 

NORFOLK  - 1300  NEBRASKA  AV. 

402-379-7400 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


——————— 

IHHMIRVFJ 

81 1 1 Dodge  St 
Omaha,  NE 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)390-8111 

of  Expert  Eye  Care 

Stanley  M.  Truhlsen.  M.D.. 
emeritus 

210  Regency  Pkwy. 
Omaha,  NE 

C Rex  Latta.  M.D 

68114-3726 

’ 

(402)391-3131 

John  W.  Pemberton,  M.D. 

John  T.  Ramsell,  M.D. 

4242  Famam  St. 

Donald  L.  Arkfeld.  M.D. 

Omaha.  NE 
68131-2810 

Raymond  M.  Crossman,  III,  M.D 

(402)  552-2300 

D.  Francis  Arkfeld,  M.D. 

3353  L St. 

Camilla  R.  Parson.  M.D. 

Omaha,  NE 

Michael  L Goldstein.  M.D 

68107-2500 

| 

Since  1886 

(402)  390-8111 

5-95 

NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  s-as 
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PHYSICIAN'S  DIRECTORY,  cont. 


1 OMAHA,  cont.  I 


SCOTTSBLUFF 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P 0 Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402) 572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
' KIMBALL 
(308)  235-3621 

8-95 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.  a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  ■F’  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  ■O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
UNCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


TIME  FOR  A MOVE? 


IM,  FP,  OB/GYN,  PEDS.. 


CURRENT  OPENINGS: 


CALL  NOW  FOR  DETAILS! 

Nebraska  National 

45+  Cities  750+ Cities 


We  track  every  community  in 

the  country  . . . 

Omaha 

Kansas  City 

Richmond 

Lincoln 

Chicago 

Jacksonville 

Norfolk 

Cincinnati 

Little  Rock 

Hastings 

Des  Moines 

Birmingham 

Imperial 

St.  Louis 

Boston 

Papillion 

Indianapolis 

Norwich 

Tampa 

Columbus 

Atlanta 

NEW 

OPENINGS  DAILY 

The  Curare  Group,  Inc. 

(8(1#)  880-2(128  Fas  (812)  331-0659 

M-F  8am-7pm 

Sat  12-4pm  CST 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
addjtional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  5 1 5,  Ankeny,  I A 5002 1 , phone  1 -800- 
729-7813  or  51 5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1 -800-729-78 1 3 . 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

INTERNAL  MEDICINE,  CARROLL,  IOWA:  Out- 
standing professional  opportunity  for  an  internal 
medicine  physician  in  a progressive,  safe  and  clean 
community  of  10,000  located  in  west  central  Iowa, 
90  miles  from  Des  Moines,  Iowa  or  Omaha,  Ne- 
braska. This  opportunity  is  available  for  either  an  in 
practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excel- 
lent schools  (Catholic  and  public),  quality  hospital 
featuring  a radiation  oncology  center,  dialysis  cen- 
ter, and  a new  32,000  sq.  ft.  outpatient  addition. 
Significant  income  potential  available.  For  more 
information,  call  Randy  Simmons,  Vice  President,  at 
1-800-382-4197  or  write  St.  Anthony  Regional  Hos- 
pital, South  Clark  Street,  Carroll,  I A 51401. 

WANTED:  Lincoln  surgical  group  seeking  a board 
eligible  or  board  certified  general  surgeon.  Good 
corporate  benefits  plus  a busy  practice  are  two 
factors  to  consider  this  opportunity.  Send  letter  of 
inquiry  and  CV  to  Surgical  Associates  of  Lincoln, 
2221  South  17th  Street,  Suite  106,  Lincoln,  NE 
68502. 

NEBRASKA/CLINICAL  PSYCHIATRIST:  Vacancy 
for  BC/BE  Clinical  Psychiatrist  anticipated  in  spring  of 
1995  at  VA  Medical  Center,  Lincoln,  Nebraska.  The 
Center  is  affiliated  with  University  of  Nebraska  Medi- 
cal Center.  Expanded  compensation  package  and 
relocation  expenses.  Lincoln  offers  a university  set- 
ting in  a pleasant  environment.  F.E.  Whitla,  M.D., 
Chief,  Psychiatry  Service,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510,  (402)  489-3802,  Ext. 
6630. 


LINCOLN  NEBRASKA:  Progressive  practice  with 
opportunity  to  practice  with  BC  colleagues  in  all 
areas  of  primary  care.  Full  professional  autonomy 
with  solid  financial  security.  Call  of  1:7.  Contact 
Bernie  Wiesemann,  1-800-765-3055  or  fax  your  CV 
to  314-726-3009.  Mailing  address:  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105. 

LINCOLN  NEBRASKA:  Progressive  practice  with 
BC  colleagues  in  all  areas  of  primary  care.  Competi- 
tive compensation.  Call  of  1 :7.  Great  security  and 
time  for  family  and  personal  interests.  Contact  Bernie 
Wiesemann,  1-800-765-3055  or  fax  your  CV  to  314- 
726-3009.  Mailing  address  222  S.  Central,  Suite  700, 

St.  Louis,  MO  63105. 

FAMILY  PRACTICE:  Leading  300+  physician 
group  based  in  southwestern  Wisconsin  seeks  addi- 
tional family  practitioners  for  established  branch 
clinics  in  Wisconsin  and  Iowa.  Attractive  group 
practices  offer  a professional  and  stimulating  envi- 
ronment with  shared  call  coverage,  modern  local 
hospitals,  strong  specialty  network,  an  competitive 
compensation  package.  Practice  settings  vary  from 
a scenic  college  town  to  a picturesque  Mississippi 
River  community.  For  details,  call  Mike  Krier  at  1- 
800-243-4353. 

CLINIC  PHYSICIAN:  The  University  Health  Cen- 
ter, fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Healthcare  Organizations,  has  ex- 
tended the  search  for  a full-time,  1 2 month  appoint- 
ment, clinic  physician.  This  individual  reports  to  the 
Medical  Director  and  Chief  of  Staff,  and  will  be 
responsible  for  the  examination  and  care  for  pa- 
tients in  the  Health  Center  Clinic.  Requires  licensure 
and  DEA  Certification  in  the  State  of  Nebraska,  and 
Board  Certification  in  a primary  care  specialty. 
Position  offers  a competitive  salary  and  a compre- 
hensive benefits  program.  Send  a letter  of  applica- 
tion, resume  and  three  references  by  March  8,  1 995 
to  Russell  F.  LaBeau,  M.D.,  Medical  Director/Search 
Chair,  University  Health  Center,  University  of  Ne- 
braska-Lincoln,  1 5th  & U Streets,  Lincoln,  NE  68588- 
0618.  Review  of  applications  will  begin  March  8, 
1995  and  will  proceed  until  a satisfactory  candidate 
is  found.  The  University  of  Nebraska-Lincoln  is  com- 
mitted to  a pluralistic  campus  community  through 
Affirmative  Action  and  Equal  Opportunity  and  is 
responsive  to  the  needs  of  dual  career  couples.  We 
assure  reasonable  accommodation  under  the  Ameri- 
cans with  Disabilities  Act;  contact  Search  Chair  at 
(402)  472-7400. 

ADMINISTRATOR:  An  exciting  opportunity  for 
an  experienced  Clinic  Administrator  in  Eastern 
Montana.  Multi-clinic  responsibilities  working  with 
15-25  physicians  and  mid-level  providers.  Salary 
negotiable  depending  upon  experience.  All  inquir- 
ies to  H.  Ray  Gibbons,  Regional  President,  Presen- 
tation Health  System,  P.O.  Box  1123,  Miles  City 
Montana  59301  or  (406)  232-0015. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Aodress 

Birth  Date  / / 

City 

State 

flP 

Rent/House  Payment  S 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus  Phone ( ) 

Incomes 

No  ol  years 

Home  Phone  ( ) 

Other  Income 

Income  from  almony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Oate  / / 

City 

State 

Zip 

Rent/House  Payment  S 

Employer/Graup 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  almony  child  support  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  lor  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accouit  Nimber 

Balances 

Payment 

Address 

Accouit  Nimber 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  l am  19  years  of'age  ex’  older  and  sublet  to  nd  legal  disability  and  that  everythmg  stated  n ttus  application  6 true  and  complete  FirsTier  Bank  is  authorized  to  nvestigate  the  information  obtar  my  credit  reports  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  mtormation  as  necessary  to  process  this  appl cation  My  signature  ndcates  agreement  to  terms  and  conditions  accompanyng  the  card  and  any  renewal  or  replacement  card 


Apptant  Signature  Date  Co-Applicant  Signahie  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

SO 

Late  Fee.  Ovedimii  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a S5  00 
maximum.  2 Overlimit  fee  - $1000  and  3.  Returned  check 
fee  — $15.00 

Annual  Percentage  Rate  for  Purchases 

Today  s rate  would  be  15.9%  APR 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  “Pnme  Rate 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June.  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  8.4%  with  a minimum  rate  of  159%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  desenbed  in  this  application  is  accurate  as  of  February  1 993.  when  rt 
was  pnnted  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

i -800-432-3209  Of.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P O Box  7.  Omaha  NE  68101  -0007  FirsTier*  Bank.  N A.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


■ ^ - * 0 


The  lightweight  champion 
of  the  world. 


At  3.9  ounces,  the  Motorola  MicroTAC  Elite  DPC  is  the  world's  lightest  cellular 
phone — but  it  still  packs  some  very  heavyweight  features. 


• Weighs  just  3.9  ounces — less  than  a D size  battery. 

• The  smallest  Motorola  MicroTAC  model  yet. 

• Lithium  Ion  "smart"  batteries  for  more  talk  time  with  less  weight. 

• Optional  digital  answering  machine.  The  only  cellular  pocket  phone  to  offer  this 
feature. 


CnijA  $|T/\  now  on  Purchase  of  the  Motorola  MicroTAC  Elite  DPC  with 
4^ ClVC  Jv  your  Nebraska  Medical  Association  membership.  The  AsisOdation 
will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 


Cotner  and  "O"  Streets  • 436-5050 


FIRST 

, , J CELLULAR 
H"'  OMAHA 


15432  West  Center  Road  • 330-6500 

72nd  and  Jones  • 330-6500 

11071  West  Maple  Road  • 330-6500 

2000  W.  Broadway,  Council  Bluffs  • 322-5500 


TAKING  THE  LEAD  IN 
PERSONAL  COMMUNICATION  SSM 

We  feature  state-of-the-art  Cellular  phones  by  Motorola. 


FFB  2 2 1335 


N.Y.  Academy  Medicine 


County  Medica.  Society 

NEBRASKA  MEDEL.^0^.T10 

Jrl > 


™eStfeul 


Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
St.  Paul  Medical  Services 
M.C. 105X 
385  Washington  St. 

St.  Paul,  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent. 


THE  NEW  YORK  ACADEMY  OF  MED. 
LIBRARY  SERIALS  DEPT. 

1216  FIFTH  AVENUE 
NEW  YORK,  NY  10029 


to  keeping  Health  Care 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio\  ascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1 -800-627- 6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


SVs 


We  can  help 
your  most 


difficult  cases. 


Madonna  Rehabilitation  Hospital  has  a specialized,  hospital-licensed  unit 
to  meet  the  needs  of  Nebraska's  catastrophically  ill  or  injured  children  and 
adults.  The  20-bed  Complex  Medical  & Rehabilitation  Unit  offers  good 
outcomes  for  lower  cost  and  our  rehabilitation  emphasis  often  means  patients 
return  home  earlier  than  in  other  programs. 


Your  patient  could  benefit  from 
Madonna's  specialized  care  if: 

the  patient  requires  the  assistance  of  a mechanical  ventilator 
the  patient  is  a victim  of  multisystem  failure 


the  patient  needs:  / 

/ 

/ 

/ 

/ 

/ 

/ 

/ 

/ 


Mechanical  ventilation 
Chest  tubes 

Tracheostomy  care  with  extensive  respiratory  needs 
Extensive  wound  care 
Pain  management 

Long-term  IV  and  antibiotic  therapy 

MRSA 

TPN 

Upper  airway  management 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln.  NE  68506  • 800-676-5448 
Admissions  • Darlene  Barker.  RN  • 402-483-9525 


Storz 

Cancer  Institute 


' T-  W\ 

I 1 

1 • iving  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patierits'  physical, 

emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 

Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehahilitation/physical 
therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932. 
or  call  MD  Source  toll-free  at  1-800-552-5552 

~ CLARKSON 
. HOSPITAL 


Clarkson  Hospital  • 4350  Dewey  Avenue  • Omaha,  Nebraska  68105-1018 
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Send  Young  Patients  On  An 

Adventure  In 


Healthy  Eating 


\ When  you’re  1 2 you’ll  eat  anything  that 
f resembles  food,  but  nothing  recom- 
■ mended  by  an  adult.  However,  you  may 
i pay  attention  to  an  exciting  video  that 
transforms  your  body  into  a manned 
spaceship  fueled  by  what  you  eat. 

Your  eating  habits  may  improve 
without  even  realizing  it! 


“Eating  Healthy:  The  Adventure  Begins”  is 
a multimedia  health  education  program  that 
captures  the  attention  of  today’s  technol- 
ogy-savvy young  people.  They’ll  learn  how 
to  eat  healthy — and  may  even  want  to  eat 
healthy — after  you  present  this  colorful  in- 
school program. 


This  action-packed  kit  was  developed  with  the  Illinois  Academy  of  Family 
Physicians  for  grades  4 to  6.  It  is  reviewed  favorably  by  the  American 
Academy  of  Family  Physicians  Foundation.  This  integrated  program  includes: 

• A 10-minute  video 

• Teaching  guide  and  scripts 

• Overhead  transparencies 

• Food  Guide  Pyramid  poster  and  handouts 

This  entire  kit  is  yours  free  of  charge.  To  order  yours  today,  contact  the 
Nebraska  Beef  Council. 


Nebraska  Beef  Council 

P.O.  Box  2108  • Kearney,  Nebraska  68848-2108 
800/421-5326  • 308/234-8701  fax 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


CLARKSON 
, ’ HOSPITAL 

CLARKSON  HOSPITAL 
MEDICAL  LECTURE 
SERIES 

May  5,  1995 
8:00  a.m.  - 5:00  p.m. 

Practical 

Rheumatology 

Clarkson  Hospital 
Storz  Pavillion 

For  more  information 
call 

(402)552-3039 


NMA  NEWS  NOTE 

127  ANNUAL  SESSION 

The  1 27th  Annual  Session  of  the  Nebraska  Medi- 
cal Association  will  be  held  April  28-30,  at  the 
Cornhusker  Hotel  in  Lincoln.  Members  are  encour- 
aged to  mark  their  calendars  and  plan  to  attend. 

The  House  of  Delegates  will  meet  on  Friday 
afternoon,  April  28,  followed  by  reference  commit- 
tees discussing  issues  of  importance  to  the  mem- 
bership. All  Association  members  are  encouraged 
to  attend  reference  committee  hearings  and  pro- 
vide input  on  the  issues  facing  medicine. 

On  Saturday,  April  29,  the  Scientific  Sessions 
Committee  will  present  programs  on  managed  care 
and  appropriate  utilization  of  mid-level  practitio- 
ners. These  issues  are  critically  important  to  the 
practicing  physician  and  you  are  strongly  encour- 
aged to  attend. 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Insomnia,  irrational  fears,  nervousness,  muscular 
tension  and  agoraphobia  are  all  symptomatic  of 
anxiety,  a widespread  but  treatable  condition.  As 
a physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 


MEIHODET 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Executive  Vice  President 

8502  West  Center  Road,  P 0 Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F C ochrane , Executive  Director 
12838  Augusta  Ave  , Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624Farnam  St,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha.  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  PhD. , Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd„  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  • Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D.,  President 
2808  S 80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave  , #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave  , #301,  Omaha,  NE  68152-2116 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D..  President 
233  So.  13thSt.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S 42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

ThomasC.  Nilsson, M.D., President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H Mehr,  M.D. , President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S 14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K.  Koerber,  M.D.,  President 
233  So.  13th St., Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph D.  Lynch, M.D. .President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Exec.  Director 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary- Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson.  M.D  , President 
233  S 13  th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3 120  O St.,  Lincoln,  NE  685 10 
Nebraska  Department  of  Health 
MarkB  Horton,  M.D  , Director 

P O Box  95007, 301  Centennial  Mall  So  , Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semin.  RD,  CN 
6300  Cornell  Road,  Lincoln,  NE  68516 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
233  So.  13thSt, Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  MD,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D.,  President 
819  Dorcas,  Omaha.  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gumey,  M.D.,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D  , President 
2205  S.  10th  St„  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121 S.  56th St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H.  Schulte,  M.D. , President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J Hynes,  M.D  . , President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M.  Horrocks,  M.D.,  President 
233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D  , Secretary-Treasurer 
720  N.  87th  St. , Omaha,  NE  68 1 14 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A.  St. , Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
DonEllerbee,  Executive  Director 
2727  W 2nd  St.,  P.O  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
30 1 Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
830 1 Dodge  St. , Omaha,  NE  68 1 14 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr  , #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M D.,  Chancellor 
UNMC  - 600  S 42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln.  NE  68509 
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What  Health  Experts  Are 
Advising  About  Meat 

The  dietary  recommendations  of  all  major  health  organizations  include 
lean  meat.  The  clear  consensus  among  health  authorities  is  that  meat  can 
be  part  of  a well-balanced  eating  plan  that  is  lower  in  fat,  saturated  fat  and 
cholesterol.  Pork  and  other  meats  are  recognized  for  providing  valuable 
nutrients,  such  as  complete  protein,  B-vitamins,  iron  and  zinc. 


RECOMMENDATIONS  AT  A GLANCE 

Organization 

Cooked*  meat  ounces/daily 

American  Heart  Association 

up  to  6 ounces 

Food  and  Nutrition  board,  National 
Academy  of  Science 

up  to  6 ounces 

National  Heart,  Lung,  and  Blood  Institute 

up  to  6 ounces 

USDA  and  Health  and  Human  Services 
(Dietary  Guidelines  for  Americans) 

up  to  6 ounces 

USDA  and  Health  and  Human  Services 
(The  Food  Guide  Pyramid) 

5-7  ounces 

*3  ounces  cooked  meat  = 4 ounces  raw  lean  meat 

Discover  More  FACTS  FOR  YOUR  FILE 

To  learn  more  about  the  most  recent  dietary  recommendations 
from  leading  health  organizations,  be  sure  to  request  your  FREE 
copy  of  "FACTS  FOR  YOUR  FILE"  from  the  Nebraska  Pork  Producers 
Association.  This  helpful  information  sheet  provides  facts,  such  as: 

• Health  organizations  resoundingly  agree  the  American  diet  should: 

— be  lower  in  fat,  saturated  fat  and  cholesterol; 

— include  a variety  of  foods  from  all  food  groups  so  that  a balance 
of  nutrients  is  provided;  and 

— follow  a philosophy  of  balance  and  moderation. 

• Pork  has  31%  less  fat  after  cooking  and  trimming  than  the  same  pork 
cut  10  years  ago,  and  remains  one  of  the  most  nutrient-dense  foods. 

• The  leaner  cuts  available  today  can  help  Americans  meet  current 
dietary  recommendations,  while  satisfying  their  palates. 


Write  for  your  free  copy,  today! 


Nebraska  Pork  Producers  Association,  Inc. 
University  of  Nebraska 
A103  Animal  Science 
Lincoln,  Nebraska  68583-0834 
(402)  472-2563  Fax:  (402)  472-6362 


You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


- ' & c 


Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 


AMERICAN 
v CANCER 
f SOCIETY 


mix 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cervical  Cancer  Program 
Nebraska  Department  of  Health 
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Advanced  Registered  Nurse  Practitioner  - 1995 


FREDERICK  F.  PAUSTIAN,  M.D. 


LB414  has  been  submitted  to  the  Nebraska 
State  Legislature  with  the  strong  support  of  the 
Nebraska  Nursing  Association.  As  previously 
stated,  the  Nebraska  Medical  Association  is 
very  supportive  of  the  basic  principles  and 
philosophies  which  nurses  employ  in  the  deliv- 
ery of  health  care.  It  is  well  recognized  that 
nurses  have  become  expert  in  interacting  with 
patients  relative  to  education  about  their  health 
care  problems  and  providing  them  with  criti- 
cally important  information  that  pertains  to  their 
day  to  day  health  care  treatment.  Nurses  have 
become  very  proficient  and  effective  in  advising 
patients  regarding  personal  preventive  health 
care  as  related  to  behavior  modification,  the 
conduct  of  various  screening  procedures,  and 
the  need  for  appropriate  immunizations.  Other 
areas  of  effective  interaction  include  communi- 
cable disease  control,  home  health  care,  health 
promotion,  mental  health  management,  and 
violence  prevention.  In  these  roles,  the  NMA 
believes  nurse  practitioners  fill  a needed  posi- 
tion on  the  health  care  team. 

LB  41 4 changes  the  name  of  the  nurse  prac- 
titioner to  Advanced  Registered  Nurse  Practitio- 
ner (ARNP)  and  calls  for  state  licensure  in  place 
of  certification.  The  NMA  has  no  disagreement 
with  these  proposals. 

Of  major  importance,  however,  is  the  elimi- 
nation of  the  collaborative  practice  agreement 
and  replacement  with  a cooperative  agreement 
authored  by  the  ARNP.  The  agreement  will 
identify  the  names  of  at  least  two  physicians 
licensed  to  practice  medicine  in  Nebraska  with 
whom  the  ARNP  will  consult  or  collaborate  or 
to  whom  patients  will  be  referred  as  needed. 
The  so-called  agreement  does  not  require  the 
signature  of  the  physicians  and  does  not  pro- 
vide for  supervision.  It  is  simply  a statement 
and,  as  such,  permits  the  independent  practice 
of  medicine  by  the  ARNP. 

The  scope  of  practice  for  the  ARNP  in  the 
proposed  legislation  is  now  defined  in  terms  of 
the  advanced  practice  of  nursing  instead  of 


Frederick  F.  Paustian,  M.D. 

delegated  practice  of  medicine  (by  the  collabo- 
rating physician).  The  ARNP  scope  of  practice 
will  mean  health  promotion,  health  supervision, 
illness  prevention  and  diagnosis,  treatment,  and 
management  of  common  health  problems  and 
chronic  conditions  including: 

1.  Assessing  patients,  ordering  diagnostic 
tests  and  therapeutic  treatments,  synthe- 
sizing and  analyzing  data,  and  applying 
advanced  nursing  principles; 

2.  Dispensing  of  drugs  incident  to  practice 
only,  sample  medications  which  are  pro- 
vided by  the  manufacturer  and  are  pro- 
vided at  no  charge  to  the  patient;  and 

3.  Prescribing  therapeutic  measures  and 
medications  including  legend  drugs  and 
controlled  substances,  and  other  thera- 
peutic measures  related  to  health  condi- 
tions within  the  scope  of  practice. 

The  scope  of  practice  for  ARNP's  as  defined 
in  the  proposed  legislation  is  deemed  to  be 
appropriate.  However,  it  must  be  recognized 
that  the  scope  of  practice  has  been  markedly 
expanded,  especially  as  regards  prescriptive 
privileges  which  include  unlimited  therapeutic 
measures  and  all  medications  in  Schedules  II,  III, 
IV,  and  V.  These  schedules  mean  an  ARNP  will 
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have  a Nebraska  Controlled  Substances  Regis- 
tration Certificate  and  a United  States  Depart- 
ment of  Justice  Drug  Enforcement  Administra- 
tion registration  number  which  permit  prescrip- 
tion and/or  administration  of  narcotics  such  as 
morphine,  dilaudid,  demerol  and  codeine.  These 
drugs  are  particularly  dangerous  from  both  toxic 
and  addictive  perspectives.  Therefore,  with  the 
expanded  scope  of  practice,  there  must  be  an 
appropriate  integrated  practice  agreement 
signed  bv  the  ARNP  and  two  licensed  physi- 
cians practicing  within  the  State  of  Nebraska. 

Two  levels  of  ARNP  competency  will  be 
recognized  under  the  proposed  act: 

LEVEL  1 : Following  completion  of  high  school, 
an  ARNP  will  be  required  to  complete  a 
minimum  of  two  years  nursing  education 
so  as  to  become  a registered  nurse,  suc- 
cessful completion  of  one  academic  year 
or  nine  months  of  an  approved  ARNP 
education  program,  and  pass  any  recog- 
nized national  credentialling  examination 
for  an  ARNP.  The  ARNP  may  then  com- 
mence practice  following  submission  of 
the  above  cooperative  agreement  together 
with  jointly  approved  protocols  with  the 
cooperating  licensed  practitioner  which 
shall  guide  the  nurse  practitioner's  prac- 
tice. 

LEVEL  2:  The  ARNP  will  successfully  complete  a 
baccalaureate  degree  in  nursing,  followed 
by  a two  year  master's  degree  program  in 
a clinical  nurse  specialty  and  complete  a 
minimum  of  2000  hours  (one  year)  of 
supervised  clinical  practice  by  licensed 
practitioners.  Such  advanced  degree 
nurses  will  not  be  required  to  have  prac- 
tice protocols  with  the  cooperating  physi- 
cian. 

It  is  very  evident  there  is  a great  educational 
difference  between  the  two  levels  of  ARNP 
competency  which  would  not  be  easily  recog- 
nized by  the  public.  When  compared  to  the 
educational  requirements  for  an  independent 
practicing  physician  the  differences  are  even 
more  striking:  a minimum  of  three  years  of 
graduate  medical  education  in  any  one  of  the 
various  specialties  of  medicine. 

So  as  to  provide  for  public  safety  as  regards 
the  practice  of  medicine  by  an  ARNP,  it  is 
strongly  recommended  that  the  minimum  ARNP 
education  requirements  be  that  of  a master's 
degree  in  any  one  of  the  advanced  nursing 
specialties  together  with  2000  hours  of  super- 


vised clinical  practice,  and  that  the  cooperative 
agreement  with  the  two  licensed  physicians 
practicing  in  the  State  of  Nebraska,  include 
jointly  developed.signed  protocols  to  guide  the 
ARNP's  practice.  In  addition  to  enhancing  pub- 
lic safety,  these  conditions  allow  the  ARNP  to 
establish  their  practice  in  any  locale  of  the  state 
without  requiring  local  physician  approval.  Such 
a change  should  eliminate  a major  complaint  of 
advanced  practice  nurses  concerning  the  inabil- 
ity to  establish  a practice  as  a consequence  of 
being  unable  to  effect  a collaborative  agree- 
ment with  a local  or  regional  physician. 

Another  provision  of  the  act  calls  for  a revi- 
sion of  the  advisory  council  to  the  Nebraska 
State  Board  of  Examiners  in  Nursing  and  the 
Nebraska  State  Board  of  Examiners  in  Medicine 
and  Surgery.  The  provision  for  the  advisory 
council  results  in  a membership  comprised 
predominately  of  ARNP  members  with  one 
representative  from  each  ARNP  specialty,  a 
maximum  of  five  licensed  practitioners  of  medi- 
cine, and  one  licensed  pharmacist.  The  role  of 
the  advisory  council  is  to  act  as  a consultant  to 
the  two  boards  concerning  the  education  and 
scope  of  ARNP  practice,  continued  compe- 
tence, licensure  requirements,  and  cooperative 
agreements.  Inasmuch  as  the  revised  ARNP 
scope  of  practice  permits  the  practice  of  medi- 
cine by  nurses,  it  would  be  far  better  to  establish 
a Combined  Board  of  Nursing  and  Medicine  for 
ARNP  with  equal  representation  by  ARNP  prac- 
titioners and  physicians  appointed  by  their  re- 
spective parent  boards,  plus  a licensed  clinical 
pharmacologist  appointed  by  the  Board  of  Ex- 
aminers in  Pharmacy.  Under  such  a circum- 
stance there  would  be  a reporting  responsibility 
to  the  Boards  of  Nursing  and  Medicine  and 
Surgery.  The  board  would  have  the  responsibili- 
ties of  establishing  educational  and  licensure 
requirements,  determining  continued  compe- 
tence and  whether  or  not  practice  was  within 
the  defined  scope  of  practice,  defining  the 
contents  of  the  cooperative  agreement,  and 
determining  the  requirments  for  continuing 
ARNP  education. 

These  above  revisions  to  the  proposed  act 
come  very  close  to  meeting  the  stipulations  of 
the  AMA  House  of  Delegates  approved  guide- 
lines, 1-94,  for  a physician/nurse  practitioner 
integrated  practice  which  are  as  follows: 

1.  The  physician  is  responsible  for  manag- 
ing the  health  care  of  all  patients. 

2.  Health  care  services  delivered  in  an  inte- 
grated practice  must  be  within  the  scope 
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of  each  practitioner's  professional  license 
as  defined  by  state  law. 

3.  In  an  integrated  practice  with  a nurse 
practitioner,  the  physician  is  responsible 
for  coordinating,  and  with  the  appropri- 
ate input  of  the  nurse  practitioner,  ensur- 
ing the  quality  of  health  care  provided  to 
patients. 

4.  The  extent  of  involvement  by  the  nurse 
practitioner  in  initial  assessment  and  imple- 
mentation of  treatment  will  depend  on 
the  complexity  and  the  acuity  of  the 
patient's  condition  as  determined  by  the 
physician. 

5.  The  role  of  the  nurse  practitioner  in  the 
delivery  of  care  in  an  integrated  practice 
should  be  defined  through  mutually 
agreed  upon  written  practice  protocols, 
job  descriptions,  and  written  contracts. 

6.  These  practice  protocols  should  delin- 
eate the  appropriate  involvement  of  the 
two  professionals  in  the  care  of  patients 
based  on  the  complexity  and  acuity  of 
the  patient's  condition. 

7.  At  least  one  physician  in  the  integrated 
practice  must  be  immediately  available 
at  all  times  for  consultation  when  needed 
by  the  nurse  practitioner. 

8.  Patients  are  to  be  made  clearly  aware  at 
all  times  whether  they  are  being  cared  for 
by  a physician  or  a nurse  practitioner. 


9.  In  an  integrated  practice  there  should  be 
a professional  and  courteous  relation- 
ship between  physician  and  nurse  practi- 
tioner with  mutual  acknowledgement  and 
respect  for  each  others  contribution  to 
patient  care. 

1 0.  Physicians  and  nurse  practitioners  should 
review  and  document  on  a regular  basis 
the  care  of  all  patients  with  whom  the 
nurse  practitioner  is  involved.  Physicians 
and  nurse  practitioners  must  work  closely 
enough  together  to  become  fully  conver- 
sant with  each  others  practice  pattern. 

Such  guidelines  are  very  compatible  with  all 
current  concepts  of  the  delivery  of  medical  care 
in  an  integrated  fashion. 

With  such  provisions  and  modifications  to 
the  proposed  act,  a major  need  of  the  advanced 
nurse  practitioner  should  be  met  as  regards  the 
freedom  to  establish  a practice  in  any  area  of  the 
state.  By  having  a cooperative  agreement  and 
practice  protocols  as  called  for  by  the  AMA 
guidelines  and  a Nebraska  Board  of  Examiners 
for  ARNP,  the  integration  of  the  medical  prac- 
tice between  the  master's  degree  nurse  practi- 
tioner and  the  physician  can  be  obtained  and 
public  safety  markedly  enhanced. 

•With  additional  interaction  on  the  part  of 
both  the  Nebraska  Nursing  Association  and  the 
Nebraska  Medical  Association,  it  should  be 
possible  to  submit  a mutually  satisfactory  pro- 
posal to  the  Nebraska  Legislature. 
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ABSTRACT 

Children  with  juvenile  rheumatoid  arthritis  (J RA)  often  exhibit  delayed  skeletal  development.  Previous  evalua- 
tions of  growth  hormone  (hGH)  levels  in  these  children  have  used  single-value  blood  determinations.  We  sought 
to  extend  information  on  possible  hGH  deficiency  in  children  with  short  stature  and  JRA  by  measuring  24-hour  hGH 
pulsatile  secretion.  Five  children  with  JRA  were  identified  as  having  a height  less  than  the  3rd  percentile,  and  one 
child  with  a height  at  the  25th  percentile.  Three  of  these  had  abnormally  low  24-hour  serum  hGH  secretion.  Two 
underwent  a 24-month  trial  of  human  recombinant  hGH;  both  exhibited  only  marginally  accelerated  growth.  These 
results  suggest  that  children  with  JRA  and  persistent  short  stature  may  have  low  hGH  secretion  without  an  adequate 
physiologic  response  to  exogenous  hGH  administration. 


Introduction 

GROWTH  disturbances  are  not 
uncommon  in  children  with 
juvenile  rheumatoid  arthri- 
tis (JRA).1'9  Growth  delay  can  be  isolated  to 
one  extremity  in  monarticular  arthritis  or  gen- 
eralized in  polyarticular  disease.10,11  The  po- 
tential for  disturbances  of  linear  growth  is 
greatest  in  children  with  active  systemic  dis- 
ease of  long  duration4612  Daily  glucocorticoid 
administration  will  accentuate  the  growth 
delay  if  used  for  significant  periods  of 
time.6'7’12’13  The  etiology  of  the  growth  delay  in 
JRA  is  multifactorial  and  largely  speculative, 
but  the  phenomenon  is  common  to  chronic 
systemic  diseases.1415  Growth  hormone  se- 
cretion in  children  with  JRA  has  been  re- 
ported to  be  normal  and  reduced. 7’16-17  Fur- 
thermore, decreased  serum  levels  of  so- 
matomedin-C  (insulin-like  growth  factor  I), 
which  mediate  the  actions  of  growth  hor- 
mone, have  been  documented  in  JRA.161819 

The  therapeutic  use  of  exogenous  human 
growth  hormone  (hGH)  in  children  with  JRA 
and  short  stature  has  been  utilized.6-20'21 
Growth  hormone  may  stimulate  linear  growth 
velocity  in  some  children.6'2022'24  In  the  present 
study  we  investigated  the  24-hour  secretion 
of  hGH  in  six  children  with  JRA  with  short 
stature  in  order  to  identify  potential  candi- 
dates for  replacement  therapy.  Two  were 
subsequently  treated  with  hGH  and  their  re- 
sponses to  this  intervention  are  discussed. 

Material  and  Methods 

Six  of  81  consecutive  children  with  JRA 
(6%)  who  met  the  c'assification  criteria  for 


JRA  of  the  American  College  of  Rheuma- 
tology25 in  the  pediatric  rheumatology  clinic 
at  Creighton  University  were  identified  as 
having  a height  less  than  the  3rd  percentile 
(Physical  Growth  Chart,  Ross  Laboratories)  or 
a growth  velocity  in  the  preceding  year  of  5 
cm/yr.  (These  children  also  satisfied  the 
EULAR26  and  Norwegian27  criteria  for  juvenile 
chronic  arthritis/juvenile  arthritis.)  Standing 
height  in  centimeters  had  been  measured  in 
the  children  sequentially  at  each  visit  on  a 
fixed  stadiometer  (Perspective  Enterprises, 
Kalamazoo,  Ml).  Five  were  girls;  3 had  sys- 
temic onset  of  disease  and  3 polyarticular 
disease.  Two  had  been  treated  with  glucocor- 
ticoid drugs  prior  to  the  time  of  this  evaluation 
(Table  1).  Other  known  causes  of  growth 
retardation  (hypothyroidism,  Turner  syn- 
drome) were  not  present.  A nutritional  survey 
was  determined  for  each  to  be  normal  for  age 
and  sex.  Parental  height  was  also  not  the 
explanation  for  the  diminished  stature  of  these 
children.  Informed  consent  was  obtained  from 
both  parent  and  child  for  the  investigational 
protocol  that  had  been  approved  by  the  Insti- 
tutional Review  Board.  All  subjects  entered 
the  hospital  in  the  afternoon  for  the  sequen- 
tial growth  hormone  assays,  and  an  indwelling 
catheter  was  placed  in  a forearm  vein.  Hep- 
arinized blood  samples  were  obtained  using  a 
continuous  vacuum  pump  at  60  minute  inter- 
vals (approximately  1 ml)  for  24  hours.  The 

’Reprints  request  and  correspondence  to:  Russell  J.  Hopp,  D.O., 
Department  of  Pediatrics,  Creighton  University  School  of  Medi- 
cine, 601  North  30th  St.,  Omaha,  NE  68131,  U.S.A. 
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TABLE  1 

Clinical  characteristics  of  the  subjects 


Subject 

Sex/Age 

(yrs) 

Height 

(cm) 

Percentile 

Weight 

(kg) 

JRA  Classification' 

Somatomedin  C 
IU/(normal  range) 

Medicationsb 

1 

F/10 

118.5 

<3rd 

25.9 

P 

1.5(0.54-3.7) 

Aspirin,  Gold 

2 

F/14 

143 

<3rd 

35 

P 

1.007(0.88-3.6) 

Aspirin,  Gold 

3 

M/5 

98 

<3rd 

14.5 

SP 

0.7(0.27-1.6) 

Aspirin,  Gold, 
Prednisone 

4 

F/11 

123.5 

<3rd 

21.5 

P 

0.9  (0.9-6. 8) 

NSAIDs, 

D-pencillamine 

5 

F/1 6 

145 

<3rd 

37.7 

SP 

3.1  (0.88-3.6) 

NSAIDs, 

D-penicillamine 

6 

F/6 

112 

<3rd 

18.2 

P 

1.3(0.54-3.7) 

NSAIDs, 

Prednisone 

aP,  Polyarticular;  S,  systemic 

bNSAIDs,  Nonsteroidal  anti-inflammatory  drugs 

initial  aliquot  was  obtained  between  1600 
and  1 900  in  all  instances.  During  the  study  the 
children  maintained  their  normal  activity  as 
nearly  as  possible.  Meals  were  served  at  1 730, 
0800  and  1230  and  the  children  slept  from 
approximately  2200  to  0600.  Medications 
were  continued  at  the  pre-hospital  schedule 
and  dose. 

Plasma  hGH  concentrations  were  measured 
by  a double-antibody  radiometric  immunoas- 
say (IRMA,  Kallestad  Diagnostics,  Chaska, 
MN)28.  Somatomedin-C  was  determined  by 
radioimmunoassay  (Nichols  Institute,  San 
Pedro,  CA).  Coefficients  of  variation  for  intra- 
assay and  interassay  hGH  determinations  were 
9.1%  and  10.8%  respectively.  The  lowest 
detectable  level  of  hGH  distinguishable  from 
zero  was  1 .2  ng/ml. 

All  24  samples  for  a subject  were  assayed 
simultaneously  along  with  laboratory  stan- 
dards. Sera  were  stored  at  -70°C  until  tested. 
Mean  hGH  levels  were  calculated  from  the 
arithmetic  mean  of  the  24  samples.  Sera  with 
levels  below  the  sensitivity  of  the  assay  were 
assigned  the  value  of  the  lowest  standard.  For 
determination  of  the  adequacy  of  hGH  secre- 
tion, the  definitions  of  Spiliotis  et  al.29  were 
used:  1 ) A pulse  was  defined  as  an  increase  of 
2 or  more  consecutive  measurements  greater 
than  3 SDs  of  the  coefficient  of  variation  for 
the  assay  (approximately  27%);  2)  A maxi- 
mum estimation  of  the  integrated  hGH  con- 
centrations was  calculated  by  obtaining  the 
mean  of  all  24  samples  in  each  child;  3)  The 
area  under  the  curve  was  defined  by  the  hGH 
level  in  ng/ml  multiplied  by  time  in  hours 
divided  by  2. 

The  normative  data  of  Spiliotis  et  al.29  de- 
fined hGH  deficiency  as  a number  of  pulses 


per  24  hours  of  <6.4+  0.3,  a mean  24-hour 
hGH  concentration  of  <5.4  + 0.5  ng/ml,  and 
an  area  under  the  curve  decreased  to  129  + 
1 4 units.  Zadik  et  al.30  have  however  reported 
than  an  integrated  mean  24-hour  hGH  level 
<3.2  ng/ml  suggests  that  a child  may  be  defi- 
cient in  hGH  secretion. 

Results 

Clinical  data  for  the  six  children  at  the  time 
of  the  hGH  determinations  are  shown  in  Table 
I.  The  24-hour  hGH  assays  for  each  subject 
are  shown  in  Figure  1.  Patients  1, 4,  and  6 had 
hGH  levels  less  than  the  lowest  standard  of 
1.2  ng/ml,  and  patient  3 had  hGH  levels 
greater  than  the  highest  standard  of  1 7.9  ng/ 
ml.  Patients  2,  3,  and  5 were  determined  to  be 
normal  (not  hGH  deficient)  based  on  two  or 
more  of  the  criteria  established  by  Spiliotis  et 
al.  for  determining  hGH  secretory  dysfunc- 
tion.29 Patient  1 did  not  meet  any  of  the  three 
criteria,  while  patients  4 and  6 had  borderline 
responses.  Stimulated  hGH  secretion  was  as- 
sayed in  each  and  determined  to  be  deficient 
(patient  1 : L-DOPA  = 3.4  ng/ml,  insulin  = 4.6 
ng/ml;  patient  4;  clonidine  = 20  ng/ml. 

TABLE  II 


Results  of  24-hr  human  growth  hormone 
assays  before  replacement  therapy 


Mean 

(ng/ml+SD) 

Cumulative 

(units) 

Maximum  peak 
amplitude 

Pulses 
per  24-hrs 

Paitents 

1 

1.5  ±0.8 

36.6 

4.4 

0 

4 

2.7  + 2.6 

65.4 

11.6 

4 

Normals 

A 

5.4  + 0.5 

129+14 

17+1.4 

6.4  + 0.3 

8 

3.2 

- 

- 

- 

A,  Spilatis  et  al.  1291 

B,  Zadik  et  al. <3°> 
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FIGURE  1 

24-hr  plots  of  hGH  assays  for  the  6 children  with  JRA.  Horizontal  axis  is  24-hr  day 
starting  at  1 2 AM.  An  inverted  arrow  ( ) marks  the  beginning  of  assay  period  for  each 

subject.  Vertical  axis  is  hGH  measured  in  ng/ml.  An  asterick  (*)  or  carat  (A)  marks 
measurements  below  the  lowest  sensitivity  of  the  assay;  an  plau  (+)  marks  values 
above  the  highest  sensitivity  of  the  assay. 


Patients  1 and  4 and  their  parents  agreed  to 
an  intervention  program  of  recombinant  hGH 
(Protropin,  Genentech)  administration,  2.5  mg 
(6.5  IU)  three  times  a week  IM  (Figures  2 and 
3).  This  protocol  was  chosen  on  recommen- 
dation of  the  manufacturer  based  on  demon- 
strated effectiveness  in  prelicensing  studies 
and  convenience.  It  was  also  based  upon  the 
minimally  effective  dose  in  short  children  who 
had  been  treated  with  hGH  replacement  by 
Darendilier  et  al.31  After  2 years  of  therapy, 
these  children  exhibited  only  marginally  ac- 
celerated growth  patterns  (Figure  2 and  3). 
Patient  1 had  a pretreatment  growth  rate  of 
4.6  cm/year,  and  an  intra-treatment  rate  of 
6.75  cm/year.  Patient  4 had  a pretreatment 
rate  of  5 cm/year,  and  an  intra-treatment  rate 
of  7 cm/year. 

Discussion 

Generalized  linear  growth  delay  is  a com- 
mon observation  in  children  with  moderate  to 
severe  polyarticular  or  systemic  JRA  of  pro- 


longed duration.1'9  It  was  identified  in  6 of  81 
consecutive  children  with  JRA  in  our  clinic. 
Measurements  must  be  carefully  performed 
as  contractures  of  the  lower  extremities,  or 
lack  of  extension  of  the  cervical  spine  may 
result  in  inaccuracy.5  As  in  all  evaluations  of 
growth  delay,  serial  measurements  plotted  on 
standardized  growth  charts  provide  the  most 
accurate  information  on  acquisition  of  height 
with  advancing  age. 

The  systemic  features  of  JRA,  including 
fever,  loss  of  appetite,  anemia,  and  distur- 
bances of  calcium  and  protein  homeostasis,32 
often  accompanied  by  poor  nutrition  intake33, 
contribute  to  the  development  of  poor  growth. 
Retardation  of  normal  linear  growth  will  also 
be  accentuated  further  by  glucocorticoid  ad- 
ministration.6-7-13  The  role  of  hGH  deficiency 
in  children  with  JRA  as  an  identifiable  cause  of 
growth  delay,  possibly  due  to  centrally  medi- 
cated neurosecretory  dysfunction,  has  only 
been  partially  examined.620-21 
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FIGURE  2 

Growth  chart  on  subject  1 showing  time  of  24-hr  hGH 
assay  and  start  and  finish  of  the  treatment  period  with 
exogenous  hGH  administration. 


The  most  extensive  study  published  in  1 979 
by  Butenandt,20  evaluated  stimulated  hGH 
levels  in  20  children  with  JRA.  All  had  been 
treated  with  glucocorticoids  and  antirheumatic 
medications.  Growth  hormone  levels  were 
assayed  in  each  child  using  exercise  or  insulin- 
induced  hypoglycemia  as  the  challenge.  Nine 
of  the  20  children  had  stimulated  levels  1 0 ng/ 
ml;  the  remaining  1 1 were  below  1 0 ng/ml  for 
both  challenges  (range  1.8  to  9.1).  All  20 
children  were  given  0.18  units/kg  of  natural 
pituitary  hGH  3 times/week  for  a 5 to  7 month 
trial.  Growth  rates  increased  in  15  of  the  20 
subjects;  12  were  continued  on  the  therapy 
for  at  least  1 year  and  nine  increased  their 
growth  rates  to  at  least  the  normal  mean  for 
bone  age. 

Recently  Davies  et  al.21  reported  20  chil- 
dren with  JRA  and  delayed  linear  growth 
velocity  (<4  cm/year)  treated  with  hGH.  Each 
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FIGURE  3 

Growth  chart  on  subject  4 showing  time  of  24-hr  hGH 
assay  and  start  and  finish  of  the  treatment  period  with 
exogenous  hGH  administration. 


had  been  receiving  alternate-day  prednisone 
with  a mean  dose  of  15  mg.  Ten  children,  in 
each  of  two  groups,  received  either  1 2 or  24 
international  units  of  synthetic  hGH/M2/week 
in  divided  doses.  During  one  year  of  observa- 
tion both  groups  showed  a significant  in- 
crease in  growth  velocity  when  compared  to 
pretreatment  values.  Pretreatment  hGH  lev- 
els were  not  reported  for  these  patients.  The 
authors  also  commented  on  the  necessity  of 
evaluating  the  cost-benefit  of  this  therapy. 

In  the  present  study  we  sought  to  docu- 
ment the  association  of  putative  hGH  defi- 
ciency in  children  with  JRA  who  had  signifi- 
cant growth  delays  by  determining  24-hour 
spontaneously  secreted  hGH  levels  and  stimu- 
lated levels.  These  children  were  maintained 
as  nearly  as  possible  on  their  normal  wake, 
sleep,  meal,  and  medication  schedule  during 
the  24-hr  assay  period.  Three  of  the  six  sub- 
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jects  had  unequivocal  evidence  for  normal 
growth  hormone  secretion,  one  adolescent 
girl  (number  1)  had  deficient  hGH  secretion, 
and  two  children  demonstrated  equivocal  or 
borderline  secretory  dysfunction  (numbers  4 
and  6). 

The  two  prepubertal  patients  (numbers  1 
and  4)  consented  to  participate  in  a 2-year 
trial  of  recombinant  hGH  administration. 
Neither  had  experienced  menarche  and  were 
at  Tanner  stage  1.  The  remaining  child  (num- 
ber 6)  did  not  consent  to  participate,  as  her 
age  might  permit  a longer  period  of  potential, 
albeit  slow  growth.  Neither  patient  treated 
with  recombinant  hGH  demonstrated  a satis- 
factory acceleration  of  linear  growth  beyond 
her  previous  percentile  channel  (Figures  2 
and  3),  and  neither  experienced  a clinical 
reduction  in  active  arthritis.  Deficiency  of 
growth  hormone  per  se,  as  measured  by  24- 
hour  secretion  and  stimulation,  cannot  there- 
fore be  the  sole  explanation  for  growth  failure 
in  children  with  JRA.  Lack  of  somatomedin-C 
synthesis  by  the  liver  is  also  not  an  explana- 
tion for  the  growth  failure  in  these  children,  as 
all  had  normal  serum  levels  when  measured, 
even  the  three  children  who  displayed  abnor- 
mal or  borderline  growth  hormone  secretion 
(Table  1).  Although  low  levels  have  been 
reported  in  children  with  arthritis,1618 19  the 
malnutrition  that  is  often  present  in  chronic 
disease  may  be  a possible  explanation  in 
some  instances  as  it  results  in  a reduction  of 
somatomedin-C.34 

Several  explanations  are  pertinent  to  these 
observations.  It  is  possible  that  the  method  of 
unstimulated  (pulsatile)  24-hour  hGH  sam- 
pling failed  to  detect  "normal"  hGH  secretion. 
Alternatively,  the  epiphyseal  growth  potential 
in  these  two  girls  was  minimal  (not  capable  of 
accelerated  growth  stimulation),  despite  bio- 
synthetic hGH  replacement.  Finally,  although 
hGH  deficient,  the  presence  of  active  arthritis 
and  systemic  manifestations,  or  medications, 
precluded  accelerated  growth  in  spite  of  ad- 
equate hGH  replacement.  Since  short  "nor- 
mal" children  display  accelerated  growth  when 
treated  with  exogenous  hGH,35  the  fact  that 
these  two  children  did  not  have  increased 
growth  velocity  would  support  a suppressive 
role  of  disease  activity. 

The  best  method  of  determining  hGH  se- 
cretion in  children  with  concomitant  chronic 
musculoskeletal  diseases  remains  controver- 
sial. Measurement  of  hGH  levels  after  strenu- 


ous exercise  is  considered  the  simplest  proce- 
dure.36 In  our  children  with  active  arthritis,  this 
was  not  feasible.  At  the  time  of  this  study,  a 
24-hour  spontaneous  hGH  determination  was 
considered  the  most  reliable  diagnostic  test  of 
hGH  deficiency.30-36  However,  there  are  cur- 
rently controversies  about  stimulated  versus 
spontaneous  hGH  measurements,37  and  ab- 
solute versus  relative  variations  in  hGH.38 

Bone  age  determinations  are  commonly  a 
companion  measurement  of  skeletal  height 
for  age  in  studies  of  hGH  levels  in  short- 
stature  children.  Bone  ages  are  frequently 
difficult  to  interpret  in  children  with  JRA.  The 
epiphyses  of  affected  joints  show  accelerated 
maturation  with  eventual  stunting,4'10  or  there 
may  be  generalized  retardation  in  epiphyseal 
development  either  in  affected10  or  unaffected 
joints.410  Although  radiographs  were  obtained 
in  this  study  as  part  of  ongoing  clinical  assess- 
ment, interpretation  of  bone  age  in  these 
children  was  not  regarded  a reliable  measure 
of  skeletal  maturation.  Continued,  albeit 
equivocally  accelerated  growth  while  on  hGH, 
confirms,  however,  that  some  growth  poten- 
tial still  existed  for  both  of  the  girls  in  this 
study. 

It  is  conceivable  that  medications  could 
interfere  with  optimal  hGH-stimulated  growth. 
Although  no  patient  was  on  glucocorticoids  at 
the  time  of  the  study,  this  hormone  has  not 
been  reported  to  reduce  endogenous  hGH 
secretion.39  The  effect  of  other  antirheumatic 
drugs  or  nonsteriodal  anti-inflammatory  agents 
on  growth  hormone  levels  or  activity  is  unde- 
termined. 

Various  chronic  illnesses  have  been  associ- 
ated with  delayed  growth.14,15  Nutritional  de- 
ficiencies, anemia,  and  abnormal  neuroendo- 
crine interactions  all  may  play  a role.  These 
factors  may  influence  secretion  of  hGH  or  the 
production  or  action  of  second  messengers, 
insulin-like  growth  factors  I and  II  (somatome- 
dins).  It  is  conceivable  that  chronic  illness 
diminishes  production  of  the  second  messen- 
gers of  growth  hormone,  such  as  the  so- 
matomedins,  resulting  in  delayed  growth.  In 
an  investigation  of  this  possibility,  factors  I 
and  II  were  found  to  be  low  in  1 1 children 
with  systemic  JRA,18  although  growth  rates 
were  not  correlated  to  the  precise  growth 
factor  levels.  In  our  children,  somatomedin-C 
levels  were  normal  for  age  (Table  1). 

Delayed  growth  in  children  with  JRA  is 
multifactorial.  In  children  with  substantial 
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growth  retardation,  as  demonstrated  by  the 
subjects  in  this  report,  hGH  assays  are  of 
therapeutic  interest.  Our  results  suggest,  how- 
ever, that  replacement  therapy  with  hGH 
does  not  always  result  in  satisfactorily  acceler- 
ated growth  rates  even  when  endogenous 
secretory  levels  have  been  determined  to  be 
low.  Considering  the  enormous  cost  of  re- 
placement therapy,  it  will  be  important  to 
continue  investigative  protocols  in  order  to 
find  a means  of  identifying  children  with  JRA 
and  short  stature  who  will  respond  to  exog- 
enous hGH  with  accelerated  growth. 
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INTRODUCTION 

THE  insulin-like  growth  factors 
(IGFs)  are  two  polypeptides, 
each  with  a molecular  weight 
of  about  7,500,  that  have  structures  similar  to 
proinsulin. 12  Growth  promoting  effects  associ- 
ated with  growth  hormone  are  mediated  by 
IGF-I,  but  IGF-II  is  growth  hormone-indepen- 
dent.12 IGFs  are  strong  mitogens  and  circulate 
in  plasma  bound  to  higher  molecular  weight 
binding  proteins.1  This  appears  to  protect  them 
from  proteolysis,  thus  giving  the  IGFs  a rela- 
tively long  half-life.  The  two  IGF  peptides  are  so 
similar  in  amino  acid  sequence  that  they  are 
able  to  crossbind  to  both  IGF  receptors.  Two 
specific  receptors  for  the  IGFs  have  been  iden- 
tified; the  molecular  weights  of  the  IGF-I  and 
IGF-II  receptors  are  440,000  and  275,000,  re- 
spectively. The  IGF-I  receptor  is  homologous 
with  the  insulin  receptor  both  in  structure  and 
function;  transmembrane  signalling  is  medi- 
ated by  activation  of  an  intrinsic  intracellular 
tyrosine  kinase  upon  hormone  binding.34  In 
contrast,  the  IGF-II  receptor  is  structurally  dis- 
tinct from  the  IGF-I  and  insulin  receptors,  hav- 
ing no  intrinsic  kinase  activity  within  the  intrac- 
ellular domain.3-5  In  mammals,  the  IGF-II  recep- 
tor is  a dual  function  binding  protein,  serving  to 
transport  lysosomal  enzymes  via  its  mannose-6- 
phosphate  binding  site  as  well  as  binding  IGF- 
II.3'5 

The  mucosa  of  the  small  intestine  represents 
a unique  population  of  cells  that  perpetually 
regenerate  themselves  in  order  to  balance  cell 
loss  through  exfoliation  from  the  villus  tip  by  the 
process  of  cellular  proliferation  initiated  at  the 
bases  of  the  crypts.6  Recent  evidence  impli- 
cates the  IGFs  in  stimulating  proliferation  of  the 
intestinal  epithelium.7'89  In  virtro  studies  have 
shown  that  IGF-I,  IGF-II  and  insulin  stimulate 
proliferation  of  I EC-6  cells,  an  intestinal 
ephithelial  cell  line  derived  from  rat  jejunal 
crypts7,  and  of  Caco-2  cells,  a human  carcinoma 
cell  line  that  exhibits  enterocyte-like  properties 


(unpublished).  In  addition,  IGF-I  enhances  mu- 
cosal hyperplasia  of  the  remaining  small  intes- 
tine after  massive  small  bowel  resection.10  Pre- 
vious studies  have  confirmed  the  presence  of 
both  types  of  IGF  receptors  in  rat  intestinal 
epithelium,111213'14 1 EC-6  cells,7  and  Caco-2  cells 
(unpublished).  Although  the  distribution  of  IGF 
receptors  within  different  tissues  and  anatomi- 
cal regions  of  the  intestine  has  been  mapped  by 
immunocytochemistry,14'15  the  subcellular  dis- 
tribution of  these  receptors  in  polarized  epithe- 
lial cells/n  vivo  is  not  known.  Localization  of  IGF 
receptors  to  either  the  apical,  brush  border 
membrane  or  to  the  basolateral  side  dictates 
whether  the  epithelial  cells  can  respond  to  IGFs 
arising  from  different  sources.  Response  to  IGFs 
coming  from  blood  and  other  tissues  via  the 
interstitial  fluid  (endocrine  and  paracrine 
sources)  requires  that  the  appropriate  recep- 
tors be  displayed  on  the  basal  and  lateral  mem- 
branes. However,  IGFs  delivered  into  the  intes- 
tinal lumen  by  apical  secretion  from  the  mucosa 
(autocrine)  or,  in  saliva,16  colostrum,  milk,17 
chyle  or  bile  (dietary  or  exocrine,  respectively) 
would  demand  that  IGF  receptors  be  available 
on  the  brush  border  membrane.  The  present 
study  was  undertaken  to  determine  whether 
IGF  receptors  are  present  in  brush  border  mem- 
branes from  rat  intestinal  mucosa. 

METHODS 

Rapid  isolation  of  brush  border  membranes. 

The  following  isolation  protocol  was  modified 
from  the  studies  of  Kessler  et  a/.18  The  rat  was 
sacrificed,  the  small  intestine  was  removed  as 
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quickly  as  possible,  rinsed  with  cold  saline, 
everted,  and  rinsed  again  with  cold  saline.  The 
mucosa  was  scraped  off  gently  with  a glass 
slide,  attention  being  paid  not  to  take  along  fat 
tissue.  Mucosal  scrapings  from  six  rats  were 
suspended  in  360ml  of  ice-cold  50  mM  manni- 
tol, 2 mM  Tris/chloride,  pH  7.1,  and  homog- 
enized at  3°C  with  a Polytron  homogenizer  at 
maximum  speed  for  2 min.  Solid  CaCI2  was 
added  to  the  homogenate,  to  a final  concentra- 
tion of  1 0 mM.  After  standing  in  the  cold  for  1 5 
min,  the  suspension  was  centrifuged  at  3000  x 
g for  15  min.  The  pellet  was  discarded;  the 
supernatant  was  centrifuged  at  27,000  x g for 
30  min.  The  resultant  supernatant  was  dis- 
carded. The  pellet  was  resuspended  in  40  ml  of 
50  mM  mannitol,  10  mM  HEPES/T'ris,  pH  7.5, 
and  centrifuged  once  more  at  27,000  x g for  30 
min.  The  final  pellet  containing  vesicles  from 
brush  border  membranes  was  resuspended  in 
the  same  buffer  and  stored  at  -20°C  until  needed. 

Measurement  of  IGF-I  and  IGF-II  receptors 
using  radiolabeled  IGFs.  Binding  of  radiola- 
beled IGF-I  and  IGF-II  by  membrane  vesicles 
was  the  primary  method  for  estimation  of  re- 
ceptorexpression  in  intestinal  membrane  prepa- 
rations. The  vesicles  were  washed,  then  incu- 
bated for  1 6 h at  3°C  in  binding  buffer  contain- 
ing constant  1 nM  or  5 nM  concentrations  of 
12SI-IGF-I  or  12SI-IGF-II,  respectively,  in  the  pres- 
ence of  increasing  concentrations  of  unlabeled 
IGFs  (1010  to  lO^M).  After  this  incubation, 
unbound  counts  were  removed  by  centrifuga- 
tion and  washing  with  ice-cold  binding  buffer: 
HEPES:buffered  saline  +1%  bovine  serum  albu- 
min (BSA),  pH  7.4.  The  membrane  pellets  were 
isolated  and  counted  in  a gamma  counter.  The 
data  were  analyzed  by  the  method  of 
Scatchard.19  Further  analysis  of  IGF  binding 
properties,  ligand  specificity,  and  molecular 
weights  of  the  receptors  was  done  by  affinity 
cross-linking.20  Membranes  were  incubated  with 
125l-IGFs  as  above,  followed  by  covalent  cross- 
linking  of  the  receptor  to  bound  ligands  by 
incubation  with  0.15  mM  disuccinimidyl 
suberate  for  30  min  at  3°C.  The  cross-linked 
samples  were  electrophoresed  through  sodium 
dodecyl  sulfat  polyacrylamide  gels  (SDS-PAGE) 
and  analyzed  by  autoradiography. 

Protein  and  enzyme  assays.  Sucrase- 
isomaltase  activity  in  tissue  homogenates  and 
membrane  preparations  were  assessed  using 
the  glucose  HK  kit  obtained  from  Sigma  accord- 
ing to  the  procedure  of  Dahlqvist.21  Protein  was 
assayed  by  the  BCA  method  (Pierce). 


RESULTS  AND  DISCUSSION 

Brush  border  membranes  were  prepared 
from  rat  intestinal  mucosa  by  a modified  rapid 
isolation  procedure.13  Purification  of  these  mem- 
branes was  confirmed  by  the  enrichment  of 
sucrase-isomaltase  activity  in  the  purified  mem- 
brane vesicles  relative  to  the  original 
homogenate.  Sucrase-isomaltase  is  an  enzyme 
distributed  on  the  brush  border  membrane 
surface  and  serves  as  a suitable  maker  for 
preparation  purity.18  Enzyme  specific  activities 
of  the  three  separate  preparations  of  mem- 
branes were  1.301,  0.767,  and  0.667  micro- 
moles glucose  formed/minute/mg  protein.  The 
average  enrichment  factor  was  1 2.6  fold,  which 
indicates  that  relatively  pure  brush  border  mem- 
branes were  isolated. 

TABLE  1 

IGF  binding  to  rat  brush  border  membrane  preparations. 

IGF  binding  isotherms  were  analyzed  by  the  method  of 
Scatchard'9  to  obtain  values  for  maximal  binding  capacity 
(Bmax)  and  the  dissociation  constant  of  binding(Kd). 


Preparation  IGF-i  Binding  IGF-II  Binding 


mu  mu 

(fmol/mg  protein)  K0(nM)  (fmol/mg  protein)  Ka(nM) 


1 

387 

2.87 

386 

2.48 

2 

82 

2.59 

375 

1.07 

3 

316 

0.62 

307 

0.82 

Mean+  SD 

262+130 

2.03±1.00 

356±35 

1.46±0.73 

IGF  receptors  were  evaluated  by  using  two 
methods:  Scatchard  plot  analysis  and  affinity 
cross-linking  of  radiolabeled  growth  factor  to 
the  receptor  followed  by  analysis  by  gel  electro- 
phoresis. Scatchard  plot  analysis  involved  bind- 
ing of  radiolabeled  IGFs,  125I-IGF-I  or  12SI-IGF-II, 
to  purified  brush  border  membranes.  Radiola- 
beled IGFs  were  held  at  constant  concentration 
in  the  presence  of  increasing  concentrations  of 
unlabeled  IGFs.  The  membranes  were  then 
washed  and  radioactivity  was  determined  us- 
ing a gamma  counter.  Binding  isotherms 
(Langmuir  plots)  generated  in  this  way  were 
analyzed  by  the  method  of  Scatchard  and  the 
results  are  summarized  in  Table  1 . Estimates  of 
the  equilibrium  dissociation  constant,  K for 
binding  of  IGF-II  with  a single  class  of  nigh- 
affinity  sites  on  the  brush  border  membranes 
were  consistent  with  values  reported  in  the 
literature  for  IGF-II  interaction  with  the  IGF-II 
receptor  in  tissues  from  rat  and  other  spe- 
cies.1'3'5,7'11-12  Preparation  2 yielded  an  unusually 
low  value  for  Bma  but  the  Kd  value  was  consis- 
tent with  those'oir'the  other  preparations.  Simi- 
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larly,  IGF-I  binding  to  the  brush  border  mem- 
branes was  to  a single  class  of  sites  exhibiting 
high-affinity,  consistent  with  preferential  inter- 
action of  the  ligand  with  IGF-I  receptors.3-7'11'12 
All  these  data  suggest  binding  of  IGF-I  and  IGF- 
II  to  their  respective  receptors  in  brush  border 
membranes  from  rat  intestine,  but  to  confirm 
receptor  presence,  affinity  cross-linking  studies 
were  performed. 

Affinity  cross-linking  was  conducted  by  bind- 
ing radiolabeled  IGFs  to  purified  membranes 
and  stabilizing  the  receptor-ligand  interaction 
by  the  addition  of  the  homobifunctional  N- 
hydroxysuccinimide  ester  cross-linking  agent, 
disuccinimidyl  suberate.  Covalent  IGF-receptor 
complexes  could  then  be  analyzed  by  gel  elec- 
trophoresis in  the  presence  of  sodium  dodecyl 
sulfate  (SDS).  Experimental  samples  contained 
either  radiolabeled  IGFs  alone  or  a combina- 
tion of  labeled  and  unlabeled  IGFs.  The  unla- 
beled IGFs  were  present  in  a 100-fold  molar 
excess  to  competitively  displace  the  radiola- 
beled IGFs  from  the  IGF  receptors.  The  cross- 
linked  samples  were  run  on  SDS-PAGE  and 
evaluated  by  autoradiography.  Results  of  this 
study  are  shown  in  Figure  1.  Autoradiographs 
of  125I-IGF-I  cross-linking  to  brush  border  mem- 
branes revealed  the  characteristic  bands  at 

280.000,  which  apparently  corresponds  to  the 
heterotetrameric  form  of  the  receptor,  and 

135.000,  representing  the  alpha  subunit.1'3,22 
Analysis  of  125I-IG F-l I affinity  cross-linking  re- 
vealed a single  band  at  240,000,  which  is  the 
molecular  weight  expected  of  the  IGF-II  recep- 
tor as  reported  in  the  literature1-3  5-22.  Complete 
displacement  of  radiolabel  from  the  bands  by 
the  addition  of  unlabeled  IGFs  indicates  selec- 
tive binding  to  the  respective  IGF  receptors. 

If  the  IGF  receptors  were  present  at  very  high 
levels  in  the  intestinal  cell's  basolateral  mem- 
branes, the  results  observed  here  might  have 
arisen  from  contamination  of  the  brush  border 
membranes  with  basolateral  membranes.  The 
validity  of  this  hypothesis  is  doubtful  because  of 
the  high  degree  of  enrichment  of  sucrase- 
isomaltase  enzyme  activity  observed  in  the 
three  preparations.  Nevertheless,  to  test  this 
hypothesis  directly,  basolateral  membranes  were 
prepared  by  the  method  of  Sactor  et  a/.23  The 
basolateral  membranes  were  evaluated  by  af- 
finity cross-linking  analysis  with  125l-IGFs,  and 
found  to  contain  levels  of  IGF  receptors  compa- 
rable to  the  brush  border  membranes.  The 
experiments  rule  out  the  possibility  that  the  IGF- 
I receptors  we  have  measured  in  the  intestinal 
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FIGURE  1 

Analysis  of  IGF  receptors  in  rat  brush  border 
membranes  by  affinity  labeling. 

Aliquots  (0.1  mg  protein  in  0.2  ml)  of  brush  border 
membranes  were  incubated  for  1 6 h at  3°C  with  either  1 
nM  12SI-IG F-l  or  5 nM  ,25I-IG F-ll  in  the  absence  or  presence 
of  a 100-fold  molar  excess  of  the  corresponding  unla- 
beled peptide,  as  indicated.  Affinity  labeling  was  accom- 
plished by  cross-linking  with  disuccinimidyl  suberate  fol- 
lowed by  SDS-PAGE  as  described  in  "Methods".  An 
autoradiograph  of  the  dried  gel  is  shown.  Molecular 
weights  (Mr)  of  the  major  labeled  bands,  estimated  by 
comparison  with  standard  proteins,  are  indicated  along 
the  outside  lanes.  These  data  are  representative  of  three 
experiments,  each  of  which  was  run  in  duplicate  with  a 
separate  membrane  preparation. 


brush  border  membranes  are  an  artifact  of 
contamination  by  basolateral  membranes. 

SUMMARY  AND  CONCLUSION 

In  summary,  we  present  data  from  affinity 
cross-linking  and  Scatchard  plot  analysis  that 
demonstrates  the  presence  of  both  IGF-I  recep- 
tors and  IGF-II  receptors  on  the  brush  border 
membranes  of  rat  intestinal  mucosa.  The  brush 
border  location  of  the  IGF  receptors  suggests 
that  IGFs  available  in  the  intestinal  lumen  may 
initiate  signal  transduction  events  by  binding  to 
receptors  displayed  on  the  mucosal  lining.  Our 
findings  provide  further  support  for  the  notion 
that  at  least  some  of  the  mitogenic  stimulus  for 
rapid  proliferation  of  intestinal  ephithelium  arises 
from  lumenal  IGFs9,  which  may  be  supplied  by 
apical  secretions  from  the  mucosa,  or  in  saliva, 
colostrum,  milk,  chyme,  or  bile. 
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Orthopaedic  Foot  & Ankle  Nurse 


Introduction: 

Historically,  problems  of  the  foot  and  ankle 
have  been  relegated  to  low  priority  in  the 
treatment  schemes  of  the  practicing  physi- 
cian, especially  the  busy  practicing  family 
physician.  How  often  is  it  in  a busy  office  day 
an  elderly  patient  with  multiple  corns  and 
calluses  will  ask  his  or  her  physician  if  they  can 
help  them  with  this  painful  entity?  Although 
these  conditions  are  not  life  threatening  they 
can  be  severely  disabling  for  the  individual 
patient.  Stopping  a busy  office  day  to  take  the 
time  for  technical  treatment  on  a patient's 
foot  or  to  simply  give  advice  is  many  times  just 
not  practical  or  feasible.  This  situation  can 
occur  in  a family  physician's  office  as  well  as 
an  orthopaedist's  office.  We  have  found  that 
a nurse  can  be  trained  to  perform  these  func- 
tions, sometimes  even  with  more  patience 
than  the  practicing  physician.  The  purpose  of 
this  case  report  and  article  is  to  report  our 
experience  and  try  to  assist  many  of  you  in 
setting  up  the  same  situations  in  your  indi- 
vidual offices. 

Case  Report: 

LF  is  a 64  year  old  male  who  seven  years 
ago  was  involved  in  a motor  vehicle  accident 
in  which  he  suffered  multiple  muscular  liga- 
mentous injuries  but  was  more  significantly 
left  with  neurologic  deficits  of  the  lower  ex- 
tremities. Because  of  these  multiple  injuries, 
his  neurologic  status,  and  his  age,  it  had 
become  extremely  difficult  for  him  to  care  for 
his  feet,  especially  his  nails  and  callouses.  He 
had  developed  clawing  of  his  toes  as  well  as 
chronic  onychomycosis,  (fig.  1)  The  patient 
needed  not  only  nail  maintenance  care  but 
general  instructions  in  foot  and  ankle  mainte- 
nance care  and  instructions  in  shoe  wear  and 
how  to  care  for  his  feet  at  home.  The 
orthopaedic  foot  and  ankle  nurse  (CS)  in  our 
office  serves  this  function  quite  satisfactorily. 

(fig-  2) 

Discussion: 

As  stated  in  the  introduction  one  of  the 
hardest  problems  for  practicing  physicians  is 


to  stop  on  a busy  office  day  and  spend  time 
doing  technical  treatment  on  a patient's  foot. 
This  includes  nail  trimming,  callous  treatment 
and  trimming,  debridement  of  ulcerations  and 
multiple  other  requests.  How  often  is  it  in  your 
practice  that  an  individual  asks  if  anyone 
could  trim  their  corns  or  trim  their  toenails 
because  they  just  cannot  get  down  to  do  it 
anymore  or  they  have  trouble  with  their  vi- 
sion? We  have  found  that  a nurse  can  be 
trained  to  do  many  of  these  types  of  tech- 
niques and  sometimes  even  with  more  pa- 
tience than  the  practicing  physician.  The  pa- 


Figure  2 


Reprints:  Dr.  Timothy  C.  Fitzgibbons,  M.D.,  7710 
Mercy  Road,  Suite  500,  Omaha,  NE  68124. 
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tients  also  tend  to  be  extremely  gratified.  In 
my  office,  a licensed  practical  nurse  has  been 
trained  to  do  this  care  and  does  a superb  job. 
The  point  that  I would  make  is  that  almost  any 
level  of  nurses's  training  is  satisfactory.  More 
importantly,  is  that  it  takes  a nurse  that  is 
interested  in  dealing  with  patients  directly 
and  is  capable  and  confident  enough  to  per- 
form foot  maintenance  care. 


The  nurse  can  do  the  initial  interview  and 
brief  history,  obtaining  a foot  mat  and  any 
other  initial  exam  or  tests  that  the  physician 
feels  necessary.  She  can  be  trained  to  do  nail 
maintenance  care,  all  foot  and  ankle  dressing 
changes,  total  contact  casts  and  any  other 
immobilizing  type  casts.  Shoe  modification 
instructions  is  one  of  the  most  important  du- 
ties she  does.  She  spends  time  with  the  pa- 
tients discussing  the  various  types  of  shoe 
options,  shoe  inserts,  inlays,  etc.  The  patients 
are  very  grateful  for  this.  This  is  also  true  for 
diabetic  foot  instructions. 


The  nurse  can  be  trained  to  do  Doppler 
examinations  to  check  for  patients  with  vascu- 
lar insufficiency,  (fig.  3)  A simple  stethoscope 
type  Doppler,  which  is  relatively  inexpensive 
can  be  purchased  and  used  by  the  nurse. 
Testingfor  peripheral  neuropathy  can  be  done 
by  monofilament  testing,  (fig.  4)  These 
monofilaments  can  be  purchased  as  a kit  and 
are  very  inexpensive.  They  are  purchased 
through  the  Hansen's  Disease  Center  in 
Carville,  Louisiana. 

Trimming  of  corns  and  calluses  can  also  be 
done.  Although  most  of  the  trimming  that  is 
done  with  a scalpel  blade  is  done  by  me, 
much  of  the  callus  trimming  is  done  by  my 
nurse,  independently,  using  various  types  of 
pumice  stones  and  most  frequently  a power 


Figure  3 


Figure  4 


Figure  5 


sanding  bur.  The  most  common  power  sand- 
ing device  used  for  foot  and  ankle  care  in  this 
country  is  the  Dremel  Moto-tool.  This  is  a 
motorized  tool  that  is  found  in  most  hobby 
shops  for  use  with  models.  There  are  specifi- 
cally designed  burs  available  for  sanding  of 
calluses  and  fungal  nails. 

Trimming  of  toenails  can  also  be  facilitated 
using  this  power  tool.  (fig.  5)  Sometimes  ex- 
perience is  needed  to  become  proficient  at 
this  but  this  is  usually  done  quite  easily  by  the 
nurse  and  again  is  an  alternative  of  treatment 
for  the  physician.  Various  types  of  nail  trim- 
ming devices  are  available,  (fig.  6A,  6B)  Mul- 
tiple sized  nail  clippers  are  used  and  can  be 
purchased  in  many  areas.  Samples  of  soft 
goods  are  also  kept  in  the  office  and  shown  to 
patients.  This  includes  anything  from  lamb's 
wool  to  different  types  of  pads.  (fig.  7)  Again, 
the  nurse  takes  the  time  to  show  the  patient 
how  to  use  these.  A prescription  is  given  to 
them  and  this  seems  to  work  quite  satisfacto- 
rily. Figures  8A  and  8B  show  a collection  of 
some  of  the  different  pieces  of  equipment  the 
orthopaedic  foot  and  ankle  nurse  uses  in  an 
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Figure  7 


office.  Of  special  importance  is  to  note  the 
protective  eyewear,  protective  mask,  and 
gloves,  which  should  always  be  used  in  these 
treatments.  (fig.  8A,  8B) 

The  nurse  can  also  do  all  duties  usually 
required  of  any  nurse  in  a general  orthopaedic 
practice  such  as  screening  phone  call,  sched- 
uling surgery  and  tests,  etc. 

Most  of  our  patients  are  seen  in  regular 


exam  rooms.  All  foot  treatment  instructions 
and  shoe  modification  instructions  can  be 
given  in  these  rooms.  All  foot  maintenance 
care  is  done  in  a designated  foot  room.  It  is 
equipped  with  proper  lighting  and  a minor 
procedure  table  which  allows  patients  to  be 
placed  in  almost  any  position.  We  also  feel 
that  it  is  imperative  to  purchase  a comfort- 
able, adjustable  chair  to  be  used  by  the  phy- 
sician and  the  nurse. 


Figure  8B 


For  you  to  become  more  efficient  and  bet- 
ter in  the  treatment  of  foot  and  ankle  patients 
with  the  use  of  a nurse  my  recommendations 
are  as  follows: 

1.  Find  a nurse  or  medical  assistant  with 
the  motivation  to  do  this  kind  of  work. 

2.  Spend  some  time  training  him/heryour- 

self. 

3.  Send  her/him  to  the  Annual  Fall 
Orthopaedic  Footand  Ankle  "Team  Approach" 
course,  sponsored  by  the  American 
Orthopaedic  Foot  and  Ankle  Society. 

4.  If  possible,  designate  one  room  as  a 
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foot  and  ankle  room  and  include  a surgical 
and  examination  table.  (We  use  Midmark  II 
adjustable  table),  surgical  lamp,  adjustable 
chair,  and  keep  all  instruments  and  foot  para- 
phernalia in  this  room. 

5.  Have  your  nurse  research  and  compile 
a collection  of  various  types  of  over-the  counter 
shoes  available  in  the  city  with  names  and 
addresses  of  shoe  stores.  Use  this  as  part  of 
his/her  teaching  session. 

6.  Be  sure  she  is  fully  qualified  in  diabetic 
instructions  either  through  your  local  hospital 
diabetic  department  or  through  various  na- 
tional meetings  available. 

7.  Consider  sending  the  nurse  to  The  Na- 
tional Hansen's  Disease  Center  in  Carville, 
Louisiana,  to  learn  the  total  contact  cast  tech- 
nique and  further  expertise  in  neurotrophic 
foot  care.  Videotapes  on  these  techniques  are 
available  from  The  National  Hansen's  Disease 
Center  in  Carville,  Louisiana. 

8.  Have  your  nurse  spend  some  time  with 
a local  pedicurist. 

9.  Have  a good  working  relationship  with 
local  pedorthist  with  a trip  to  their  store  to  see 
the  different  shoes  and  appliances. 

10.  Consider  purchasing  a video  recorder 
for  instruction  sessions. 

A listing  of  services  and  supply  houses  that 
are  utilized  by  our  office  for  patient  informa- 
tion and  ordering  purposes  follows.  These  are 
simply  to  note  what  we  have  found  useful. 
There  are  certainly  multiple  other  options 
available. 

If  you  should  have  any  questions  or  seek 
additional  information,  please  feel  free  to 
contact  us  at  the  address  listed  below: 

Timothy  C.  Fitzgibbons,  M.D. 
Colleen  R.  Sampson,  L.P.N. 
7710  Mercy  Road,  Suite  500 
Omaha,  Nebraska  68124 
(402)  399-8550 


SUPPLY  HOUSES  FOR 
FOOT  AND  ANKLE  PRODUCTS 

BERKEMANN  FOOT  & ANKLE 
4 Columbus  Avenue 
Mt.  Kisco,  New  York  10549 
1-800-424-5561 

Darby  shoes,  hammertoe  shields, 
toe  spacers,  etc. 

CHICAGO  MEDICAL  EQUIPMENT 
300  Wainwright  Drive 
Northbrook,  Illinois  60062 
1-800-323-5110 

Dremel  drill,  burs,  and  callous  attachments 
variety  of  foot  and  ankle  products. 

M-PACT  (Previously  Summit  Medical) 

Intech  Business  Park 
P.O.  Box  618 
Eudora,  Kansas  66025 
1-800-821-2527 

Bone  spur  pads,  stromgren  ankle  braces,  etc. 

A.O.A.  - All  Orthopaedic  Appliances 
74  N.E.  75th  Street 
Miami,  Florida  33138 
1-800-432-8803 
or 

P.O.  Box  388 

Marlow,  Oklahoma  73055 

1-800-327-3288 

Bunion  splints. 

MEDASONICS,  INC. 

340  Pioneer  Way 
P.O.  Box  7268 

Mountain  View,  California  94039 
1-415-965-3333 

Doppler  Ultrasound 

SI  LI  POS 

2045  Niagara  Falls  Blvd.,  L.P.O.  Box  320 
Niagara  Falls,  New  York  14304 
1-800-229-4404 

Silopads 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  )R.,  Esq. 

1900  FirsTier  Bark  Building 
Lincoln,  NE  68508 


1.  What  are  the  major  changes  affecting  phy- 
sicians in  Nebraska's  new  birth  certificate 
law  (LB886)? 

The  certificate  is  prepared  by  the  hospital 
and  it  may  be  transmitted  electronically.  If  the 
mother  was  married  at  the  time  of  conception 
or  birth,  the  husband  is  listed  as  the  father 
unless  (a)  paternity  has  been  determined  other- 
wise by  a court  of  competent  jurisdiction,  (b) 
the  mother  and  the  mother's  husband  execute 
affidavits  attesting  that  the  husband  is  not  the 
father  of  the  child,  in  which  case  information 
about  the  father  shall  be  omitted  from  the  cer- 
tificate, or  (c)  the  mother  executes  an  affidavit 
attesting  that  the  husband  is  not  the  father  and 
the  putative  father  is  the  father,  the  putative 
father  executes  an  affidavit  attesting  that  he  is 
the  father,  and  the  husband  executes  an  affida- 
vit attesting  that  he  is  not  the  father.  In  such 
event,  the  putative  father  shall  be  shown  as  the 
father  on  the  certificate.  For  affidavits  executed 
under  subdivisions  (b)  or  (c)  of  this  subdivision, 
each  signature  shall  be  individually  notarized.  If 
the  mother  was  not  so  married,  both  mother 
and  father  must  consent  if  the  father  is  to  be 
listed,  unless  a court  has  established  paternity. 


2.  What  is  the  new  law  regarding  sex  change? 

Upon  receipt  of  a notarized  affidavit  from 
the  physician  that  performed  sex  reassignment 
surgery  on  an  individual  born  in  this  state  and  a 
certified  copy  of  an  order  of  a court  of  compe- 
tent jurisdiction  changing  the  name  of  such 
person,  the  Department  of  Health  shall  prepare 
a new  certificate  of  birth  in  the  new  name  and 
sex  of  such  person  in  substantially  the  same 
form  as  that  used  for  other  live  births.  The 
evidence  from  which  the  new  certificate  is  pre- 
pared and  the  original  certificate  of  birth  shall 
be  available  for  inspection  only  upon  the  order 
of  a court  of  competent  jurisdiction. 


*★* 

"Ask  a Lawyer'1  is  a feature  of  theNebraska  Medical  Journal.  If  you 
have  a legal  question  of  general  interest,  please  write  the  Nebraska 
Medical  Journal.  Answers  to  your  questions  will  be  provided  by  the 
Nebraska  Medical  Association's  legal  counsel,  Cline,  Williams,  Wright, 
Johnson  & Oldfather,  1900  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508. 
Answers  in  this  issue  were  provided  by  Charles  M.  Pallesen  Jr.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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WELCOME  NEW  MEMBERS 


Thomas  S.  Robertson,  M.D.  (reinstated) 
2350  N.  Clarkson 
Fremont,  NE  68025 

Stephen  E.  Budd,  M.D. 

3016  W.  Faidley 
Grand  Island,  NE  68802 

Cheryl  A.  Bodeen,  M.D. 

311  Jackson 
Seward,  NE  68434 

Jonathan  A.  Stelling,  M.D. 

1 202  Central  Ave. 

Auburn,  NE  68305 

Gordon  Moshman,  M.D.  (reinstated) 
14505  W.  Center  Rd. 

Omaha,  NE  68144 

Sara  L.  Christiansen,  M.D. 

11819  Miracle  Hills  Dr. 

Omaha,  NE  68154 

Jon  J.  Bleicher,  M.D. 

401  E.  Gold  Coast  Rd.,  #102 
Papillion,  NE  68128 

Kurt  V.  Gold,  M.D. 

6901  N.  72nd  St. 

Omaha,  NE  68122 

Thomas  J.  Johnson,  M.D. 

P.O.  Box  983280-  UNMC 
Omaha,  NE  68198-3280 


Kevin  S.  Baker,  M.D. 

8301  Dodge  St. 

Omaha,  NE  681 1 4 

Enrique  de  la  Guardia,  M.D. 

14441  F St. 

Omaha,  NE  68137-1002 

Frank  J.  Pitruzzello,  M.D. 

6901  N.  72nd  St. 

Omaha,  NE  68122 

Elvira  Rios-Lopez,  M.D. 

14441  F St. 

Omaha,  NE  68154 

Richard  S.  Yates,  M.D.  (reinstated) 
4242  Farnam  St.,  #650N 
Omaha,  NE  68131 

Luella  I.  Bangura,  M.D. 

2918  S.  24th  St. 

Omaha,  NE  68108 

John  R.  Lohrberg,  M.D. 

1 1 1 East  Douglas 
Elkhorn,  NE  68022 

Jon  J.  Morton,  M.D. 

111S.  90th  St. 

Omaha,  NE  68114 

Rebecca  B.  Reilly,  M.D. 

525  N.  132nd  St.,  3225 
Omaha,  NE  68154 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


HARRIS  B.  GRAVES  — (Born  April  29, 1 928  - died 
January  15,  1995).  Medical  Specialty  - Emer- 
gency Medicine.  Doctor  Graves  was  a gradu- 
ate of  the  University  of  Nebraska  Medical  Cen- 
ter in  1 952  and  practiced  in  Omaha.  He  was  a 
member  of  the  Nebraska  Medical  Association 
and  the  American  Medical  Association.  Doctor 
Graves  is  survived  by  his  wife,  Marilyn;  two 
sons,  John  of  Ames,  I A and  Steve  of  Manhattan, 
KS;  a sister,  Belle  Graves  of  Lincoln  and  four 
grandsons. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

MARCH  22, 1 995 — Distinguished  Lecture  Series 
-James  N.  Baraniuk,  M.D.-  BoysTown  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

APRIL  28-29,  1 995  — Neurology  and  the  Primary 
Care  Physician -Peter  Kiewit  Conference  Center, 
Omaha,  NE. 

APRIL  30  - MAY  3,  1995  — Catholic  Healthcare 
Threatened  - Catholic  Health  Corporation  - 
Buena  Vista  Palace,  Orlando,  Florida. 

MAY  18-21,1 995  - Orthopaedic  Review  Course  - 
Creighton  University,  Omaha,  NE. 

MAY  26-28,  1995  — Family  Medicine  Update, 
Village  East  Resort,  Okoboji,  IA. 

JULY  26-27,  1995  — Fourth  Annual:  Current 
Concepts  in  Sub-Acute  Care  - Marriott  Hotel, 
Omaha,  NE. 

AUGUST  11-13,  1995  — Family  Medicine  Up- 
date - Cheyenne,  Wyoming. 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
thesiology Conference  - Marriott  Hotel,  Omaha, 
NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE68131. 


MAYO  FOUNDATION 

JULY  22,  1995  — Anatomy  and  Arthroplasty, 
Mayo  Medical  Center,  Rochester,  Minnesota, 
8.5  Category  1 AMA  hours,  Member  fee:  $ 1 50; 
Non-member  fee:  $200. 

Contact:  Barbara  L.  Porter,  Mayo  Foundation,  Section  of 
Continuing  Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  507-284-0026,  FAX:  507-284-0532. 

MAY  8 - 12,  1995  — 16th  Annual  Practice  of 
Internal  Medicine,  Mayo  Medical  Center,  Roch- 
ester,’ Minnesota,  31  Category  1 AMA  hours, 
Fee:  $525.00. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  1-800-323-2688,  FAX  507-284-0532.. 


JUNE  20-24,  1995  — Mayo  Internal  Medicine 
Eurodate  1995,  Program  Site:  Vienna,  Austra. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  toll  Free  800-323-2688  (US.)  or  507- 
284-8399.  FAX:  507-284-0532. 

NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

THURSDAY- WEDNESDAY,  MARCH  23-29, 1 995 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Silverado  Hotel,  Napa  Val- 
ley, California.  Target  Audience:  Pulmonary 
Physicians  and  Respiratory  Therapists.  Fee: 
$200. 

11  DAYS,  MARCH  27-APRIL  7,  1995  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska,  Target  Audi- 
ence: Family  Physicians,  Physician  Assistants. 
Fee:  $1150  - two  week  session,  $800  - one 
week  session,  $1300  - split  sessions. 

FRIDAY,  MARCH  31,  1995  — Gifford  Ophthal- 
mology Symposium,  University  of  Nebraska 
Medical  Center,  Eppley  Science  Hall.  Target 
Audience:  Ophthalmologists. 

FRIDAY,  APRIL  21,  1995  — 15th  Annual  Infec- 
tious Diseases  Symposium,  Boys  Town  Na- 
tional Research  Hospital  Auditorium.  Target 
Audience:  Family  Physicians,  Internists,  Infec- 
tious Diseases,  Hospital  Epidemiologists,  Clini- 
cal Pharmacists,  Nurses,  Laboratory  Personnel, 
Microbiologists. 
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1 1 DAYS,  APRIL  24-MAY  5,  1 995  — Family  Prac- 
tice Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Physician  Assistants.  Fee: 
$1150  - two  week  session,  $800  - one  week 
session,  $1300  - split  sessions. 

FRIDAY,  MAY  19,  1995  — Stroke  - Prevention, 
Treatment  and  Rehabillitaion,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians,  Fee:  $75.00. 

MONDAY-TUESDAY,  JUNE  2-3,  1 995  — Interna- 
tional Symposium:  Nuclear  Antigens  as  Targets 
for  Cancer  Therapy,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Oncologist/He- 
matologists and  Researchers.  Fee:  $200. 

FRIDAY-SATURDAY,  JUNE  16-17,  1995  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha  Marriott,  Omaha,  Ne- 
braska. Target  Audience:  Family  and  General 
Practitioners,  Internists,  Obstetricians,  and  Gy- 
necologists. Emergency  Physicians,  Physician 
Assistants.  Fee:  $200. 

TUESDAY-FRIDAY,  JULY  25-28,  1 995  — 2nd  An- 
nual Pan  Pacific  Lymphoma  Conference,  Ritz 
Carlton,  Maui,  Hawaii.  Target  Audience:  Physi- 
cians and  researchers  interested  in  the  field  of 
Oncology/Hematology.  Fee:  $450. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$85. 


MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska.Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

FRIDAY,  OCTOBER6, 1 995— 3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMCVM.  UNMC.  EDU. 
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NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  cr  resident  In  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  In  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  In  calendar  year  1995.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS  

PRESIDENT  - Frederick  F.  Paustian,  M.D.,  Omaha  EXECUTIVE  DIRECTOR  - William  L.  Schellpeper,  Lincoln 

PRESIDENT-ELECT  - David  L.  Bacon,  M.D.,  Kearney  ASSISTANT  EXECUTIVE  DIRECTOR  - James  K.  Ruigh,  Lincoln 

SECRETARY-TREASURER  - Chris  C.  Caudill,  M.D.,  Lincoln 


NMA  BOARD  OF  DIRECTORS 


Frederick  F.  Paustian,  M.O Omaha 

David  L.  Bacon,  M.D Kearney 

Chris  C.  Caudill,  M.D - Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Herbert  A.  Hartman,  Jr.,  M.D. Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

David  R.  Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

Richard  H.  Meissner,  M.D Omaha 

Scott  A.  Shipman Omaha 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder Omaha 

David  R.  Little,  M.D.,  Board  Liaison Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON 

ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

David  L.  Bacon,  M.D.,  Board  Liaison Kearney 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

John  M.  Ford,  M.D Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

H.  Russell  Semm,  M.D „ Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON 

HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D !. Beatrice 

John  L.  Reed,  M.D Lincoln 


SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

David  L.  Bacon,  M.D Kearney 

Sheila  S.  Ecklund,  R.N Lincoln 

Marcia  L.  Goering,  M.D Columbus 

Charles  D.  Gregorius,  M.D Lincoln 

William  F.  Gust,  M.D Omaha 

David  A.  Katz,  M.D Omaha 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 


AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 


Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Jehangir  B.  Bastani,  M.D Lincoln 

David  W.  Bouda,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Herbert  A.  Hartman,  Jr„  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Scott  P.  Liggett,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Rick  J.  Windle,  M.D Lincoln 

NMA  HEALTH  PLAN  TECHNICAL 
ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D. .Chairholder Lincoln 

David  L.  Bacon,  M.D Kearney 

Daniel  G.  Bohi,  M.D Omaha 

Jeffrey  L.  Susman,  M.D .....  Omaha 

Tom  F.  Tonniges,  M.D Hastings 

Rick  J.  Windle,  M.D. Lincoln 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Jack  K.  Lewis,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Richard  A.  Morin,  M.D Lincoln 

AD-HOC  COMMITTEE 
ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

C.  Lee  Retelsdorf,  M.D - Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL 
AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison ..  Columbus 
Bruce  Rowe,  MCH  Liaison Lincoln 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D -...Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D. Omaha 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  MNius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D _ Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Bushier,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Howard  W.  Needelman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 


SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 


Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON  LOW  LEVEL 

RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Norfolk 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison  ..  Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Karen  M.  Higgins,  M.D Grand  Island 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwame  J.  Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Herbert  E.  Reese,  M.D.,  Co-Chairholder Lincoln 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Allen  D.  Dvorak,  M.D Omaha 

Paul  E.  Collicott,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Jerald  R.  Schenken,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison ..  Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

David  J.  Hoelting,  M.D Pender 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Robert  E.  Quick,  M.D Crete 

C.  Lee  Retelsdorf,  M.D.._ Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro.  M.D Lincoln 

Duane  Sherwm,  M.D.,  Ph.D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Dorothy  A.  Zink,  M.D - Omaha 


Nebraska  Medical  Association  Officers  and  Commissions 


AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 


Chris  C.  Caudill,  M.O.,  Chairholder Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D. Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.O Lincoln 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwame  J.  Peetz,  M.D. Neligh 

Richard  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 


AD-HOC  COMMITTEE  ON  HEALTH 


POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Dale  E.  Michels,  M.D _ Lincoln 

William  R.  Palmer,  M.D Omaha 


AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 


Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison Lincoln 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D „ Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

*IMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D. Lincoln 


NMA  PRO  GRIEVANCE  COMMITTEE 


Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  AMBULA- 
TORY SURGICAL  CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Chairholder Omaha 

Joel  T.  Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W.  Quinlan,  M.D Omaha 

John  R.  Varvel,  M.D Lincoln 


NMA  RADIATION  SAFETY  WORKING  GROUP 


Darroll  J.  Loschen,  M.D.,  Chairholder York 

Charles  A.  Dobry,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  H.  Mclntire,  M.D Omjha 

Frederick  F.  Paustian,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder ....  Omaha 
Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 


Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison ..  Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Verlin  K.  Janzen,  M.O Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwame  J.  Peetz,  M.D. Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 


NM  A/CREIGHTON 
COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F.  Paustian,  M.D.,  NMA  Chairholder ....  Omaha 


Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F.  Paustian,  M.D.,  NMA  Chairholder ....  Omaha 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  E.  Borg,  M.D Falls  City 

Suzanne  W.  Braddock,  M.D Omaha 

H.  Jeoffrey  Deaths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

David  R.  Little,  M.D.,  Board  Liaison Hastings 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D „ Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D, 
Barton  D.  Urbauer,  M.D. 

INTERNAL  MEDICINE 

William  J Landis,  M.D. 


GRAND  ISLAND 
CLINIC  INC 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 

PEDIATRICS 


OBSTETRICS  - GYNECOLOGY 

John  P.  Reilly.  M.D 


Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 
Stephen  L.  O'Grady,  M.D. 
SURGERY 
James  V.  Reiss,  M.D. 

11-95 


308-382-1100 

NEBRASKA 

L 

BURN 

CARE 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


8-95 


CENTRAL  NEBRASKA 
CARDIOLOGY  CONSULTANTS,  P.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomate  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:  (308) 382-1 430 

Grand  Island,  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St.,  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-96 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4.95 
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eye. 


j surgical 
r associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood.  M.D 
Max  W.  Linder,  M.D 
Gregory  E.  Sutton,  M.D 
Vincent  J Sutton,  M.D. 


SATELLITE  CLINICS 

Beatrice,  Nebraska 
Soriana,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva  Nebraska 
Nebraska  City,  Nebraska 
Syracuse.  Nebraska 
Tecxmseh,  Nebraska 
Marysville,  Kansas 

12-95 


LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)  489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D.,  F.A.C.O.G 

Joseph  G.  Rogers.  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G. 

Gregory W.  Heidnck.  M.D. . F.A.C.O.G. 

YvonneK.  Davenport,  M.D. . F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISk  OBSTETRICS 

i—  24  HOURS  - 7 DAYS  A WEEK  — i 

• PELVIC  ULTRASOUND 

483-7641 

• GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  ot  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALlu  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street* *  Suite  100*  Lincoln.  NE  68510  11 -95 


I NEBRASKA 
I ORTHOPAEDIC 
L—.ASSOCIATES 
| P.C} 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-95 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-95 


pathology 

medical 

services 

pc. 


© 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY.  M.D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAEL  J.  DUGGAN,  M.D. 

DONALD  A.  DYNEK.  M.D. 
GEORGE  E.  GAM  MEL,  M.D. 
PATRICKA.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M O. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-95 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  685 1 0 
(402)489-8888  s-95 


G PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology’  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


RAIRIfi  SURGICAL 

ASSOCIATES  P C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly.  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 
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OMAHA,  cont. 


OMAHA,  cont. 


T TEology 

Adult  & Pediatric 

V_^enterv 

Urology 

Hal  K.  Mardis,  M.D.,  F.AC.S.  R.  Michael  Kroeger,  M.D.,  F.AC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.AC.S.  Peter  M.  Gordon,  M.D.,  FA.C.S. 

Jeoffrey  Deeths,  M.D.,  F.AC.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S.  90th Street 
Omaha,  NE  681 14 
(402)  397-9800 
800-8824770 

• Satellite  Clinic 
Papillion,  NE 

3-95 

GROSS  IWERSEN  KRAT0CHV1L  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS.  M.D. 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C.  FITZGIBBONS.M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foot  & Ankle 

Work  Related  Injuries  & Evaluations  • Shoulder  & Elbow 

CALLS  ANSWERED 24  HOU RS 

771 0 Mercy  Rd.  Suite  500 399-8550 

Appointments 399-8484  Billing 399-9301 

3-95 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 

3-95 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

Midwest  Allergy 

OMAHA  - 8SS2  CASS  ST. 

1406  W.  CENTER  RD. 

& 

402-397-7400 

Asthma  Clinic  Inc. 

FREMONT  - 415  EAST  23rd  ST 

402-397-7400 

COLUMBUS  • 2363  18th  AV. 

Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 

402-563-3379 

Diseases  and  Asthma 

Stanley  L.  Davis,  M.D. 

NORFOLK  • 1300  NEBRASKA  AV. 

M.  Ross  Thomas,  M.D.  Board  Certified 

Thomas  C.  Nilsson,  M.D.  /n  Mult 

402-379-7400 

Kevin  R.  Murphy,  M.D.  . . . .,  , . 

Mark  C.  Wilson,  M.D. 

Jeffrey  S.  Nelson,  M.D.  Asthma  s 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

George  A.  Zieg,  M.D.  Clinical  Immunology 

3-95 

FIRSTISMH 

81 1 1 Dodge  St. 
Omaha,  NE 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)  390-81 1 1 

of  Expert  Eye  Care 

Stanley  M.  Truhlsen,  M.D., 
emeritus 

210  Regency  Pkwy. 
Omaha,  NE 

C.  Rex  Latta.  M.D. 

68114-3726 

(402)  391-3131 

John  W.  Pemberton,  M.D. 

John  T.  Ramsell,  M.D. 

4242  Famam  St. 

Donald  L.  Arkfeld.  M.D. 

Omaha,  NE 
68131-2810 

Raymond  M.  Crossman,  III,  M.D. 

(402)  552-2300 

D.  Francis  Arkfeld,  M.D. 

3353  L St. 

Camilla  R.  Parson,  M.D. 

Omaha,  NE 

Michael  L.  Goldstein.  M.D 

68107-2500 

1 

Since  1886 

(402)  390-81 1 1 

5-95 

NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102 
Omaha,  Nebraska  68154-4438 

402-496-0404 


24-Hour  Trauma  Coverage 

1-800-496-0403 

8-95 
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PHYSICIAN'S  DIRECTORY,  cont. 


1 OMAHA,  cont  1 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402) 390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 


| SCOTTSBLUFF  | 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
C HADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  •F"  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731  -4145 

WATS:  800-642-1117  1-96 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 

7441  ■O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  I A 50021,  phone  1-800- 
729-7813  or  51 5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acule  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  50021,  phone  1 -800-729-78 1 3 . 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

INTERNAL  MEDICINE,  CARROLL,  IOWA:  Out- 
standing professional  opportunity  for  an  internal 
medicine  physician  in  a progressive,  safe  and  clean 
community  of  10,000  located  in  west  central  Iowa, 
90  miles  from  Des  Moines,  Iowa  or  Omaha,  Ne- 
braska. This  opportunity  is  available  for  either  an  in 
practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excel- 
lent schools  (Catholic  and  public),  quality  hospital 
featuring  a radiation  oncology  center,  dialysis  cen- 
ter, and  a new  32,000  sq.  ft.  outpatient  addition. 
Significant  income  potential  available.  For  more 
information,  call  Randy  Simmons,  Vice  President,  at 
1-800-382-4197  or  write  St.  Anthony  Regional  Hos- 
pital, South  Clark  Street,  Carroll,  I A 51401. 

NEBRASKA  PSYCHIATRIST:  Vacancy  for  BC/BE 
Psychiatrist  at  VA  Medical  Center,  Lincoln,  Ne- 
braska. The  Center  is  affiliated  with  University  of 


Nebraska  Medical  Center.  Expanded  compensation 
package  and  relocation  expenses.  Lincoln  offers  a 
university  setting  in  a pleasant  environment.  F.E. 
Whitla,  M.D.,  Chief,  Psychiatry  Service,  VA  Medical 
Center,  600  S.  70th  St.,  Lincoln,  NE  685 1 0,  (402)  489- 
3802,  Ext.  6630. 

LINCOLN  NEBRASKA:  Progressive  practice  with 
opportunity  to  practice  with  BC  colleagues  in  all 
areas  of  primary  care.  Full  professional  autonomy 
with  solid  financial  security.  Call  of  1:7.  Contact 
Bernie  Wiesemann,  1-800-765-3055  or  fax  your  CV 
to  314-726-3009.  Mailing  address:  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105. 

LINCOLN  NEBRASKA:  Progressive  practice  with 
BC  colleagues  in  all  areas  of  primary  care.  Competi- 
tive compensation.  Call  of  1 :7.  Great  security  and 
time  for  family  and  personal  interests.  Contact  Bernie 
Wiesemann,  1 -800-765-3055  or  fax  your  CV  to  3 1 4- 
726-3009.  Mailing  address  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105. 

FOR  SALE:  Kodak  Ektachem  DT60  II  analyzer, 
Kodak  Ektachem  DTE  II  and  Ecktachem  DTSC  II 
modules.  Reflectance  spectrophotometry  chemistry 
test  results  are  available  in  approximately  5 minutes. 
Proficiency  testing  for  1994  was  100%  satisfactory. 
Please  call  Dr.  Schwid  or  Sue  at  402-393-1741. 

WANTED:  Three  Family  Practitioners  in  Colum- 
bus, NE  are  seeking  a fourth  Family  Practitioner.  An 
active  practice  in  a new  building  dose  to  the  hospital. 
An  excellent  opportunity  in  a progressive  NE  com- 
munity. Please  call  1-800-490-1888. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska.  Ob- 
stetrics required.  Send  CV  to  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902  20th  St.,  Gothenburg,  NE  69138. 

FOR  SALE:  Family  practice  opportunity  to  assume 
a 36  year  practice  in  Colorado  Springs,  CO.  Call 
719-632-6676. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  FirsTier  Bank,  is  proud  to  offer  a VISA1  Gold 
Card  with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 

Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA*  Phone.  The  calling  card  feature 
on  your  VISA®  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000  Travel  Accident  Insurance 

Entire  family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

- Legal  Referral  Assistance 

- Auto  Rental  Assistance 

- Pre-Trip  Assistance 

- Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  FirsTier  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date 

City 

State 

ZIP 

RentTHouse  Payment  $ 

Previous  Address 

City 

State  ZIP 

E mployer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Income  $ 

No.  of  years 

Home  Phone  ( ) 

ncorre  Tom  alenony  ch*d  support  ex  separate  mair.tenar.ee  payments  r.eeo  r.ol  be  ^ 

Other  Income  rarealed*  you  do  not  Choose  to  have  it  cor.sdared  as  a basis  lor  iepay*>gthia  obbganon  § 

Name  of  nearest  relative  not  living  with  you  Address  City  State  ZIP  Relationship 

Financial  Institution  Address  City  State  ZIP 

SavingB  Acct-  # 

Checking  Acct-  # 

CO-APPLICANT 

Name 

Address 

Birth  Date 

City 

State 

ZIP 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Income  $ 

No.  of  years 

Home  Phone  ( )_ 

_ . _ income  Tom  alimony  c**<J  9uppon  or  separate  mamienar.ee  payments  reed  no  oe  £ 

Other  InCOme  revealed*  you  do  noi  choose 'o  have  i' con9darea  as  a bas.sior  repaying  m.s  ootgator  v 

TRANSFER  CURRENT  ACCOUNT 

I authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balance  $ 

Payment 

Aadress 

Account  Number 

Balance  $ 

Payment 

Address 

SIGNATURES 

warrant  i am  19  years  oi  age  or  older  and  3ut»ect  to  no  legal  ttsabtity  and  riat  everything  staled  in  this  applicator  is  tiue  and  complete  FirsTier  Bar*  is  authorized  to  investigate  the  r.tormation  ob'am  my  credit  repons  answer  inquires  abou'  its  credi'  experience  with 
me  and  reques'  addtonal  r.tormation  as  necessary  to  process  'his  application  My  sgraiure  naca’es  agreement  to  terms  and  commons  accompanying  tie  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signature  Date 


Meir.od  oi  Computng  the  Balance  tor  P^chases 

"wo  Cycle  Average  Daily  Balance  (excluding  new  purchases: 

Annual  Fee 

SO 

^a'e  Fee  Overtmit  Fee  and  Returned  Check 
Cr^rge 

1 Late  Paymen' iee  - $15  00 

2 Overtmit  tee  - $15  00 

3 Reamed  check  lee  - $15  00 

Annua'  Percentage  Rate  lor  Purchases 

Today's  rate  would  be  16  9%  APR 

Variable  Rate  htormation 

"he  vanabie  rate  wit  be  determined  by  the  'Pnrne  Rate"  published  n tie 
Wall  Street  Journal  on  me  second  Tuesday  ot  March  June  September  and 
December  The  crert'  card  rate  wti  be  the  'Pnrne*  plus  8 4%  win  a mini- 
mum rate  ot  15  9%  APR 

Grace  Period  tor  Payment  ot  Purchases 

you  nave  25  days  from  the  Mting  cycle  ciosrg  da*e  <o  repay  your 
balance  m tun  betore  Deng  charged  a tar.ee  charge  tor  current  biting  cycle 
Purchases 

The  .rtormaior.  about  ihe  costs  ot  tie  card  described  r.  r.is  appucaion  is  accurate  as  ot  February  1995  when  it  was  omted 
This  miormation  may  change  alter  the  pnntr.g  da'e  To  Ind  oj'  wna'  may  have  charged  call  us  at  1-800-432-3209  Or.  wme 

•o  us  at  Firmer  Bar*  creat  card  center  po  box  7 Omaha  ne  s8 ioi -0007  Fir^TieV*  Bank  N.A.  Member  FDIC 


If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


The  lightweight  champion 
of  the  world. 


At  3.9  ounces,  the  Motorola  MicroTAC  Elite  DPC  is  the  world's  lightest  cellular 
phone — but  it  still  packs  some  very  heavyweight  features. 

• Weighs  just  3.9  ounces — less  than  a D size  battery. 

• The  smallest  Motorola  MicroTAC  model  yet. 

• Lithium  Ion  "smart"  batteries  for  more  talk  time  with  less  weight. 

• Optional  digital  answering  machine.  The  only  cellular  pocket  phone  to  offer  this 
feature. 


$C/\  now  on  Purchase  of  the  Motorola  MicroTAC  Elite  DPC  with 
t^ClV  C Jv  your  Nebraska  Medical  Association  membership.  The  Association 
will  also  receive  non-dues  income  from  your  purchase. 
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St.  Paul  Medical  Services 
M.C.  105X 
385  Washington  St. 

St.  Paul.  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
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Pin£  Health  Care 

Close  Home. 


"/«  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioYascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


VsS 


We  can  help 
your  most 


difficult  cases. 


Madonna  Rehabilitation  Hospital  has  a specialized,  hospital-licensed  unit 
to  meet  the  needs  of  Nebraska's  catastrophically  ill  or  injured  children  and 
adults.  The  20-bed  Complex  Medical  & Rehabilitation  Unit  offers  good 
outcomes  for  lower  cost  and  our  rehabilitation  emphasis  often  means  patients 
return  home  earlier  than  in  other  programs. 


Your  patient  could  benefit  from 
Madonna's  specialized  care  if: 


the  patient  requires  the  assistance  of  a mechanical  ventilator 
the  patient  is  a victim  of  multisystem  failure 
the  patient  needs:  / Mechanical  ventilation 


/ Chest  tubes 

/ Tracheostomy  care  with  extensive  respiratory  needs 
/ Extensive  wound  care 
/ Pain  management 
/ Long-term  IV  and  antibiotic  therapy 
/ MRSA 
/ TPN 

/ Upper  airway  management 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  68506  • 800-676-5448 
Admissions  • Darlene  Barker,  RN  • 402-483-9525 


Storz 

Cancer  Institute 


1 • iving  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical , 

emotional , social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  arid  dealing  with  these  special  concerns. 

Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  sendees  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physical 
therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552--6932. 
or  call  MD  Source  tolUfree  at  l-800-552'5552 

CLARKSON 
u.  HOSPITAL 


Clarkson  Hospital  • 4350  Dewey  Avenue  • Omaha,  Nebraska  68105-1018 
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Plan  to  Attend 

THE  INAUGURAL  BANQUET 

All  physicians  and  spouses  are  cordially  invited  to  attend  the 
installation  of  David  L.  Bacon,  M.D.  as  President  of  the 
Nebraska  Medical  Association  and  recognition  of  Carmen 
Kleager  as  President  of  the  Nebraska  Medical  Association 
Alliance.  Dance  to  the  music  of  Craig  Estudillo  following  the 
evening's  festivities. 


David  L.  Bacon,  M.D. 


5.30  p.m. 
6:30  p.m. 
7:00  p.m. 


Presidents'  Reception  (cash  bar) 

Inaugural  Ceremony 

Dinner  followed  by  dancing  - $29.50 
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Cornhusker  Hotel,  Lincoln,  Nebraska 
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MEDICINE  IN  TRANSITION  - STRATEGIES  FOR  CHANGE 

8:00  a.m.  • The  Managed  Care  Market  William  j.  Walsh,  Scottsdale,  az 

• Managing  Your  Managed  Care  Practice  Latham  Williams,  Chicago,  il 

. . . Philip  J.  Hofschire,  M.D. 

• Options  and  Opportunities  Kenton  L .Shaffer,  M.D.,  Kearney 

"Strategies  for  Change"  is  the  first  in  a series  of  workshops  that  the  American  Medical  Association  will  offer 
as  part  of  its  comprehensive  Medicine  in  Transition  program  designed  to  provide  physicians  with  practical 
assistance  in  responding  effectively  to  the  emerging  new  health  care  environment. 

12.00  noon  — General  Session  Luncheon  - Humorist  Shirley  Lueth,  Aurora 

A PARTNERSHIP  IN  PATIENT  CARE  — 
PHYSICIANS  AND  MID-LEVEL  PRACTITIONERS 

1 :00  p.m.  — What  makes  an  effective  relationship  between  a physician  and  a nurse  practitioner  or 
physician  assistant?  What  is  the  education  and  scope  of  practice  for  nurse  practitioners 
and  physician  assistants?  These  and  other  issues  of  importance  will  be  discussed 
during  this  informative  program. 

Saturday,  April  29, 1995 
Cornhusker  Hotel,  Lincoln,  Nebraska 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph.D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Joseph E.  Johnson, M.D.,  FACP,  Int.  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
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American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
O.  Wayne  Houser,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 


Send  Young  Patients  On  An 

Adventure  In 


Healthy  Eating 


When  you’re  1 2 you’ll  eat  anything  that 
resembles  food,  but  nothing  recom- 
mended by  an  adult.  However,  you  may 
pay  attention  to  an  exciting  video  that 
transforms  your  body  into  a manned 
spaceship  fueled  by  what  you  eat. 

Your  eating  habits  may  improve 
without  even  realizing  it! 


“Eating  Healthy:  The  Adventure  Begins”  is 
a multimedia  health  education  program  that 
captures  the  attention  of  today’s  technol- 
ogy-savvy young  people.  They’ll  learn  how 
to  eat  healthy — and  may  even  want  to  eat 
healthy — after  you  present  this  colorful  in- 
school program. 


This  action-packed  kit  was  developed  with  the  Illinois  Academy  of  Family 
Physicians  for  grades  4 to  6.  It  is  reviewed  favorably  by  the  American 
Academy  of  Family  Physicians  Foundation.  This  integrated  program  includes: 

• A 10-minute  video 

• Teaching  guide  and  scripts 

• Overhead  transparencies 

• Food  Guide  Pyramid  poster  and  handouts 

This  entire  kit  is  yours  free  of  charge.  To  order  yours  today,  contact  the 
Nebraska  Beef  Council. 


Nebraska  Beef  Council 

P.O.  Box  2108  • Kearney,  Nebraska  68848-2108 
800/421-5326  • 308/234-8701  fax 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


PRIMARY  CARE 
PHYSICIANS 

Heartland  Primary  Care  is  seeking  BE/BC  Primary  Care  physicians  who 
desire  to  join  a progressive,  hospital-employed  group  practice.  You'll  be 
involved  in  all  aspects  of  family  medicine  except  obstetrics,  providing  clinical 
coverage  at  a new  hospital-based  ambulatory  care  center  and  satellite  offices 
in  St  Joseph  and  nearby  communities.  To  allow  flexibility  for  your  personal 
life,  you'll  share  call  with  other  members  of  the  Heartland  Health  System 
Department  of  Primary  Care. 

Heartland  Health  System  is  a 600-bed  bi-campus  regional  referral  center, 
serving  29  counties  in  Northwest  Missouri  and  adjacent  areas  of  Kansas,  Iowa 
and  Nebraska. 

• Guaranteed  salary  of  $135,000  per  year 

• Medical  student  loan  repayment  options 

• Malpractice  insurance 

• Health  and  life  insurance 

• Vacation 

• Relocation  expenses  are  provided. 

For  more  information  call  Rhonda,  800-455-2480  or  Heidi,  800-455-2485. 
Send  CV  to  Heartland  Health  System,  Medical  Staff  Development,  5325 
Faraon,  St.  Joseph,  MO  64506  or  Fax  to  816-271-6146. 


Heartland 
Health  System 


EOE 


NMA  NEWS  NOTE 

BLUE  CROSS/BLUE  SHIELD 
PREMIUM  HOLIDAY 

In  1993,  the  NMA  Board  of  Directors  nego- 
tiated a Settlement/Participation  Agreement 
with  Nebraska  Blue  Cross/Blue  Shield  for  the 
association  member  group  contract.  The  pro- 
gram experienced  a highly  successful  financial 
year  in  1994  which  allowed  for  a Premium 
Holiday  for  the  month  of  March  1 995.  The  plan 
provides  coverage  to  NMA  members,  their 
families,  and  their  staff. 

The  Board  of  Directors  has  expanded  avail- 
able coverage  options  to  include  PPO  cover- 
age, a prescription  drug  card  option,  and  the 
number  of  participants  in  an  office  required  to 
apply  for  dental  coverage  has  been  reduced. 

NMA  members  not  currently  covered  by  the 
plan  are  encouraged  to  obtain  information  by 
contracting  Debbie  Lee  at  Blue  Cross/Blue 
Shield  in  Omaha  at  (402)  390-1849  or  toll  free 
1-800-782-8895. 
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You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 


AMERICAN 
V CANCER 
f SOCIETY' 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cervical  Cancer  Program 
Nebraska  Department  of  Health 


NEBRASKA 

MEDICAL 

ASSOCIATION 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure.  Executive  Vice  President 

8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St. , Omaha,  NE  6813 1 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106- 1044 

Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D. , Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  PhD.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7 10 1 N ewport  Ave. , #301,  Omaha,  NE  68152-21 16 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68 198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H Mehr.M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K.  Koerber,  M.D.,  President 
233  So.  13th St. , Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph D.  Lynch, M.D. .President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D. , Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Exec.  Director 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M D , President 

233  S.  13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 

Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 

Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D.,  Director 

P.O,  Box  95007, 301  Centennial  Mall  So. , Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm,  RD,  CN 
6300  Cornell  Road,  Lincoln,  NE  68516 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13thSt., Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233 So.  13thSt.,  Suite  1512,  Lincoln, NE  68508-2091 
Nebraska  Nurses  Association 

1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D 
2221 S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D. , President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gurney,  M.D.,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S.  10  th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D. , President 
2 121 S.  56th  St. , Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H.  Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D. , President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M.  Horrocks,  M.D. , President 
233  So.  13th  St., Suite #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St. , Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87  th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
30 1 Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr. , #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 


Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 


rJ t/ie  Q%ea///i 

800/344-1899 


INTERNISTS 

Caring,  Innovation, 
Quality  . . . 

These  three  words  explain  the  high  stan- 
dards of  Humana  Health  Care  Plans.  As 
Humana's  prominent  HMO  in  Kansas  City, 
we  provide  an  atmosphere  that  promotes 
physician  involvement  in  practice  and  orga- 
nization management,  while  providing  relief 
from  the  less  pleasant  aspects  of  fee- 
for-service  practice.  Currently  we  need  an 
Internal  Medicine  physician  for  one  of  our 
suburban  facilities.  Explore  the  opportunity 
to  practice  sensitive,  sophisticated  medi- 
cine at  Humana  Health  Care  Plans.  Send 
your  CV  to:  Martha  Goodall,  Humana 
Health  Care  Plans,  10450  Holmes,  2nd 
Floor,  Kansas  City,  MO  64131,  (816) 
941-8900.  EOE  M/F. 


Eighteenth  Annual 
Black  Hills  Seminar 

Advances  in 
Clinical  Pediatrics 

June  21-23, 1995 

Rushmore  Plaza  Holiday  Inn  - Rapid  City,  SD 
sponsored  by 

University  of  South  Dakota  School  of  Medicine 
In  Association  with:  the  Annual  Meeting  of  the 
South  Dakota  Chapter  of  the  A.A.P. 

Topics  include:  Nephrology,  Genetics  & Dysmorphology,  Infectious 
Disease,  Dermatology,  Neonatology,  Developmental  Pediatrics. 
Appropriate  CME  Credit  is  being  sought. 

Contact: 

LAWRENCE  R.  WELLMAN,  M.D.  or  JOAN  BEVERS 
USD  School  of  Medicine 

1 1 00  s.  Euclid  Ave.,  P.0.  Box  5039,  Sioux  Falls,  SD  571 1 7-5039 
Phone:  605-333-7178  Fax:  (605)  333-1585 


Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Bartling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  your  delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  6851 6 

(402)  421-1600 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


A change  in  appetite,  loss  of  interest,  disturbed 
or  restless  sleep,  low  energy  level  and  a feeling 
of  hopelessness  are  all  symptomatic  of  depres- 
sion, a readily  treatable  condition.  As  a physician, 
you  can  depend  on  our  professional  staff  of 
physicians,  counselors  and  master's  level  thera- 
pists to  work  with  you  to  help  your  patient.  We 
can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


-8 

-782-3160 
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RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 
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The  300,000  member  physicians  of  the 
From:  American  Medical  Association 

Re;  Getting  the  job  done  on  health  care 
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generation  of  elderly  and  disabled.  e 

Medica.  Savings  Accounts  - Make  MSAs  available  so  people  can  pay 
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Patient  Protections  Enh  P g abQUt  patient  care. 

to  defensive  medicine.  ever-incieasing  burden  of 
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that  cost  billions  of  dolla  difference  for  all  of 

These  measures  are  sensible  things  wf 
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help  make  these  things  happen.  
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that  every  American  will  join  us. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


PRESIDENT'S  PAGE 


Concluding  Comments  and  Future  Projections 


FREDERICK  F.  PAUSTIAN,  M.D. 


The  1994-1995  Nebraska  Medical  Associa- 
tion President's  year  has  been  a fascinating 
challenge  to  manage  a wide  variety  of  sub- 
jects, issues,  and  problems.  To  be  effective,  it 
was  necessary  to  assimilate  a large  amount  of 
information,  respond  to  numerous  phone  calls 
and  average  two  trips  per  week  between  Lin- 
coln and  Omaha  so  as  to  attend  Association 
meetings  and  coordinate  their  outcome.  Of 
major  importance  was  the  initiation  of  an  inter- 
nal study  of  our  Association's  organizational 
structure  and  function  for  the  purpose  of  mak- 
ing it  more  efficient  and  responsive  and  to 
provide  better  representation  for  all  physician 
members  from  all  areas  of  the  state.  The  pro- 
ductivity of  the  very  energetic  and  highly  in- 
volved membership  has  made  the  year  very 
enjoyable  and  worthwhile. 

The  performance  of  the  Association  is  a 
direct  result  of  the  very  efficient,  dedicated, 
committed  staff  headed  by  our  Executive  Di- 
rector, William  Schellpeper,  and  Assistant  Ex- 
ecutive Director,  James  Ruigh.  These  two 
gentlemen  are  responsible  for  directing  the 
assembly  and  organization  of  all  of  the  work- 
ing materials,  managing  the  logistics  and  staff- 
ing of  the  numerous  meetings  and  providing 
the  very  necessary  counseling  so  as  to  main- 
tain consistency  of  function  and  purpose.  The 
ladies  of  the  office,  Kelly  Madchero,  Bobbie 
Mayrose,  Janet  Swanson,  Kris  Lawton  and  the 
newest  member  of  the  firm  Judy  King,  make 
certain  that  all  facets  of  the  Association  opera- 
tions are  given  detailed  attention.  These  re- 
sponsibilities range  from  timely  and  courteous 
disposition  of  the  numerous  telephone  calls 
and  visitors  to  thorough  membership  manage- 
ment, researching  and  developing  background 
information,  preparation  of  agenda,  related 
support  documents  and  minutes  for  all  meet- 
ings, arranging  travel  and  support  services, 
and  expertly  handling  the  inquiries  and  con- 
cerns of  the  members.  I will  be  eternally  grate- 
ful to  this  staff  for  the  very  high  quality  of  their 
support  and  performance  without  which  the 
organization  could  not  operate. 

I wish  to  commend  the  Speaker,  Richard 
Meissner,  Vice  Speaker,  Dave  Little,  and  the 


Frederick  F.  Paustian,  M.D. 


House  of  Delegates  for  their  effectiveness  in 
directing  and  discussing  the  problems  facing 
the  Association  and  developing  methods  of 
management  for  appropriate  conclusions. 

Our  AMA  delegation  again  proved  to  be 
most  capable  in  carrying  forward  multiple  reso- 
lutions from  the  State  of  Nebraska  for  positive 
action  by  the  AMA  House  of  Delegates.  Their 
expertise  in  interacting  with  other  delegates  so 
as  to  gain  support  for  our  needs  or  position 
was  outstanding.  In  addition,  the  delegation 
report  kept  the  Nebraska  Medical  Association 
members  very  well  informed  as  to  the  events 
taking  place  across  the  nation  as  regards  health 
system  reform  and  management  of  physician 
practice  and  delivery  of  health  care  in  a chang- 
ing environment. 

During  the  current  Nebraska  Legislative  ses- 
sion I was  very  pleased  to  see  how  effective 
our  lobbyists  Chuck  Pallesen  and  David  Buntain 
were  in  expressing  the  concerns  and  needs  of 
our  physician  members  to  the  various  legisla- 
tive committees  and  individual  legislators.  With- 
out their  guidance  and  planning  it  would  have 
been  very  difficult  for  the  membership  of  the 
Association  to  impact  our  state  senators.  Their 
support  for  our  positions  is  greatly  appreci- 
ated. 

I wish  to  express  my  appreciation  to  the  Execu- 
tive Committee  of  the  Association,  the  Board  of 
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Directors,  and  the  commission  and  committee 
chairholders  and  members  who  gave  unselfishly 
of  their  time  to  study  issues  and  problems  and 
provide  well  considered  commentary  resulting  in 
appropriate  management  of  Association  affairs. 
Of  particular  importance  was  the  wise  counsel 
and  stabilizing  influence  of  Bob  Shapiro,  the  Im- 
mediate Past  President,  and  Chris  Caudill,  the 
Secretary /Treasurer.  Dave  Bacon,  President-Elect, 
and  Darroll  Loschen,  the  Past  President,  were 
most  effective  in  organizing  the  Greater  Nebraska 
Caucus  into  an  effective  voice  for  our  rural  physi- 
cians and  providing  leadership  for  the  develop- 
ment of  physician  organizations  throughout  the 
rural  areas  of  the  state.  Dale  Michels  was  outstand- 
ing in  his  management  of  committee  activities 
pertaining  to  health  care  insurance  and  medical 
delivery  systems  and  developing  industry  support 
for  the  patient  protection  act  legislation.  I am  very 
appreciative  of  Joel  Johnson's  effort  in  developing 
the  thinking  and  managing  the  meetings  pertain- 
ing to  the  consideration  of  structural  reorganiza- 
tion of  our  Association  through  his  work  as 
Chairholder  of  the  Commission  on  Association 
Affairs. 

As  my  presidency  of  the  Association  comes  to 
an  end,  I wish  to  leave  with  the  membership  of  the 
Association  some  thoughts  for  the  future,  as  to 
how  our  organization  might  be  even  more  effec- 
tive in  the  support  of  our  patients,  the  health  care 
requirements  of  the  state  and  the  needs  of  our 
members.  These  thoughts  are  not  presented  in 
order  of  importance  or  priority,  but  hopefully,  will 
stimulate  deliberation  or  be  applied  as  deemed 
desirable. 

1 . To  succeed  in  the  future  the  NMA  must  not 
only  change  the  way  it  acts  but  must  also 
change  the  way  it  thinks  about  the  future  of 
the  organization. 

2.  The  NMA  structure  and  governance  must 
be  conceived  so  as  to  allow  for  speed  of 
information  exchange  and  action,  flexibil- 
ity of  position,  and  comprehension  of  risk 
with  resultant  informed  conclusions. 

3.  So  as  to  effectively  lead,  manage,  and 
influence  as  an  organization  in  a timely 
manner,  the  NMA  must  learn  to  utilize  the 
new  technologies  of  long  distance  interac- 
tive communication  as  audio-visual 
conferencing  and  personal  computer  mes- 
saging. 


4.  The  NMA  must  employ  rapid  response 
survey  instruments  so  as  to  determine  issue 
positions  from  either  a broad  or  focused 
group  member  perspective. 

5.  The  NMA  must  continually  seek  ways  of 
modifying  its  organization  and  its  services 
so  as  to  be  responsive  to  the  needs  of  the 
membership  and  the  communities  which 
the  members  serve. 

6.  The  NMA  must  recognize  the  diversifying 
population  of  the  State  of  Nebraska,  and 
must  seek  out  and  include  associated  cul- 
turally diverse  physicians  in  our  organiza- 
tion. 

7.  As  economics,  consumerism,  and  competi- 
tion force  alliances  and  segregation  of  phy- 
sicians, the  NMA,  through  professionalism 
and  service,  must  strive  for  cohesiveness 
and  aggregation  of  physicians  so  as  to 
speak  for  medicine  in  the  development  of 
health  policy  for  all  citizens  of  the  state. 

8.  The  NMA  must  develop  liaison  with  other 
professional  organizations,  both  physician 
and  non-physician,  so  as  to  comprehend 
respective  problems  and,  where  possible, 
work  in  concert  to  achieve  mutual  goals. 

9.  Through  its  organizational  structures,  the 
NMA  must  develop  community  and  gov- 
ernment agency  liaison  and  partnerships  to 
more  effectively  meet  the  health  needs  of 
the  local  community  and  the  state. 

10.  The  NMA  must  recognize  the  exceptional 
performance  and  contributions  of  its  mem- 
bers as  practitioners  of  medicine  and  for 
achieving  the  objectives  and  goals  of  the 
Association  on  behalf  of  the  membership. 

As  the  Nebraska  Medical  Association  undergoes 
extensive  and  intense  deliberations  concerning  its 
structural  reorganization  and  strategic  planning 
for  the  future,  it  is  suggested  these  ten  points  be 
given  consideration. 

I have  truly  enjoyed  serving  as  your  president 
during  the  past  year  and  preparing  the  informa- 
tional and,  hopefully,  thought-provoking  President's 
Pages.  As  the  organization  reconfigures  its  sys- 
tems and  functions  so  as  to  be  more  effective,  I 
shall  be  pleased  to  be  of  service  as  needed  and 
desired. 


CORRECTION  FOR  MARCH  PRESIDENTS  PACE 

Regarding  page  50,  2nd  Paragraph  from  bottom  in  left  column,  paragraph  should  read:  It  is  very  evident  there  is  a great 
educational  difference  between  the  two  levels  of  ARNP  competency  which  would  not  be  easily  recognized  by  the  public. 
When  compared  to  the  educational  requirements  for  an  independent  practicing  physician  the  differences  are  even  more 
striking:  a minimum  of  three  years  of  broad  based  college  education,  four  years  of  medical  school,  and  a minimum  of  three 
years  of  graduate  medical  education  in  any  one  of  the  various  specialties  of  medicine. 
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GUEST  EDITORIAL 


Play  Ball! 


MICHAEL  A.  SCHMIDT,  M.D.,  Ph.D 

Pediatric  & Medical  Genetics  Services 
600  N.  Cotner,  Suite  1 19 
Lincoln,  NE  68505 


At  the  time  that  I write  this  editorial,  the 
baseball  strike  is  still  unsettled  and  the  threat 
of  binding  arbitration  looms  overhead.  As  I 
browse  other  newspapers,  both  scientific 
medical  and  lay-medical  (The  Lincoln  Jour- 
nal-Star and  World  Herald)  I see  many  ar- 
ticles about  health  care  reform,  including 
local  issues  of  access  to  care  and  Medicaid 
reform  to  managed  care  programs.  In  a con- 
voluted sense  it  occurs  to  me  that  there  are 
eerie  similarities  in  these  two  situations. 
Baseball  management  wants  to  cut  costs  by 
several  means  including  imposing  salary  caps 
and  redistribution  of  some  profits  from  win- 
ning clubs  to  losing  organizations.  Currently, 
spring  training  and  exhibition  games  are 
occurring  with  replacement  players  in  an 
attempt  to  create  a season  for  the  fans. 

Baseball  is  an  American  essential.  The 
fans  need  this  to  fill  some  void;  therefore, 
baseball  management  must  struggle  to  find 
a way  to  provide  the  service  within  their 
current  budget.  Major  league  baseball  play- 
ers decided  last  August  that  they  need  a 
certain  income  and  other  amenities  in  their 
contracts  or  they  just  can't  play  ball  for  the 
fans.  Apparently,  their  true  love  for  the  game 
should  be  measured  by  the  thickness  of 
their  wallet,  although  in  fairness  to  the  base- 
ball players,  I remember  a few  medical  school 
classmates  that  chose  their  type  of  residency 
from  the  reports  in  Medical  Economics.  With 
the  early  threats  of  creating  teams  with  re- 
placement players  and  now  having  spring 
training  started,  the  player's  union  was  quick 
to  mention  quality  of  play  and  question 
whether  the  fans  would  pay  full  ticket  prices 
for  those  games.  Recently,  in  Philadelphia 
and  other  Eastern  cities,  they  engaged  in 
HMO  wars  whereby  premiums  were  cut  in 
an  effort  to  get  a larger  market  share  of  the 
fans,  oops,  I mean  patients.  Caught  in  the 
middle  of  all  these  discussions,  probably 
without  representation,  are  the  thousands 
of  vendors  and  maintenance  crews  that  are 
all  part  of  the  game.  Also  caught  in  the 


middle  are  the  93%  of  patients  surveyed  by 
the  Health  Insurance  Association  of  America 
(HIAA)  that  said  they  wanted  to  choose 
their  own  doctors,  and  did  not  want  any 
Government  entity  selecting  physicians  for 
them.1  The  stalemate  between  management 
and  players  has  led  to  the  ultimate  of  nego- 
tiations, let  the  government  decide  what  to 
do. 

Now  we're  getting  somewhere.  I'm  sure 
that  mixed  in  with  all  the  Medicare  and 
Medicaid  guidelines,  rules  and  regulations, 
there  are  dozens  that  could  be  extrapolated 
to  the  baseball  situation.  After  all,  these 
programs  are  supposed  to  provide  the  ser- 
vice at  reduced  cost.  The  government  and 
now  HMO  type  organizations  are  cutting 
healthcare  costs  by  reducing  charges  of 
hospitals  and  physicians.  These  are  the  only 
sources  of  cost-cutting.  Administrative  costs, 
both  government  and  in  the  HMO  are  not 
decreasing.  "The  CEO  of  a major  HMO  drew 
about  $10  million  in  salary  and  stock  options 
in  1 year,  and  salaries  and  bonuses  to  family 
members  amounting  to  nearly  $800, 000. 1,2 
Another  example  of  intervention  is  the  Mary- 
land Senate  that  recently  passed  a bill  pro- 
hibiting exhibition  baseball  games  unless 
the  team  was  composed  of  75%  of  major 
league  players.  Consequently  there  are  no 
exhibition  games  for  the  Baltimore  Orioles 
replacement  team.  This  is  a typical  approach. 
The  political  solution  is  do  it  this  way  or 
don't  do  it  at  all. 

I'm  a primary  care,  non-surgical  type  phy- 
sician (Pediatrician).  I think  in  this  editorial 
analogy,  I'm  a right  fielder.  Not  that  right 
fielders  aren't  important,  I am  just  not  that 
big  a fan  that  I can  name  any  Hall  of  Fame 
right  fielders.  Until  about  four  years  ago,  I 
just  wanted  to  play  ball.  I enjoyed  going  to 
work  and  have  very  few  concerns  about  the 
management  and  finances  of  the  multi-spe- 
cialty practice.  I didn't  understand  the  mean- 
ing or  implications  of  the  practice's  75% 
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overhead.  Today,  three  years  after  forming 
my  own  solo  practice,  I'm  forced  to  be  very 
conscientious  about  all  associated  practice 
costs.  My  income  would  increase  by  seeing 
more  patients.  This  would  involve  evening 
and  week-end  hours  and  increasing  staff. 
Baseball  management  could  slightly  increase 
revenue  by  getting  more  fans  to  the  ballpark; 
however,  I would  guess  that  a substantial 
amount  of  revenue  is  from  television  and 
those  monies  will  change  tremendously  in 
the  next  few  months,  depending  on  the 
outcome  of  the  strike.  Basically  I'm  a player/ 
manager  now  in  this  game.  The  player  side 
of  me  says  I should  get  a subspecialists  level 
of  income  since,  except  for  a couple  of  years 
of  residency,  we  now  put  in  about  the  same 
number  of  hours  per  work-week.  The  man- 
ager side  of  me  says  that's  ridiculous  as  we 
would  quickly  go  bankrupt  as  my  salary 
would  exceed  gross  revenues  for  the  busi- 
ness. I suggested  to  myself  that  we  get  rev- 
enue from  the  winning  teams  (kickbacks 
from  the  HMOs,  i.e.  referral  pool).  That  was 
voted  down  on  the  basis  of  personal  ethics, 
although  it  may  work  for  baseball. 

The  duration  of  the  strike  and  the  threat  of 
binding  arbitration,  which  would  only  tem- 
porize, indicates  the  complexity  of  the  is- 
sues. Health  care  reform,  as  proposed  by  the 
Clinton  administration,  failed  in  1 994.  It  did, 
however,  energize  managed  care  programs 
and  some  experts  say  that  the  reform  move- 
ment may  cause  the  extinction  of  fee-for- 
service  medical  care  in  all  but  the  rural  areas 
of  the  country.  This  is  unfortunate  since  ac- 


cording to  Bernard  Hirsh,  J.D.,  former  Gen- 
eral Counsel  for  the  AMA,  "managed  care 
savings  for  the  nation  are  still  illusory,  be- 
cause providers  shift  costs  to  fee-for-service 
patients.  Managed  care  plans  reduce  costs, 
but  much  of  the  cost  savings  come  from  half- 
empty  hospitals  that  are  willing  to  fill  unused 
beds  at  below-cost  rates  to  minimize  losses 
which  they  try  to  shift  to  fee-for-service  pa- 
tients."3 I don't  know  what  will  happen  to 
baseball  and  to  my  medical  practice  in  the 
next  few  months.  In  medical  school,  1 5 years 
ago,  I looked  forward  to  "playing  ball"  with 
the  only  real  threat  being  maintaining  my 
good  health.  Professional  baseball  players 
were  in  a similar  situation,  good  job  with  a 
good  projected  income  and  the  only  threat 
being  an  injury.  It's  all  changing  very  quickly 
now.  The  services  will  always  be  there.  Base- 
ball fans  may  have  to  accept  replacement 
players  and  my  patients  may  have  to  transfer 
care  to  the  insurance  companies  replace- 
ment physicians.  Time  will  tell  how  we  all 
choose  to  "play  ball." 
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Improving  Care  Through  Your  Cancer  Program 


TIMOTHY  P.  O'HOLLERAN,  M.D.,  F.A.C.S. 

North  Platte,  Nebraska  69101 


There  will  be  over  7000  new  cases  of 
cancer  diagnosed  in  Nebraska  in  1995  and 
over  3000  cancer  deaths.  In  order  to  pro- 
vide these  patients  with  the  best  possible 
care,  we  physicians  need  to  know  where  we 
stand  in  various  aspects  of  cancer  treat- 
ment. Areas  that  we  need  to  evaluate  and 
monitor  include  the  following:  appropriate- 
ness of  new  treatments,  survival  rates,  and 
outcome  based  comparisons  with  cancer 
patients  treated  elsewhere. 

The  commission  on  cancer  of  the  Ameri- 
can College  of  Surgeons  sets  the  standards 
for  cancer  care  in  our  country.  The  commis- 
sion has  instituted  an  approvals  program  for 
cancer  care.  It  is  through  an  American  Col- 
lege of  Surgeons  approved  cancer  program 
that  a hospital  and  its  physicians  can  ensure 
that  their  patients  are  receiving  the  best 
possible  care. 

Establishing  an  approved  cancer  program 
provides  a forum  for  communication  and 
interaction.  It  involves  a multidisciplinary 
approach  that  both  gathers  from  and  edu- 
cates many  different  types  of  care  givers  in 
the  community. 

An  approved  cancer  program  has  four 
components:  a multidisciplinary  cancer  com- 
mittee, cancer  conferences,  patient  care 
evaluation,  and  a cancer  registry.  By  institut- 
ing these  four  components  of  care,  the  en- 
tire community  benefits.  Local  clinical  out- 


comes and  survival  rates  can  be  accurately 
compared  with  regional  and  national  data. 
The  cancer  registry  can  also  help  physicians 
locate  patients  who  have  been  lost  to  fol- 
low-up. 

The  economic  benefits  of  an  approved 
cancer  program  cannot  be  overlooked  ei- 
ther. Admission  and  referral  trends  can  be 
tracked  and  used  for  planning,  marketing, 
and  budget  allocation.  Patients  and  their 
families  will  more  likely  be  seeking  treat- 
ments in  facilities  that  have  approved  can- 
cer programs.  Some  insurance  companies 
and  managed  care  plans  have  already  be- 
gun actions  to  allow  payment  for  cancer 
care  only  in  hospitals  with  approved  cancer 
programs. 

In  order  to  initiate  the  process  for  forma- 
tion and  approval  of  a cancer  program  in 
your  hospital,  contact  your  nearest  Ameri- 
can College  of  Surgeons  Cancer  Liaison 
Physician  or  contact  the  Approvals  Section 
of  the  Commission  on  Cancer  in  the  Cancer 
Department  of  the  American  College  of  Sur- 
geons, 55  East  Erie  Street,  Chicago,  IL  6061  1 . 
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NCQA.  National  Commission  of  Quality  As- 
surance, probably  another  alphabet  organiza- 
tion about  which  you  have  little  knowledge.  But 
you  will.  For  it's  going  to  influence  how  you 
practice  medicine  in  your  office.  And  it  will 
further  dictate  how  you  construct  and  run  your 
office. 

How  has  this  come  about?  In  1979  NCQA 
was  established  by  another  group  of  alphabet 
organizations  (GHAA,  AMCRA)  for  the  man- 
aged care  industry.  It  was  to  perform  reviews 
under  a contract  to  the  Office  of  Health  Main- 
tenance Organizations,  a branch  of  the  U.S. 
Public  Health  Service,  then  regulating  HMOs. 
When  these  contracts  were  discontinued, 
NCQA  began  to  review  a small  number  of  state 
and  private  managed  care  organizations.  To- 
day it  is  an  independent  organization  which 
describes  itself  as  the  "leading  external  review 
organization  for  the  managed  care  industry."  Its 
primary  function  is  to  "develop  and  apply  over- 
sight processes  and  measures  of  performance 
for  health  plans."  To  date,  it  has  reviewed  and 
accredited  or  rejected  some  15-20  percent  of 
the  managed  care  organizations  nationwide. 

Now  you  may  ask:  So  what?  How  will  this 
affect  my  office  practice?  It  will  do  so  by  virtue 
of  your  contracting  with  a managed  care  orga- 
nization to  care  for  their  market  share  of  pa- 
tients. In  an  effort  for  a managed  care  organiza- 
tion to  sell  their  product  to  an  employer,  they 
must  assure  that  employer  that  they  have  a 
quality  product,  i.e.  competent  physicians  who 
work  in  efficient,  convenient  office  situations. 
And  the  managed  care  organization  can  give  an 
employer  this  assurance  by  being  accredited  by 
NCQA,  just  as  a hospital  is  accredited  by  the 
Joint  Commission  of  the  Accreditation  of 
Healthcare  Organizations  (JCAHO). 

Recognizing  that  JCAHO  has  had  a major 
impact  upon  how  a hospital  conducts  its  busi- 
ness, and  how  your  hospital  practice  is  moni- 
tored, it  should  be  apparent  how  NCQA  can 
affect  your  office  practice.  You  have  probably 
already  had  a representative  of  a local  managed 


care  organization  in  your  office,  checking  your 
patient  records,  ancillary  facilities  and  demo- 
graphics of  the  office.  This  represents  the  local 
managed  care  organization's  attempt  to  qualify 
for  NCQA  accreditation.  And  if  you  or  your 
office  setting  does  not  measure  up,  you  may  be 
"deselected." 

Now  you  may  recognize  that  this  could  be 
serious!  If  your  credentials  do  not  fulfill  the 
managed  care  organization's  requirements  or  if 
your  office  setting  does  not  meet  standards,  the 
managed  care  organization  may  not  offer  you  a 
contract  or  cancel  same  in  order  to  gain  NCQA 
accreditation. 

Let  us  review  some  of  the  criteria  that  NCQA 
measures  to  accredit  a managed  care  organiza- 
tion. The  credentials  of  the  physician  must  be 
verified,  much  the  same  as  the  hospital  does,  to 
include  licensure,  DEA  # and  malpractice  activ- 
ity. And  like  the  hospital,  it  must  be  done  every 
two  years  (this  is  why  MOMS  is  negotiating  with 
the  local  managed  care  organizations  to  pro- 
vide credentialing  service  in  hopes  of  reducing 
your  paper  work  and  hassle).  In  addition,  the 
managed  care  organization  will  be  setting  up 
practice  standards  in  order  to  "appraise"  your 
care,  which  may  include  quality  assurance  stud- 
ies, utilization  review  and  economic 
credentialing. 

Review  of  your  medial  records  is  an  easy, 
objective  way  to  measure  performance.  You 
may  be  deficient  if  your  records  do  not  include 
a database,  treatment  plan,  appropriate 
measurments  like  blood  pressure  and  weight 
and,  of  course,  your  signature  to  document  that 
you  have  provided  the  service. 

Even  your  office  will  be  scrutinized  to  make 
sure  that  it  is  "patient  friendly."  And  are  there 
adequate  handicapped  parking  spots,  and  does 
it  meet  the  American  Disability  Act  standards? 
What  are  your  office  hours,  and  how  long  must 
a new  patient  wait  for  an  appointment? 

(continued  on  page  104) 
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INTRODUCTION 

CORONARY  artery  disease  and 
severe  left  ventricular  systolic 
dysfunction  is  a lethal  combi- 
nation. Prognosis  is  especially  poor  for  these 
patients  treated  medically.1'3  Although  surgery 
appears  to  improve  survival,  operative  mortal- 
ity is  high,  and  some  believe  prohibitive.4-5'6,7  If 
coronary  artery  bypass  graft  surgery  could  be 
done  with  low  operative  mortality,  the  improve- 
ment in  survival  by  surgery  would  be  even  more 
impressive.  We  now  report  a one  year  experi- 
ence with  patients  with  severe  left  ventricular 
dysfunction  undergoing  coronary  artery  bypass 
graft  surgery  in  a community  hospital  program. 

METHODS: 

Study  patients:  Between  January  1993  and 
January  1994,  64  patients,  49  male  and  15 
female,  with  ejection  fraction  less  than  or  equal 
to  35  percent,  underwent  coronary  artery  by- 
pass graft  surgery  at  Bryan  Memorial  Hospital. 
Forty-three  patients  had  isolated  coronary  ar- 
tery bypass  graft  surgery;  three  had 
aneurysmectomy  and  coronary  artery  bypass 
surgery;  and,  one  had  mitral  valve  repair  and 
coronary  artery  bypass  graft  surgery.  There  was 
one  combined  carotid  endarterectomy  and 
coronary  artery  bypass  graft  surgery.  Sixteen 
patients  had  coronary  artery  bypass  graft  sur- 
gery plus  AICD  implantation,  1 5 as  part  of  the 
CABG  Patch  Trial.  Three  patients  had  the  pre- 
dominant lesion  of  aortic  stenosis  or  hyper- 
trophic obstructive  cardiomyopathy  and  were 
not  included  in  this  study.  Patient  characteris- 
tics are  shown  in  Table  I. 

TECHNIQUE: 

Preoperative  ejection  fraction  was  deter- 
mined by  contrast  ventriculography  in  38  pa- 
tients; quantitative  echocardiography  in  25 
patients;  and,  radionuclide  angiography  (MUGA 
Scan)  in  one  patient.  Coronary  artery  bypass 
graft  surgery  was  performed  using  standard 
technique.  Myocardial  preservation  utilized 
warm  crystalloid  cardioplegia  in  41  patients, 


cold  crystalloid  cardioplegia  in  nine  patients, 
and  both  warm  and  cold  cardioplegia  in  14 
patients. 


TABLE  I 

Clinical  Characteristics 


Age  (yrs)  43 

- 79 

m 

= 65.9 

EF  16 

- 35°/ 

o m 

= 28.8 

Graft  (distal  anastomosis)/pt  1 

- 7 

m 

= 3.5 

Arterial  Grafts/pt  1 

- 3 

m 

= 1.4 

CHF  (pre-op) 

27 

pts 

Angina 

60 

pts 

IABP  Preop 

16 

pts 

Dopa/Dobuta  Preop 

51 

pts 

Ml  <3  Wks 

19 

pts 

TABLE  I LEGEND 

Clinical  Characteristics  of  our  64  patients  with  left  ven- 
tricular dysfunction  undergoing  coronary  artery  bypass 
graft  surgery. 

CABG  = Coronary  artery  bypass  graft  surgery 

CHF  = Congestive  heart  failure 

Dobuta  = Dobutamine 

Dopa  = Dopamine 

EF  = Ejection  fraction 

IABP  = Intraaortic  balloon  pump 

Ml  = Myocardial  Infarction 

RESULTS: 

All  patients  survived  the  operation.  Two  pa- 
tients died  prior  to  hospital  discharge  (3.13 
percent  mortality).  These  patients  died  on  post- 
operative days  1 2 and  1 8.  The  cause  of  death 
was  pneumonia  in  one  patient  and  sepsis  in  one 
patient.  Preoperative  ejection  fraction  in  these 
two  patients  was  25  and  30  percent.  One  of 
these  patients  was  in  the  Intensive  Care  Unit 
preoperatively  and  the  operation  was  consid- 
ered very  high  risk  in  both  patients.  For  ex- 
ample, one  patient  had  two  recent  large  myo- 
cardial infarctions,  complicated  by  severe  un- 
stable angina  pectoris,  refractory  to  all  medical 
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TABLE  II 

CABG  in  LV  Systolic  Dysfunction 


Survival 

Author 

Year 

N 

EF 

OR 

2 Year 

5 Year 

7 Year 

Mortality 

Med 

Surg 

Med 

Surg 

Med 

Surg 

Hung 

* 

1980 

25 

<;  35% 

12% 

73% 

Coles 

10 

1981 

59 

< 47% 

1.7% 

90% 

80% 

Aldeman 

3 

1983 

751 

< 36% 

6.9% 

75 

81% 

55 

68 

<25% 

43 

63 

38 

61 

Hochberg 

5 

1983 

425 

< 40% 

11% 

75% 

41 

< 20% 

37% 

28% 

Zubiate 

11 

1984 

232 

< 20% 

15% 

Tyras 

6 

1984 

186 

< 40% 

7.7% 

76% 

Pigott 

2 

1985 

192 

< 35% 

1.3% 

68 

90 

55 

87 

34 

63 

< 25% 

47 

89 

20 

72 

0 

48 

Mochtar 

12 

1985 

62 

< 30% 

4.8% 

80 

70 

Bounous 

1988 

710 

< 40% 

78 

88 

60 

83 

50 

78 

Kron 

13 

1989 

39 

20% 

2.6% 

84 

Elefteriades 

7 

1993 

83 

< 30% 

8.4% 

83 

Krueger 

1994 

64 

< 35% 

3.1% 

Summary  of  published  information  on  coronary  artery 
bypass  grafts  in  patients  with  severe  left  ventricular 
dysfunction. 

CABG  = Coronary  artery  bypass  graft  surgery 

EF  = Ejection  fraction 

LV  = Left  ventricle 

Med  = Medical  management 

OR  = Operating  Room 

Surg  * Surgery 

therapy  including  intra-aortic  balloon  pump. 
He  had  a 99  percent  ulcerative  lesion  in  the 
right  coronary  artery,  his  only  remaining  patent 
coronary  artery. 

DISCUSSION: 

Patients  with  severe  coronary  artery  disease 
and  poor  left  ventricular  systolic  function  have 
a poor  prognosis.  Two-year  survival  of  medi- 
cally treated  patients  is  approximately  70  per- 
cent (Table  II).  Five-year  survival  is  approxi- 
mately 50  percent,1,2  and  only  40  percent  of 
these  patients  are  alive  at  seven  years.1'23 

Prognosis  appears  improved  by  coronary 
artery  bypass  graft  surgery.123  Although  little 
randomized  data  is  available,  multiple  reports 
have  documented  a significant  increase  in  sur- 
vival with  coronary  artery  bypass  graft  surgery 
(Table  II).  Two-year  and  seven  year  survival  is 
approximately  85  percent  and  70  percent  re- 
spectively. However,  if  operative  mortality  is 
high,  these  gains  can  be  offset.  This  improve- 
ment will  not  be  realized. 


Despite  this  apparent  long-term  survival  ben- 
efit of  coronary  artery  bypass  graft  surgery  in 
patients  with  significant  LV  systolic  dysfunc- 
tion, concern  over  mortality  has  slowed  its 
acceptance.  Reported  mortality  for  coronary 
artery  bypass  graft  surgery  in  these  patients  is 
approximately  7-12  percent  in  most  reports 
(Table  II),  but  mortality  rates  as  low  as  1.3 
percent  have  been  reported.2  Although  reports 
in  the  literature  often  represent  the  best  results, 
this  series  demonstrates  that  low  surgical  mor- 
tality rates  (3.1  percent)  can  be  obtained  in  a 
community  hospital.  This  success  is  all  the  more 
impressive  because  it  includes  21  patients  who 
had  concomitant  surgery,  such  as 
aneurysmectomy  or  mitral  valve  repair. 

Elefteriades  showed  significant  improvement 
in  the  left  ventricular  function  with  surgery.7  We 
also  have  observed  dramatic  improvement  in 
some  patients.  Elefteriades  also  showed  a sig- 
nificant enhancement  in  quality  of  life.7 

The  publication  in  the  lay  press  of  raw  un- 
qualified mortality  data  on  specific  surgeons 
and  programs  could  discourage  surgery  on  high 
risk  patients.  No  surgeon  wants  to  be  known  for 
high  mortality  rates.  Consequently  many  sur- 
geons may  now  refuse  to  operate  on  patients 
with  severe  left  ventricular  dysfunction.  In  addi- 
tion, these  patients  often  require  more  ICU 
time,  intra-aortic  balloon  pumps,  and  more 
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inotropic  drug  support  thereby  generating  in- 
creased costs  and  charges.  Surgeons  and  hospi- 
tal administrators  who  are  concerned,  as  most 
are  now,  in  keeping  their  average  charges 
down,  may  be  discouraged  from  operating  of 
these  patients.  The  consequences  of  these  fac- 
tors may  be  the  denial  of  access  to  surgery  for 
these  sick  patients:  The  very  patients  who  have 
the  greatest  potential  benefit. 

We  believe  long-term,  postoperative  survival 
of  patients  with  left  ventricular  dysfunction  can 
be  further  improved.  ACE  inhibitor  use,  antico- 
agulants, probably  beta  blockers  and/or 
Vesnarinone  may  further  improve  the  survival 
of  these  patients.8  Identification  of  these  pa- 
tients at  risk  of  malignant  ventricular  arrhythmias 
and  appropriate  treatment  may  further  improve 
the  prognosis.  We  participate  in  the  CABG 
Patch  Trial  which  will  test  this  hypothesis.9 

CONCLUSION: 

Coronary  artery  bypass  surgery  probably 
improves  prognosis  in  patients  with  severe 
coronary  artery  disease  and  left  ventricular 
dysfunction  but  only  if  acceptable  operating 
room  mortality  rates  can  be  achieved.  We 
demonstrate  a surgical  mortality  rate  of  3.1 
percent  can  be  obtained  in  a community  hospi- 
tal. Coronary  artery  bypass  graft  surgery  can 
and  should  be  performed  on  acceptable  candi- 
dates with  severe  left  ventricular  dysfunction. 
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EPIDURAL  anesthesia  has  been 
used  for  many  years.  Its  use 
was  primarily  in  obstetrics  for 
pain  control.  It  seemed  to  be  a safe  and  effec- 
tive method  with  few  risks.  Scott  and  Hibbard1 
compiled  5,500  epidural  blocks  for  labor  and 
cesarean  pain  control.  They  reported  one  in- 
stance of  paraplegia  thought  to  be  anterior 
spinal  artery  thrombosis  and  one  instance  of 
peripheral  nerve  injury,  three  cardiac  arrests 
with  hypertension,  and  twenty  seizures. 

In  1990,  articles  began  to  appear  reporting 
epidural  hematomas  complicating  epidural 
block.  Curtis  et  al2  reported  two  patients  who 
developed  epidural  hematomas,  one  a sixty 
seven  year  old  male  and  the  other  a seventy 
four  year  old  male.  Both  had  undergone  surgery 
for  arterial  blockage,  using  epidural  anesthesia. 
Tekkok  et  al3  reported  a case  of  a forty  two  year 
old  male  who  developed  an  epidural  hematoma. 
The  epidural  catheter  was  used  to  administer 
lidocaine  during  the  first  two  post  operative 
days.  Paraplegia  occurred  twelve  hours  after 
the  epidural  catheter  was  removed.  MRI  dis- 
closed a hematoma.  The  patient  had  received 
Heparin  5,000  units  every  twelve  hours  and 
Dextran  41,00  ml  daily.  The  hematoma  was 
removed.  Their  search  revealed  five  previous 
reports  of  extradural  hematoma  in  association 
with  epidural  anesthesia.  Metzger  and  Singbartl4 
in  1991  reported  a female,  age  fifty  four,  who 
was  treated  with  epidural  bupivacaine.  This 
was  stopped  on  the  second  post  operative  day. 
Pain  sensation  and  motor  function  did  not 
return.  Myelography  disclosed  an  epidural 
hematoma.  This  was  removed  on  the  third  post 
operative  day.  After  a month  and  a half  there 
had  been  only  slight  neurological  improve- 
ment. Baron  et  al5  reported  a review  of  912 
cases  using  epidural  block  for  vascular  recon- 
struction of  the  lower  extremities.  All  were 
transiently  anticoagulated.  No  epidural 
hematomas  were  reported. 

Kane6  reviewed  a series  of  50,000  epidural 
anesthesias.  He  pointed  out  the  rarity  of  neuro- 


logical sequelae.  Obstetrical  patients  comprised 
a good  portion. 

Infection  has  been  reported.  Fergesen7  de- 
scribed an  epidural  abscess  in  a seventy  seven 
year  old  male.  The  epidural  catheter  had  been 
removed  on  the  fourth  post  operative  day.  In 
his  opinion,  the  prolonged  catheter  placement 
increased  infection  risk.  Ngan  Kee  et  al8  re- 
ported an  epidural  abscess  five  days  post  cesar- 
ean. 

Post  epidural  arachnoiditis  was  reported  by 
Sghirlanzoni,  Marazzi,  et  al9.  They  described  six 
cases  age  eighteen  to  forty  four.  These  oc- 
curred one  month  to  three  years  after  the 
epidural.  Chemicals,  vasoconstrictors,  and  ster- 
ilizing agents  were  offered  as  possible  etiologic 
factors.  They  considered  the  possibility  that  late 
appearing  arachnoiditis  might  be  an  unreaiizea 
sequela  of  a previous  epidural  anesthesia.  Eight 
cases  of  arachnoiditis  attributed  to  epidural 
anesthesia  were  reported  by  Sklar  et  al10.  They 
used  the  MRI  to  confirm  the  diagnosis.  Infec- 
tion was  present  in  one.  Preservative  in  the 
anesthetic  vial  was  suggested  as  the  cause. 

Central  nervous  changes  have  been  recorded 
during  bupivacaine  epidural  use.  Dunne  and 
Cox1 1 reported  severe  agitation  after  forty  hours 
of  bupivacaine.  Seven  hundred  fifty  two  mg 
had  been  given  over  the  forty  hours.  The  agita- 
tion cleared  over  the  next  two  days  following 
cessation  of  bupivacaine.  Gazmuri,  Ricke,  and 
Dagnino12  reported  an  instance  of  trigeminal 
block  complicating  epidural  anesthesia  during 
obstetrical  delivery.  This  had  been  previously 
reported  by  Shigematsu  et  al13  in  1985.  Lao, 
Halpern,  and  MacDonald14  report  the  occur- 
rence of  a generalized  seizure  after  test  dose 
and  initial  lidocaine  (three  ml  and  five  ml  of  two 
per  cent  lidocaine).  The  epidural  was  stopped. 
Seventy  two  hours  later  paraparesis  was  present. 


’Reprint  requests  and  correspondence  to:  John  D.  Hartigan,  M.D. 
F.A.C.P.,  601  Mercy  Medical  Bldg.,  7710  Mercy  Road,  Omaha, 
Nebr.  68124. 
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MRI  diagnosed  an  epidural  hematoma.  Com- 
plete recovery  occurred  after  removal. 

The  following  three  cases  are  reported  as 
complications  of  epidural  procedures. 

CASE  ONE  — A sixty  four  year  old  male  had 
bilateral  varicose  vein  stripped.  He  had  a his- 
tory of  pernicious  anemia,  hypertension,  a pre- 
vious Ml,  and  superficial  femoral  artery  repair  in 
one  leg.  He  received  regular  injections  of  B1 2. 
The  pernicious  anemia  was  well  controlled  with 
a normal  blood  count  and  neurologic  exam. 
Epidural  anesthesia  using  Xylocaine  one  and 
one  half  percent  and  Epinephrine  one  to  two 
hundred  thousand  was  given  at  ten  to  twenty 
minute  intervals.  The  procedure  lasted  two 
hours.  He  dangled  that  afternoon  but  was  un- 
able to  lift  his  legs  off  the  bed.  Thigh  weakness 
persisted.  He  had  excellent  pedal  pulses.  He 
was  able  to  stand  with  the  considerable  help  of 
two  nurses.  The  numbness  cleared  but  weak- 
ness persisted.  CT  scan  reported  "no  hematoma, 
mass,  or  protruded  disc  and  some  mild  spinal 
stenosis  at  L2-L3  and  L3-L4  levels".  MRI  dis- 
closed no  epidural  abscess  or  mass,  a small  fluid 
collection  at  S2  level,  and  spinal  stenosis  at  L2- 
L3  level  (notable)  and  at  L3-L4  (lesser).  The 
patient  has  been  examined  at  several  centers. 
He  has  improved  but  walks  with  the  aid  of  one 
or  two  canes  some  six  months  post  surgery.  No 
notation  of  hypotension  was  made  the  day  of 
surgery. 

CASE  TWO  — An  eighty  three  year  old 
female  entered  the  hospital  for  replacement  of 
her  right  knee.  She  had  enjoyed  good  indepen- 
dent activities  except  for  knee  pain  and  stiff- 
ness. An  epidural  catheter  was  inserted.  BP  at 
onset  was  200/90  but  came  down  to  1 10/70. 
Xylocaine  (four  and  ten  cc)  was  given  at  10:15 
and  10:40.  Fentanyl,  Xylocaine,  and  Ephedrine 
were  administered.  Post  operatively,  motor 
strength  was  absent  in  legs,  but  sensation  was 
good.  The  epidural  catheter  was  removed,  fully 
intact.  The  following  morning,  the  patient  felt 
well  but  had  no  leg  movement,  only  slight 
flexion  and  extension  of  toes.  Sensation  was 
good.  There  was  loss  of  bladder  and  bowel 
control.  Neurology  and  neurosurgical  consulta- 
tions were  held.  MRI  disclosed  old  degenera- 
tive changes  in  the  cervical  and  lumbar  spine. 
No  lower  cord  or  cauda  abnormality  was  seen. 
Mono  test  was  negative.  It  was  thought  that 
thrombosis  of  the  anterior  spinal  artery  had 
occurred.  A trial  of  steroids  was  undertaken 
without  improvement.  She  was  transferred  to  a 


rehab  center  for  care.  At  the  present  time,  a year 
and  a half  later,  there  is  no  change  in  leg 
movement  or  sphincter  function. 

CASE  THREE — An  eighty  six  year  old  female 
was  operated  to  remove  her  right  colon  which 
contained  a large  carcinoma.  An  epidural  cath- 
eter was  put  in  place  for  pain  control.  On  the 
third  post  operative  day  she  mentioned  weak- 
ness of  the  legs.  She  had  severe  weakness  of  the 
thighs  and  legs.  Standing  with  help  was  impos- 
sible. Neurology  and  neurosurgical  consulta- 
tions were  obtained.  An  MRI  demonstrated  a 
large  mid  thoracic  epidural  hematoma.  This 
was  immediately  removed.  In  the  succeeding 
two  years  there  has  been  moderate  improve- 
ment. She  still  requires  considerable  help  to 
walk. 

DISCUSSION 

Epidural  anesthesia  is  a valuable  tool.  It  has 
been  used  early  in  obstetrics.  Its  safety  and 
usefulness  have  been  attested.  However,  its  use 
has  been  greatly  enlarged.  Post  operative  pain 
control  and  its  use  in  general  surgery  and  ortho- 
pedics has  greatly  expanded.  There  have  ap- 
peared sobering  reports  of  post  epidural  com- 
plications. Epidural  hematoma  is  a serious  prob- 
lem. Prolonged  loss  of  sensation  and  muscle 
weakness  are  warnings.  MRI  seems  to  be  the 
diagnostic  tool  of  choice.  There  is  a suggestion 
that  increased  age  and  length  of  epidural  use 
are  accompanied  by  increased  risk  of  complica- 
tions. Arteriosclerosis  and  hypotension  seem  to 
be  risk  factors.  Degenerative  changes  of  the 
bony  spinal  canal  may  increase  risk.  These  three 
patients  have  come  from  the  practice  of  the 
author.  This  practice  is  comprised  of  older  aged 
patients.  The  anesthetics  were  administered  by 
three  separate  Board  Certified  Anesthesiolo- 
gists, all  experienced.  There  may  be  consider- 
able difference  in  the  spinal  cord,  its  bony  canal, 
and  its  vascular  status  between  the  young  pa- 
tient and  those  of  advanced  age. 

SUMMARY 

These  three  cases  demonstrate:  (1 ) an  epidu- 
ral hematoma  (case  three);  (2)  a probable  ante- 
rior spinal  artery  occlusion  (case  two);  and  (3)  a 
low  cord  damage  of  obscure  nature  (case  one). 
Three  serious  neurological  sequelae  after  epi- 
dural anesthesia  among  the  operated  patients 
of  one  physician  seems  alarming.  The  three 
occurred  within  two  years.  These  are  published 
to  direct  attention  to  potential  risks  from  epidu- 
ral anesthesia  in  older  patients. 
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COMMENTS: 

Dr.  John  D.  Hartigan  correctly  points  out  that 
epidural  anesthesia  and/or  post-operative  anal- 
gesia is  not  without  risks  that  have  to  be  as- 
sessed on  a case-by-case  basis.  When  the  anes- 
thesiologist is  faced  with  an  elderly  patient, 
frequently  with  one  or  more  major  system 
adversely  affected,  he  or  she  must  weigh  the 
risk  and  benefits  of  general  vs  regional  vs  local 
anesthesia  "in  their  own  hands".  I agree  with  Dr. 
Hartigan  that  elderly  patients  may  be  more  at 
risk  than  younger  patients.  Elderly  patients  fre- 
quently have  multiple  medical  problems  and 


are  on  multiple  medications.  The  arthritic  condi- 
tion of  some  elderly  patients  may  make  the 
regional  technique  more  technically  difficult. 
Some  anesthesiologists  are  better  skilled  in 
regional  or  general  anesthesia  and/or  the  pa- 
tient may  be  better  suited,  physiologically,  for 
general  or  regional  anesthesia.  Only  regional 
anesthesia  for  TURP,  Cesarean  Sections,  and 
eye  operations  has  been  proven  to  have  supe- 
rior outcomes  compared  to  general  anesthesia. 
Several  studies  have  documented  the  rarity  of 
permanent  neurologic  injury,  about  1 in 
10,000.u'3  Post-operative  analgesia  has  been 
shown  to  reduce  morbidity  and  mortality  in 
major  vascular  reconstruction.  Regional  anes- 
thesia is  very  cost-effective  and  doesn't  pollute 
the  atmosphere  with  gases. 

Patients  are  more  likely  to  file  a claim  if  they 
suffer  damage  during  a regional  anesthetic  than 
during  a general  anesthetic4  The  ASA  Closed 
Claims  Project  reported  that  the  reasons  for 
lawsuits  are  death  (35%),  nerve  damage  (16%), 
brain  damage  (13%),  emotional  damage  (4%), 
no  injury  (5%),  headache  (3%),  burns  (2%), 
back  pain  (2%),  and  pain  during  anesthesia 
(1%)4.  Ulnar  neuropathy  (30%),  followed  by 
brachial  plexus  injury  (19%),  and  lumbosacral 
nerve  root  (13%)  were  the  most  common  sites 
of  the  neurological  injuries.  36%  of  the  lum- 
bosacral injuries  were  attributable  to  anesthetic 
technique  whereby  the  patient  experienced  a 
paresthesia  and/or  pain  during  needle  place- 
ment, catheter  placement  and/or  drug  injec- 
tion. Since  the  ASA  has  adopted  monitoring 
standards  for  anesthesia  the  frequency  and 
severity  of  general  anesthesia-related  claims 
has  been  dropping  approximately  30%  over  a 
five-year  period.  Regional  anesthesia-related 
claims  has  been  steady  and  may  become  the 
number  one  cause  of  malpractice  claims  in  the 
next  century.  The  etiology  of  many  injuries  are 
poorly  understood. 

The  first  patient  had  pernicious  anemia.  Pre- 
sumably, this  was  corrected.  But,  if  a patient 
were  deficient  in  Vitamin  B12  the  resulting 
demyelinating  process  of  the  spinal  cord  would 
render  these  nerves  more  susceptible  to  the 
toxic  effects  of  local  anesthetics.5  If  the  patient 
had  a normal  neurological  exam  preoperatively, 
especially  posterior  column  sensation  (vibra- 
tion and  position  of  the  lower  extremities), 
toxicity  from  local  anesthetics  would  be  a very 
unlikely  scenario. 

Chronic  adhesive  arachnoiditis  resulting  in 
cauda  equina  syndrome  can  be  caused  by 
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bacteria,  direct  cord  trauma,  distilled  water, 
blood  ischemia,  contaminants,  direct  local  an- 
esthetic toxicity,  additives  to  local  anesthetics 
(such  as  bisulfite),  and  accidental  injection  of 
neurotoxins.  The  onset  and  symptoms  of  cauda 
equina  syndrome  is  variable.  Recently,  spinal 
catheters  were  removed  from  the  market  be- 
cause of  a high  incidence  of  cauda  equina 
syndrome.  High  local  concentrations  of  local 
anesthetics  were  thought  to  be  the  etiology  of 
the  nerve  damage.  One  can  only  hypothesize 
about  inadequate  mixing  in  the  CSF  leading  to 
such  a scenario. 

The  etiology  of  anterior  artery  syndrome  is 
unclear.  Direct  trauma,  spasm,  and  thrombosis 
may  be  due  to  needle  or  catheter  placement, 
vasoconstrictors,  and  hypotension  respectively. 
The  differential  diagnosis  with  epidural 
hematoma  or  epidural  abscess  compression 
can  be  made  with  a CT  Scan  or  MRI  of  the 
affected  area. 

Epidural  hematoma  can  occur  spontaneously 
or  be  due  to  needle  and/or  catheter  trauma.  If 
diagnosed  and  treated  promptly,  the  chance  of 
permanent  neurologic  injury  is  lessened. 

If  a patient  suffers  a nerve  injury  during  a 
regional  anesthetic  neurological  consultation 


should  be  sought  early.  Differentiation  of  a 
plexus  injury  vrs  a spinal  cord  injury  will  help 
make  the  etiology  of  the  injury  clearer.  MRI 
and/or  CT  Scan  will  help  with  the  differential 
diagnosis.  Frequently,  the  neurologic  injury  is 
not  permanent  and  the  patient  may  need  reha- 
bilitation while  they  recover.  In  summary,  even 
though  complications  from  regional  anesthesia 
occurs,  regional  anesthesia  remains  one  of  the 
safest  (if  not  THE  safest)  anesthesia  techniques 
for  physiologically  compromised  or  at-risk  pa- 
tients and,  in  this  day  and  age,  a environmen- 
tally-correct  and  fiscally-correct  choice. 

Terry  Bejot,  M.D. 

Lincoln,  NE 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  should  a physician  expect  from  an  in- 
surance company  when  sued  for  professional 

malpractice? 

Under  the  terms  of  a typical  insurance  policy, 
a professional  liability  insurance  company  owes 
the  duty  to  (1)  investigate  the  claim;  (2)  provide  an 
adequate  defense;  and  (3)  indemnify  the  physician's 
loss. 

2.  What  does  an  investigation  include? 

An  Investigation  is  required  for  the  company  to 
adequately  represent  a physician's  interests  in  a 
medical  malpractice  suit.  Whenever  possible,  it 
should  include  the  following: 

a.  The  insurance  company  or  defense  counsel 
should  interview  the  physician,  his  or  her 
personnel,  and  other  known  witnesses. 

b.  The  insurance  company  should  obtain  all 
appropriate  medical  information  pertain- 
ing to  the  treatment  of  the  plaintiff. 

c.  Where  possible,  the  insurance  company 
should  undertake  to  investigate  the  per- 
sonal and  medical  background  of  the  po- 
tential claimant. 

d.  In  an  appropriate  case,  the  insurance  com- 
pany should  have  the  medical  information 
reviewed  by  a medical  expert. 

Investigation  should  be  initiated  as  early  as 
possible.  The  time  to  report  to  the  insurance  com- 
pany is  as  soon  as  the  physician  has  knowledge  of 
a potential  claim,  not  when  the  physician  receives 
notification  of  a claim  from  an  attorney  or  when  are 
served  with  a lawsuit  summons.  One  should  be 
aware  that  there  is  a certain  period  of  time  beyond 
which  one  may  not  bring  a lawsuit.  In  Nebraska,  the 
statute  of  limitations  for  professional  negligence  is 
two  years  and  begins  to  run  when  the  negligent  act 
occurs.  Neb.  Rev.  Stat.  § 25-222  (Reissue  1989). 
Neb.  Rev.  Stat.  § 44-2828  (Reissue  1988).  In  the 
event  the  negligent  act  could  not  be  discovered 
with  reasonable  diligence  within  two  years,  the 
plaintiff  then  has  one  year  to  bring  the  lawsuit  after 
the  discovery  is  made,  up  to  ten  years  after  the 
negligent  act.  See  Rosnick  v.  Marks.  21 8 Neb.  499, 
357  N.W.  2d  186  (Neb.  1986).  For  minors,  the 
statute  of  limitations  does  not  begin  to  run  until 
age  twentv-one.  Neb.  Rev.  Stat.  § 25-2 1 3 (Reissue 
1989);  Lawsen  v.  Ford  Motor  Co..  225  Neb.  725, 
408  N.W.  2d  256  (1957). 

3.  What  should  a physician  look  for  in  an  insur- 
ance company  defense? 

If  a physician  is  sued,  the  insurance  company  is 


usually  obligated  to  pay  for  an  attorney  to  defend. 
The  attorney  owes  the  physician  the  same  duty  of 
unqualified  loyalty  as  if  the  physician  had  hired  him 
or  her  personally.  The  insurance  company,  while 
desiring  to  retain  competent,  experienced  mal- 
practice defense  lawyers,  also  considers  attorney 
fees  when  choosing  defense  counsel.  It  is  impor- 
tant that  a physician  knows  his  or  her  rights  in  the 
event  he  or  she  is  not  satisfied  with  the  defense 
provided.  If  a physician  feels  that  any  inherent 
conflicts  exist  between  the  physician  and  the  insur- 
ance company,  the  physician  may  consider  hiring 
personal  counsel. 

4.  What  obligations  should  a physician  expect 

from  the  insurance  company's  hired  counsel? 

a.  The  lawyer  should  make  him/herself  avail- 
able for  questions  and  requests  to  the  same 
extent  that  he  or  she  would  any  client 
whether  or  not  he  or  she  is  retained  by  an 
insurance  company. 

b.  The  lawyer  should  give  candid  and  thor- 
ough responses  to  all  requests  or  questions 
directed  to  him  or  her. 

c.  The  physician  should  have  an  overview  of 
the  lawyer's  strategy  and  discovery  in  the 
trial  of  the  case. 

d.  The  lawyer  should  keep  the  physician  in- 
formed of  the  results  of  all  depositions, 
written  discovery,  and  investigations. 

e.  The  physician  should  be  given  the  opportu- 
nity to  attend  pertinent  depositions,  includ- 
ing the  deposition  of  the  plaintiff,  and  depo- 
sitions of  any  experts  retained  by  the 
plaintiffs  attorneys. 

f.  The  physician  should  be  promptly  notified 
of  the  scheduling  of  a trial,  depositions  or 
important  hearings. 

g.  The  physician  has  a right  to  receive  all 
information  that  is  sent  by  the  defense 
council  to  the  insurance  company. 


**★ 

"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  Jr.  with  the  assistance  of  New  York  University 
School  of  Law  student  Paul  Chen  of  the  Cline  Williams  Law  Office. 
Questions  relating  to  specific  detailed  factual  situations  should 
continue  to  be  referred  to  your  own  counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

APRIL  28-29, 1 995  — Neurology  and  the  Primary 
Care  Physician -Peter  Kiewit  Conference  Center, 
Omaha,  NE. 

APRIL  30  - MAY  3,  1995  — Catholic  Healthcare 
Threatened  - Catholic  Health  Corporation  - 
Buena  Vista  Palace,  Orlando,  Florida. 

MAY  18-21,1 995  - Orthopaedic  Review  Course  - 
Creighton  University,  Omaha,  NE. 

MAY  26-28,  1995  — Family  Medicine  Update, 
Village  East  Resort,  Okoboji,  IA. 

JULY  26-27,  1995  — Fourth  Annual:  Current 
Concepts  in  Sub-Acute  Care  - Marriott  Hotel, 
Omaha,  NE. 

AUGUST  11-13,  1995  — Family  Medicine  Up- 
date - Cheyenne,  Wyoming. 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
thesiology Conference  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  6, 1995  — Come  Home  To  Creighton 
- Creighton  University,  Omaha,  NE. 

NOVEMBER  3-4,  1995  — Day  With  The 
Perinatologist  - Marriott  Hotel,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D„  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  6813 1. 


MAYO  FOUNDATION 

MAY  8 - 12,  1995  — 16th  Annual  Practice  of 
Internal  Medicine,  Mayo  Medical  Center,  Roch- 
ester, Minnesota,  31  Category  1 AMA  hours, 
Fee:  $525.00. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  1-800-323-2688,  FAX  507-284-0532.. 

JUNE  20-24,  1995  — Mayo  Internal  Medicine 
Eurodate  1995,  Program  Site:  Vienna,  Austria. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399.  FAX:  507-284-0532. 


JULY  22,  1995  — Anatomy  and  Athroplasty, 

Mayo  Medical  Center,  Rochester,  Minnesota,  8.5 

Category  1 AMA  hours,  Member  fee:  $150;  Non- 
member fee:  $200. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 

Medical  Education,  Mayo  Foundation,  Rochester,  MN 

55905,  Phone:  507-284-0026,  FAX:  507-284-0532. 

NEBRASKA  MEDICAL  ASSOCIATION 

APRIL27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

FRIDAY,  APRIL  21,  1995  — 15th  Annual  Infec- 
tious Diseases  Symposium,  Boys  Town  Na- 
tional Research  Hospital  Auditorium.  Target 
Audience:  Family  Physicians,  Internists,  Infec- 
tious Diseases,  Hospital  Epidemiologists,  Clini- 
cal Pharmacists,  Nurses,  Laboratory  Personnel, 
Microbiologists. 

1 1 DAYS,  APRIL  24-MAY  5,  1 995  — Family  Prac- 
tice Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Physician  Assistants.  Fee: 
$1150  - two  week  session,  $800  - one  week 
session,  $1300  - split  sessions. 

FRIDAY,  MAY  19,  1995  — Stroke  - Prevention, 
Treatment  and  Rehabillitaion,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians,  Fee:  $75.00. 

MONDAY-TUESDAY,  JUNE  2-3,  1 995  — Interna- 
tional Symposium:  Nuclear  Antigens  as  Targets 
for  Cancer  Therapy,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Oncologist/He- 
matologists and  Researchers.  Fee:  $200. 
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FRIDAY-SATURDAY,  JUNE  16-17,  1995  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha  Marriott,  Omaha,  Ne- 
braska. Target  Audience:  Family  and  General 
Practitioners,  Internists,  Obstetricians,  and  Gy- 
necologists. Emergency  Physicians,  Physician 
Assistants.  Fee:  $200. 

TUESDAY-FRIDAY,  JULY  25-28,  1 995  — 2nd  An- 
nual Pan  Pacific  Lymphoma  Conference,  Ritz 
Carlton,  Maui,  Hawaii.  Target  Audience:  Physi- 
cians and  researchers  interested  in  the  field  of 
Oncology/Hematology.  Fee:  $450. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$85. 

MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska.Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

FRIDAY,  OCTOBER  6, 1995—  3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMCVM.  UNMC.  EDU. 
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127th  Annual  Session  Program 

THE  NEBRASKA 
MEDICAL  ASSOCIATION 


MEDICINE  IN  TRANSITION  - 
STRATEGIES  FOR  CHANGE 
and 

A PARTNERSHIP  IN 
PATIENT  CARE  - MID-LEVEL 
PRACTITIONERS  & PHYSICIANS 


APRIL  28-30,  1995 

Cornhusker  Hotel 
Lincoln,  Nebraska 
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Chairman,  Board  of  Councilors 

Charles  F.  Damico,  M.D.,  Hastings 1995 
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Sunday,  April  30,  12:00  noon,  Arbor  I 

Nebraska  Society  of  Internal  Medicine 

Saturday,  April  29,  7:00  a m.,  Grand  Ballroom  D 
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*A  grant  from  the  Olney  Foundtion  has  been  utilized  to  provide  the  entertain- 
ment and  to  partially  offset  the  cost  of  the  Inaugural  Banquet  and  Ceremonies. 
The  Association  expresses  its  appreciation  for  this  support 
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Friday,  April  28,  8:30  a.m.  through  12:00  noon 
Atrium,  Comhusker  Hotel,  333  S.  13th  St. 

Saturday,  April  29,  8:30  a.m.  through  9:00  a.m. 
Atrium,  Comhusker  Hotel,  333  S.  13th  St. 
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GUEST  EDITORIAL  - continued  from  page  76 


It  should  be  apparent  that  the  more  you  can 
satisfy  the  patient,  the  more  likely  the  managed 
care  organization  will  enlist  you  as  a provider. 
And  the  more  criteria  the  managed  care  organi- 
zation can  satisfy,  the  greater  the  likelihood  that 
NCQA  will  accredit  the  managed  care  organi- 
zation. This  enables  the  managed  care  organi- 
zation to  market  a "quality"  product  to  the 
employer. 

While  these  requirements  reflect  the  role  the 
physician  plays  in  providing  care,  the  managed 
care  organization  has  multiple  other  require- 
ments to  fulfill. 

Just  like  the  JCAHO  review  of  the  hospital, 
each  managed  care  organization  must  provide 
documentation  of  quality  assurance  plans,  utili- 
zation review  reports,  provide  communication 


about  changes  in  benefits  and  services  and 
preventive  health  programs,  as  well  as  on  site 
inspection  of  provider  offices. 

Unfortunately,  we  are  now  in  an  age  in 
provider  services  that  we  must  document  the 
benefit  of  our  work.  No  longer  can  we  see  a 
patient  in  our  office,  submit  a bill  and  expect 
that  it  will  be  paid.  This  should  not  represent  a 
problem  for  the  greater  majority  of  physicians 
for  we  have  always  strived  to  provide  a quality 
service. 

But  now  we  must  be  more  careful  in  docu- 
menting the  benefit  we  offer  our  patients.  As 
managed  care  organizations  provide  a greater 
percentage  of  our  market  share,  we  must  recog- 
nize this  and  fulfill  those  requirements  which  are 
beneficial  to  our  patients. 
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and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

family  practice  Agnes  Gomes,  M.D. 

William  J.  Lawton,  M.D.  Karen  M.  Higgins,  M..D. 

Ken  Landin,  M.D.  obstetrics  - gynecology  Larry  j.  Marshall,  M.D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly.  M.D.  Stephen  L.  O'Grady,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-95 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

8-95 


CENTRAL  NEBRASKA 

Cardiology  consultants,  P.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomcrte  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:  (308)  382-1 430 

Grand  Island.  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St.  SUITE  405 
LINCOLN.  NE  68502 


1-800-MED-LINC 


1-96 


The 

□ 

& HEART  — J — i — .j — 

Center  of  Nebraska 

■_■■■  CONSULTATIVE 
□"■■■!  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Boord  Certified  Cdrdidldgist 

bcott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Bddrd  Certified  Cdrdiologist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Fdidley  • P.O.Box  5345  • Grand  Island.  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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LINCOLN,  cont.  I 


eye. 


f surgical 
r associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1 -800-633-5462 


Larry  W.  Wood.  M.D. 
Max  W Linder.  M O 
Gregory  E Sutton,  M D 
Vincent  J.  Sutton,  M O 


SATELLITE  CLINICS 

Beatnoe.  Nebraska 
Sa/vard,  Nebraska 
Hebroi,  Nebraska 
Fairbury,  Nebraska 
Genas,  Nebraska 
Nebraska  Oty.Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-95 


| LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)  489-6554 
or 

1-800-MED-LINC 

11-95 

LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G 

GregoryW. Heidrick,  M.D , F.A.C.O.G 

YvonneK.  Davenport,  M.D..F.A.C.0.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

| — 24  HOURS  - 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME 1 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  P'ltsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Coton  and  Rectal  Surgery  • General  Surgery 

• Surgery  ol  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL:  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100*  Lincoln,  NE  68510  H-95 


| NEBRASKA 
I ORTHOPAEDIC 
L—ASSOCIATES 
| P.C} 


•GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-95 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-191 9 FAX  (402)  483-0357 

8-95 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 
PATRICK  A.  K E E LAN , M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-95 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  VV.  Peck,  M.D. 


4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888  a-96 


•o  PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


RAIRIE  SURGICAL 

ASSOCIATES  P C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


WOMEN  S CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 
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Adult  & Pediatric 

v_^enterp. 

Urology 

Hal  K.  MardiS,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D..  FAC.S. 

Harvey  A.  KoniQSherg,  M.D. , FAC.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  FAC.S. Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111S.  90th  Street 

• Satellite  Clinics 

Omaha,  NE  68114 

Papillion,  NE 

(402)  397-9800 

• Immanuel 

800-882-4770 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 


JOSEPH  F.  GROSS,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 
Joint  Replacement 
Sports  Medicine 

Work  Related  Injuries  & Evaluations 


FRANK  J.  IWERSEN,  M.D. 
BERNARD  L.  KRATOCHVIL,  M.D. 
R.  MICHAEL  GROSS,  M.D. 
TIMOTHY  C.  FITZGIBBONS,  M.D. 
scott  t.  McMullen,  m.d. 
Disorders: 

• The  Spine  & Knee 

• Foot  & Ankle 

• Shoulder&  Elbow 


CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 399-8550 

Appointments  399-8484  Billing 399-9301 

3-96 


HUGH  S.  LEVIN.  M.D. 

JOSEPH  A.  JARZOBSKI.  M.D. 
TIMOTHY  R.  FANGMAN.  M.D. 
DENNIS  P.  TIERNEY.  M.D. 
SHIRLEY  LANDEN  HUERTER,  M.D 
MICHAEL  H.  PETERS,  M.D. 

D.  RANDALL  PRITZA,  M.D. 


.a  heart 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 


3-96 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

65 10  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8662  CASS  ST. 

402-397-7400 

FREMONT  - 416  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  • 2363  18th  AV. 

402-563-3379 

NORFOLK  - 1 300  NEBRASKA  AV. 

402-379-3250 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-96 


FIRST 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 


John  W.  Pemberton,  M.D. 
John  T.  Ramsell,  M.D. 


Donald  L.  Arkteld,  M.D. 

Raymond  M.  Crossman,  III.  M.D. 
D.  Francis  Arkteld.  M.D. 

Camilla  R.  Parson,  M.D. 

Michael  L.  Goldstein.  M.D 
Since  1886 


81 1 1 Dodge  St. 
Omaha,  NE 
68114-4115 
(402)390-8111 

210  Regency  Pkwy. 
Omaha,  NE 
68114-3726 
(402)  391-3131 

4242  Famam  St. 
Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha,  NE 
68107-2500 
(402)  390-81 1 1 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D, 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H,  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  895 
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ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha.  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Pla2a  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402) 572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 


SCOTTSBLUFF 


Judson  C.  Martin,  M.D, 
Thomas  J.  Roussel,  M.D. 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA.  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "F-  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  "O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
UNCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  5 1 5,  Ankeny,  I A 5002 1 , phone  1 -800- 
729-7813  or  51 5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  51 5,  Ankeny,  IA,  50021,  phone  1-800-729-781 3. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

LINCOLN  NEBRASKA:  Family  Practice  Progres- 
sive practice  with  opportunity  to  practice  with  BC 
colleagues  in  all  areas  of  primary  care.  Full  profes- 
sional autonomy  with  solid  financial  security.  Call  of 
1:7.  Contact  Bernie  Wiesemann,  1-800-765-3055  or 
fax  your  CV  to  314-726-3009.  Mailing  address:  222 
S.  Central,  Suite  700,  St.  Louis,  MO  63105. 

LINCOLN  NEBRASKA:  Internal  Medicine  Pro- 
gressive practice  with  BC  colleagues  in  all  areas  of 
primary  care.  Competitive  compensation.  Call  of 
1:7.  Great  security  and  time  for  family  and  personal 
interests.  Contact  Bernie  Wiesemann,  1-800-765- 
3055  or  fax  your  CV  to  314-726-3009.  Mailing 
address  222  S.  Central,  Suite  700,  St.  Louis,  MO 
63105. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska.  Ob- 
stetrics required.  Send  CV  to  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902  20th  St.,  Gothenburg,  NE  69138. 


NEBRASKA  THE  GOOD  LIFE:  VA  Medical  Cen- 
ter, Lincoln,  Nebraska  seeking  an  Internist  or  Family 
Practitioner  for  Ambulatory  Care  Clinic.  This  Center 
is  affiliated  with  two  medical  schools,  offers  a com- 
petitive benefit  plan  and  University  community  re- 
flects quality  living.  Reply  to  Timothy  Judge,  M.D., 
ACOS/Ambulatory  Care,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510.  (402)  489-3802,  Ext. 
7879  or  Ext.  6265.  English  language  proficiency 
required.  EOE. 

POSITION  WANTED:  Is  your  group  looking  to 
advance  to  the  next  level  of  excellence  and  profitabil- 
ity by  hiring  a business  manager  or  an  assistant  to 
your  present  manager?  Mike  Schneider,  CPA,  MBA, 
is  seeking  such  a position.  He  is  a Nebraska  native 
and  UNL  graduate  who  is  relocating  back  to  Ne- 
braska from  California.  He  has  seven  years  of  expe- 
rience working  in  and  with  the  health  care  industry 
and  is  a MGMA  member.  Contact:  Mike  Schneider, 
1 52 1 S.  77th  St.,  Lincoln,  NE  68506,  (402)  489-7654. 

PRACTICE  OPPORTUNITIES:  Openings  nation- 
ally in  all  specializations.  Excellent  salary  and  benefit 
packages  including  partnership  opportunities,  100% 
paid  malpractice.  Moving  and  relocation  expenses. 
License  assistance  up  to  6 weeks  paid  vacation.  On 
site  interview  expenses  paid.  Toll  free  24  hours  1- 
800-759-0104,  Fax  (602)  481-0522,  La  Salle  Medical 
Group,  6599  East  Thomas  Road,  Suite  2097, 
Scottsdale,  AZ  85251. 

LINCOLN  NEBRASKA  - MUTUAL  OF  OMAHA 
HEALTH  PLANS  OF  LINCOLN  - PRIMARY  CARE 
HMO  GROUP  PRACTICE:  Seeking  dedicated  health 
care  providers  who  wish  to  practice  preventive 
medicine  and  devote  quality  time  to  patients.  Mutual 
of  Omaha  Health  Plans  of  Lincoln  offers  competitive 
salary,  comprehensive  benefits,  4 - 4Vfe  day  work 
week,  excellent  call  rotation,  superior  specialist  refer- 
ral network,  and  strong  community  hospitals.  Come 
and  enjoy  a fulfilling  practice  with  fewer  administra- 
tive headaches.  For  more  information,  contact  Stacy 
Scholtz,  Clinical  Services  Director,  Mutual  of  Omaha 
Health  Plans  of  Lincoln,  220  South  17th  Street, 
Lincoln,  NE  68508.  Call  1-800-574-2377  or  Fax  (402) 
475-6003.  An  equal  opportunity  employer. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Emptoyer/Grotp 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

Np.  pf  years 

Home  Phone  ( ) 

Other  Income 

Income  from  almony.  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a bass  for  repaying  ths  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  S 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( > ' 1 ■ . . 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a bass  for  repaying  ths  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accomt  Nimber 

Balances 

Payment 

Address 

Accomt  Nimber 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  ft  the  application  ts  true  and  complete  FirsTier  Bank  is  authorized  to  rvestigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signatue  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatire  Date  O-Applcant  Signatue  Date 


Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR 

Variable  Plate  Information 

The  vanable  rate  will  be  determined  by  the  "Prime  fRate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  8.4%  with  a minimum  rate  of  1 5.9%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted.  This  information  may  change  after  ihe  pnnting  date.  To  find  out  what  may  have  changed,  call  us  at 
1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O.  Box  7,  Omaha,  NE  68101  -0007 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases). 

Annual  Fee 

SP 

Late  Fee,  Overlimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2 Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

FirsTier^1  Bank,  NA,  Member  FDIC 


If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


The  lightweight  champion 
of  the  world. 


At  3.9  ounces,  the  Motorola  MicroTAC  Elite  DPC  is  the  world's  lightest  cellular  ^-ARY 
phone — but  it  still  packs  some  very  heavyweight  features. 


• Weighs  just  3.9  ounces — less  than  a D size  battery.  MAr  3 - 8S5 

• The  smallest  Motorola  MicroTAC  model  yet. 

• Lithium  Ion  "smart"  batteries  for  more  talk  time  with  less  weight. 

• Optional  digital  answering  machine.  The  only  cellular  pocket  phone  to  offer  this 
feature. 


W $CA  now  on  the  purchase  of  the  Motorola  MicroTAC  Elite  DPC  with 

uClYv  Jv  your  Nebraska  Medical  Association  membership.  The  Association 
will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 


Cotner  and  "O"  Streets  • 436-5050 


FIRST 
CELLULAR 
OMAHA 


15432  West  Center  Road  • 330-6500 

72nd  and  Jones  • 330-6500 

11071  West  Maple  Road  • 330-6500 

2000  W.  Broadway,  Council  Bluffs  • 322-5500 


TAKING  THE  LEAD  IN 
PERSONAL  COMMUNICATIONS9 

We  feature  state-of-the-art  Cellular  phones  by  Motorola. 
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St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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Commitment 

Pin§  Health  Care 

Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio Vascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha.  NE  68114 


sss 


We  can  help 
your  most 


difficult  cases. 


Madonna  Rehabilitation  Hospital  has  a specialized,  hospital-licensed  unit 
to  meet  the  needs  of  Nebraska’s  catastrophically  ill  or  injured  children  and 
adults.  The  20-bed  Complex  Medical  & Rehabilitation  Unit  offers  good 
outcomes  for  lower  cost  and  our  rehabilitation  emphasis  often  means  patients 
return  home  earlier  than  in  other  programs. 


Your  patient  could  benefit  from 
Madonna's  specialized  care  if: 


the  patient  requires  the  assistance  of  a mechanical  ventilator 
the  patient  is  a victim  of  multisystem  failure 


the  patient  needs:  / 

/ 

/ 

/ 

/ 

/ 

/ 

/ 

/ 


Mechanical  ventilation 
Chest  tubes 

Tracheostomy  care  with  extensive  respiratory  needs 
Extensive  wound  care 
Pain  management 

Long-term  IV  and  antibiotic  therapy 

MRSA 

TPN 

Upper  airway  management 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln.  NE  68506  • 800-676-5448 
Admissions  • Darlene  Barker.  RN  • 402-483-9525 


Storz 

Cancer  Institute 


J iving  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients’  physical , 

emotioruil,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  sendees  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physical 
therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932. 
or  call  MD  Source  toll-free  at  1 -800-552-5552 

CLARKSON 
. HOSPITAL 

Clarkson  Hospital  • 4350  Dewey  Avenue  • Omaha,  Nebraska  68105-1018 
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ADVICE  TO  AUTHORS 


Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R.  Gelber,  M.D.,  1500  S.  48th 
Street,  Suite  #511,  Lincoln,  NE  68506.  The  manuscript  should  be 
typewritten,  double-spaced,  on  8 Vi  x 11  in.  paper,  with  generous 
margins  on  each  page  Number  all  pages  in  the  right  upper  corner 
with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 

Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included.  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author.  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references.  Jour- 
nal references  should  include  authors'  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication.  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  8Vi  x 11  in.  paper.  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
quality,  glossy,  unmounted  black-and-white  photographic  prints,  at 
least  5 x 7 in.  Do  not  send  original  artwork.  Each  illustration  should 
have  a gummed  label  on  the  back  containing  the  figure  number,  name 
of  senior  author  and  an  arrow  indicating  top  of  figure.  Legends  should 
be  typed  double-space  for  each  illustration.  Permission  to  reproduce 
a picture  of  a patient  is  needed,  if  such  a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
tor. All  letters  should  be  accompanied  by  the  notation:  For  publica- 
tion. Galley  proofs  generally  will  not  be  returned  to  the  authors 
pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion. Payment  will  be  made  only  upon  publication  of  the  cartoons. 
The  Journal  will  make  an  effort  to  return  unpublished  cartoons,  but 
this  cannot  be  guaranteed.  The  copyright  for  published  cartoons 
must  be  assigned  to  the  Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  re- 
ceived, particularly  in  the  order  in  which  galley  proofs  are  returned 
from  the  authors.  The  Editor  of  this  Journal  assumes  no  responsibil- 
ity for  opinions  and  claims  expressed  in  an  article  published  in  this 
Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Company,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 


AMERICAN 
v CANCER 
* SOCIETY' 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cervical  Cancer  Program 
Nebraska  Department  of  Health 


NEBRASKA 

MEDICAL 

ASSOCIATION 


Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


Medical  Protective  Policyowners 


NEVER  get  letters  like  this! 
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Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor’s  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 

mm 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 
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800/344-1899 


Send  Young  Patients  On  An 

Adventure  In 


Healthy  Eating 


When  you’re  1 2 you’ll  eat  anything  that 
resembles  food,  but  nothing  recom- 
mended by  an  adult.  However,  you  may 
pay  attention  to  an  exciting  video  that 
transforms  your  body  into  a manned 
spaceship  fueled  by  what  you  eat. 

Your  eating  habits  may  improve 
without  even  realizing  it! 


“Eating  Healthy:  The  Adventure  Begins”  is 
a multimedia  health  education  program  that 
captures  the  attention  of  today’s  technol- 
ogy-savvy young  people.  They’ll  learn  how 
to  eat  healthy — and  may  even  wantto  eat 
healthy — after  you  present  this  colorful  in- 
school program. 


This  action-packed  kit  was  developed  with  the  Illinois  Academy  of  Family 
Physicians  for  grades  4 to  6.  It  is  reviewed  favorably  by  the  American 
Academy  of  Family  Physicians  Foundation.  This  integrated  program  includes: 

• A 10-minute  video 

• Teaching  guide  and  scripts 

• Overhead  transparencies 

• Food  Guide  Pyramid  poster  and  handouts 

This  entire  kit  is  yours  free  of  charge.  To  order  yours  today,  contact  the 
Nebraska  Beef  Council. 


Nebraska  Beef  Council 

P.O.  Box  2108  • Kearney,  Nebraska  68848-2108 
800/421-5326  • 308/234-8701  fax 


SURGEONS:  COULD  YOU  USE  AN  EXTRA  $10,000? 


If  you’re  a resident  in  surgery,  the  Army 
Reserve  will  pay  you  a yearly  stipend  which 


could  total  in  excess  of  $10,000  in  the  Army 
Reserve’s  Specialized  Training  Assistance 
Program  (STRAP). 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Army  Reserve  Medical 
Counselor.  Call: 

CALL  COLLECT 
913-491-3701 
LTC  Lawerence  Landrum 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  lohn  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor:  PaulM.  Scott,  M.D. , 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Duane  W.  Krause, 
M.D.,  Fremont.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  PaulE  Plessman.MD,  Seward. 
Counties:  Butler,  Hamilton,  Polk,  Saunders, 
Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  Judith  A.  Butler, 
M.D.,  Superior.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Joel  F.  Hutchins, 
M.D.,  Gordon.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Fumas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps,  Red  Wil- 
low, Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
Asher,  M.D.,  North  Platte  Counties:  Arther, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Elizabeth  P.  Rapier,  Hastings  ... 

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo Jeffrey  P.  Lee,  Kearney 

Butler Gerald  W.  Luckey,  David  City  .. 

Cheyenne-Kimball-Deuel ...  Calvin  W Cutright,  Sidney 

Cuming Scott  D.  Green,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow 

Dodge Stephen  V.  Wendt,  Fremont 

Five Benjamin  J.  Martin,  Wayne 

Four Murray  Markley,  Loup  City 

Gage 


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Michael  J.  Sullivan,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton 

Lancaster Krynn  K.  Buckley,  Lincoln 

Lincoln  Leland  Lamberty,  North  Platte  ... 

Madison Pradip  Mistry,  Norfolk 

Metropolitan  Omaha John  C.  Sage,  Omaha 

Northeast Tod  Voss,  Pierce 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline Robert  E.  Tuma,  Crete 

Saunders Leo  Meduna,  Wahoo 

Scotts  Bluff Richard  Simmons,  Scottsbluff 

Seward  Van  E.  Vahle,  Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 
Clinton  Jones,  Kearney 

Clinton  B.  Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B.  Eaton,  Fremont 

Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
David  Swift,  Grand  Island 
Mark  D.  Jobman,  Aurora 

Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Joseph  R.  Gard,  Lincoln 
Newton  Mack,  North  Platte 
Richard  P.  Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Diane  E.  Gilles,  Scottsbluff 
Roger  Meyer,  Utica 
Chas  F.  Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 


1 0-A  Nebraska  Medical  Journal  May  1 995 


When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Absences  from  work,  marital  discord,  denial, 
health  problems  and  evidence  of  substance 
abuse  are  all  symptomatic  of  addiction,  a serious 
condition  that  can  be  successfully  treated.  As  a 
physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 


For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


MEIHODET  & 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 
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FOUNDATIONS  BUSINESS  INTERESTS 


OLNEY  FOUNDATION 


HOSPITALS 


BERGAN  MERCY  HEALTH  SYSTEM 

BISHOP  CLARKSON  MEMORIAL  HOSPITAL 

BRYAN  MEMORIAL  HOSPITAL 

CHILDRENS  HOSPITAL 

GOOD  SAMARITAN  HEALTH  SYSTEMS 

IMMANUEL  MEDICAL  CENTER 

LINCOLN  GENERAL  HOSPITAL 

MARY  LANNING  MEMORIAL  HOSPITAL 

METHODIST  RICHARD  YOUNG 

NEBRASKA  METHODIST  HOSPITAL 

ST.  ELIZABETH  COMMUNITY  HEALTH  CENTER 

ST.  FRANCIS  MEDICAL  CENTER 

ST.  JOSEPH  HOSPITAL 

UNIVERSITY  HOSPITAL/UNMC 


ASTRA  USA,  INC 

Toprol-XL® 

Rhinocort® 

BLUE  CROSS  AND  BLUE  SHIELD 
OF  NEBRASKA 

BCBSN-NMA  Health  Care  Plan 
HMO  Nebraska 
PPO  Nebraska 
Medicare  Supplemental 

BRISTOL-MYERS  SQUIBB 

Pravachol 

Capoten 

Cefzil 

Buspar 

ELI  LILLY  & COMPANY 

Prozac® 

Humulin® 

Axid® 

Cedor® 

HOMEDCO 

Oxygen 

Infusion 

Home  Medical  Equipment 

MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY 

Physicians’  Professional  Liability  Insurance 

THE  MEDICAL  PROTECTIVE  COMPANY 

Professional  Liability  Insurance 
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BUSINESS  INTERESTS  H BUSINESS  INTERESTS 


MERCK  & COMPANY 

Mevacor® 

Zocor® 

Vasotec® 

Pepcid® 

MUTUAL  OF  OMAHA  COMPANIES 

Mutual  of  Omaha  Insurance  Company 
United  of  Omaha  Life  Insurance  Company 
Mutual  of  Omaha  Group  Operation 
Mutual  of  Omaha  Health  Plans 
of  Lincoln,  Inc. 

NICHOLS  INSTITUTE/PATHOLOGY 
MEDICAL  SERVICES 

PROCTER  & GAMBLE 
PHARMACEUTICALS,  INC. 

Macrobid 

Didronel 

Entex 

Asacol 

ROERIG  DIVISION,  PFIZER,  INC. 

Zoloft 

Cardura 

Diflucan 

Unasyn 


ST.  PAUL  FIRE  AND 
MARINE  INSURANCE  COMPANY 

Physicians'  Professional  Liability  Insurance 
Professional  Office  Package 

W.L.  GORE  & ASSOCIATES,  INC. 

DIASTAT™  Vascular  Access  Graft® 
GORE-TEX®  Stretch  Vascular  Graft 
GORE-TEX®  Suture 
GORE-TEX®  Cardiovascular  Patch 


WYETH-AYERST  LABORATORIES 

Premarin 

Effexor 

Verelan 

Oruvail 


ROSS  PEDIATRIC  PRODUCTS 

Similac 

Isomil 

Pedialyte 

Biaxin 


May  1995  Nebraska  Medical  Journal  13-A 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 

8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  F Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha.  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  FarnamSt.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha.  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street.  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D. , President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave  , #208.  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave. , #301,  Omaha,  NE  68152-2 1 16 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D.,  President 
233  So.  13thSt.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S 42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H . Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K.  Koerber,  M.D . , President 
233  So.  13thSt.,Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D.,  President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  6813 1 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D. , Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C Likes,  Exec.  Director 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
RowenK.  Zetterman.M.D.  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
233  S 13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B Horton,  M.D  , Director 

P.O.  Box  95007, 301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm.  RD,  CN 
6300  Cornell  Road,  Lincoln,  NE  68516 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 
T.R.  Osborne  M.D.,  President 
233  So.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St. , Suite  1512,  Lincoln,  NE  68508-209 1 
Nebraska  Nurses  Association 
Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D  . Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221 S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R.P  , Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D  . , President 
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Celebration  Time 


DAVID  L.  BACON,  M.D. 


The  following  inaugural  address  was  presented  April  29,  1995 


It  is  with  sincere  humility  and  with  a thank 
you,  "I  think",  I accept  the  challenge  of  this 
opportunity  for  the  coming  year. 

The  degree  to  which  a profession  is  re- 
spected can  be  measured  by  the  rule  of  the 
"B's".  The  larger  the  number  of  B's,  the  greater 
the  respect  for  the  profession.  Medicine,  at 
this  time,  has  a huge  number  of  B's.  As  you 
sit  listening  to  me  you  can  count  the  B's. 
There's  the  wannabees,  the  canibees,  and 
the  willibees.  As  we  look  at  all  the  individu- 
als and  groups  which  are  represented  by 
one  or  more  of  the  B's,  it  should  make  us 
humble  and  filled  with  gratitude  to  be  a 
member  of  the  most  respected  and  honored 
professions. 

As  we  begin  this  year,  I'm  reminded  of  the 
story  of  the  psychologist  who  was  studying 
twins.  He  devised  a test  to  see  if  twins 
would  respond  similarly  in  a given  set  of 
circumstances.  His  first  study  subjects  were 
two  small  boys.  On  the  study  day,  he  took 
the  boys  down  a hall.  He  opened  a door  to 
an  empty  room  and  let  the  first  boy  inside. 
There  in  the  middle  of  the  room  was  a large 
pile  of  horse  manure.  He  told  the  boy  he’d 
be  back  in  an  hour.  He  then  left,  shutting  the 
door  behind  him.  The  second  boy  was  led  to 
a similar  room  with  similar  instructions.  At 
the  end  of  the  hour  the  psychologist  went 
back  to  the  rooms.  In  the  first  room  he  found 
the  little  boy  sitting  in  a corner  very  dis- 
traught and  wanting  his  mommy.  The  psy- 
chologist next  went  to  the  second  room  and 
upon  opening  the  door,  he  found  the  little 
boy  excitedly  racing  around  the  room,  dig- 
ging in  the  "road  apples"  and  shouting.  When 
asked  what  he  was  doing,  the  boy  shouted, 
"With  all  this  manure,  there's  got  to  be  a 
pony  in  here  somewhere". 

As  we  sit  in  the  rooms  with  all  the  chal- 
lenges to  this  profession,  and  with  all  the 
problems  these  challenges  represent,  let  us 
never  forget  that  we  have  found  the  pony. 


David  L.  Bacon,  M.D. 

Secure  in  that  knowledge,  let  us  celebrate 
tonight  some  of  the  principles,  ideals  and 
ethics  which  have  served  our  calling  well. 
Let  us  celebrate  those  standards  which  set 
us  apart  and  place  us  in  a unique  position  to 
serve  our  fellow  man. 

In  order  to  focus  our  thinking,  I would 
share  with  you  four  short  biographical 
sketches  which  I think  illustrate  some  of  the 
best  attributes  of  our  profession. 

Our  first  man  was  born  in  460  B.C.  on  the 
Island  of  Cos.  I'm  sure  you  already  recognize 
this  is  Hippocrates.  His  father  was  a physi- 
cian of  the  family  Asclepias.  He  was  taught 
medicine  by  his  father  Heraclitus  and  stud- 
ied philosophy  under  Democritus.  During 
his  life,  contemporaries  included  Socrates, 
Plato  and  the  young  Aristotle.  Others  in- 
cluded Pericles,  Sophocles  and  Euripides. 
What  an  exciting  time  to  live.  In  the  manner 
of  physicians  of  his  day,  he  spent  his  time 
traveling  and  practicing  his  art  throughout 
neighboring  cities  and  the  Aegean  Islands. 
He  lectured  extensively,  wrote  prolifically 
and  as  his  fame  spread,  he  taught  medicine 
to  many  students.  His  viewpoints  on  many 
subjects  dominated  thought  for  2,000  years. 
He  iived  to  be  nearly  100  before  he  died. 
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During  his  life  he  separated  medicine  from 
theology  and  philosophy.  He  organized  cur- 
rent knowledge  into  a systematic  science. 
Medicine  was  divorced  from  superstition 
and  necromancy.  As  a result,  medicine  de- 
veloped into  a systematic  observation  of 
disordered  life  processes. 

The  second  physician  was  born  in  a sub- 
urb of  Budapest  in  1818.  He  was  the  fourth 
of  eight  children  of  a grocer.  After  prepara- 
tory school  he  went  to  Vienna  and  enrolled 
in  the  Vienna  School  of  Medicine,  receiving 
his  doctorate  in  1 844. 

In  1795,  Alexander  Gordon  of  Aberdeen 
published  a treatise  on  an  epidemic  of  puer- 
peral fever  in  Aberdeen.  In  this  treatise, 
Gordon  hypothesized  that  puerperal  fever 
was  a contagion  which  followed  in  the  wake 
of  certain  doctors  and  midwives.  He  coun- 
selled personal  cleanliness. 

In  1843  Oliver  Wendell  Holmes  wrote  in 
the  New  England  Quarterly  Journal  a damn- 
ing indictment  of  the  medical  profession. 
His  writing  was  not  from  professional  expe- 
rience, as  he  was  a barrister,  but  from  a 
literature  review.  Holmes  was  insistent  puer- 
peral sepsis  could  be  prevented. 

Our  physician  practiced  at  the  Allegemeines 
Krankenhaus  in  Vienna.  There  he  experi- 
enced caring  for  women  with  the  horrors  of 
childbed  fever.  As  he  watched  the  autopsy 
of  one  unfortunate  patient,  he  saw  an  assis- 
tant in  anatomy  receive  a stab  wound  on  his 
finger.  The  ensuing  infection  resulted  in  the 
assistant's  death.  Recognizing  that  the  death 
was  a case  of  wound  contamination, 
Semmelweis  reasoned  there  was  a trans- 
missable  cause  of  puerperal  sepsis.  Students 
were  ordered  not  to  attend  autopsies  and  at 
the  same  time  be  in  attendance  on  the  wards. 
He  made  the  students  scrub  their  hands 
with  chloride  of  lime.  The  result  was  an 
immediate  drop  in  mortality  from  puerperal 
sepsis  from  11.4%  to  1.27%. 

Semmelweis  tried  to  convince  his  superi- 
ors and  colleagues  of  the  value  of  his  obser- 
vations. He  was  rebuffed,  denied  access  to 
patients  and  left  Vienna  for  Budapest.  There 
he  took  over  a lying-in  hospital  and  again 
virtually  eradicated  puerperal  sepsis  on  his 
wards. 

At  the  urging  of  friends,  he  wrote  a manu- 
script and  it  was  ready  for  press  in  October, 


1860.  Because  the  text  included  letters  of 
criticism  and  because  he  then  attacked  the 
critics,  he  lost  favor  with  many.  The  criticism 
produced  a violent  strain  on  Semmelweis. 
He  began  to  get  alternately  excited  and 
depressed.  His  mind  failed  him  and  friends 
look  him  to  Vienna  where  he  was  entered  in 
an  insane  asylum.  There  he  died  at  the  age 
of  47. 

Our  third  physician  was  born  in  Virginia 
in  1851.  He  was  the  son  of  a Methodist 
minister  who  gave  him  a good  education  in 
the  classics  and  mathematics.  He  graduated 
from  the  University  of  Virginia  at  the  age  of 
1 8 with  a degree  in  medicine.  He  enrolled  at 
Bellevue  Hospital  Medical  College  in  New 
York  for  more  study.  In  1870  he  received  a 
second  M.D.  degree. 

He  joined  the  army  and  was  posted  to 
several  military  posts  in  the  west.  One  of 
these  was  Ft.  Robinson.  He  was  there  at  the 
time  Jules  Sandoz  was  settling  in  the  sandhills. 

Later  he  studied  the  new  science  of  bac- 
teriology at  Johns  Hopkins  Hospital. 

During  the  Spanish  American  War  a com- 
mission led  by  Walter  Reed  discovered  the 
vectors  responsible  for  an  epidemic  of  ty- 
phoid fever  in  army  camps.  Later  leading 
another  commission  he  discovered  how 
mosquitoes  were  spreading  yellow  fever. 
Great  fame  followed.  In  1902  he  died  of 
chronic  appendicitis. 

The  fourth  physician  was  born  in  1964. 
Very  early  he  was  introduced  to  medicine. 
During  the  Vietnam  war  he  would  stand 
watching  the  military  aircraft  pass  by  and 
was  heard  to  wonder  if  his  daddy  was  going 
to  have  to  go  to  war.  As  he  grew,  matured 
and  selected  the  schools  of  his  choice,  he 
expanded  his  mind  and  acquired  a wonder- 
ful knowledge  base.  His  experiences  in  those 
halls  of  learning  and  at  the  bedside  have 
honed  his  skills  at  decision  making.  In  the 
process,  my  son  Ross  has  acquired  a strong 
social  conscience.  He  is  now  nearly  ready  to 
carry  the  standards  and  ethics  demonstrat- 
ing the  best  of  medicine  as  we  approach  the 
twenty  first  century. 

What  are  the  ideals  we  celebrate  in  the 
examples  of  these  four  lives? 

From  the  first  physician  we  have  received 
a code  of  ideal  behavior  and  ethics.  This 
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code  has  now  been  around  for  2,500  years. 
It  still  enumerates  the  finest  ideals  concern- 
ing profession  deportment.  Included  are 
statements  regarding: 

1 . Respect  for  teachers  and  their  families. 

2.  Respect  for  colleagues. 

3.  Respect  for  life  and  an  abhorrence  of 
death  producing  medications  and  devices. 

4.  Respect  for  patients,  their  rights,  fami- 
lies and  households. 

He  also  changed  the  practice  of  medicine 
from  religion  and  incantations  to  a system- 
atic scientific  discipline. 

From  the  second  we  have  a graphic  dem- 
onstration that  a physician  is  a clinical  scien- 
tist who,  by  careful  observation  and  judi- 
cious therapy,  can  change  the  course  of 
disease,  promote  health  and  general  well 
being.  Sometimes  this  has  to  be  done  at 
great  personal  cost. 

From  the  third  physician  we  get  an  expan- 
sion of  the  second  doctor's  efforts.  With  the 
knowledge  of  disease  producing  vectors  and 


learning  how  to  interdict  these  vectors, 
medicine  can  promote  the  public  health  and 
change  patterns  of  life  and  death  for  entire 
population  groups. 

For  the  fourth,  it  is  the  promise  of  better 
trained,  more  adequately  equipped  physi- 
cians; physicians  who  are  capable  of  even 
better  service  for  our  patients.  These  physi- 
cians are  still  imbued  with  the  ethics  and 
sense  of  mission  which  has  long  character- 
ized the  best  in  medicine. 

As  has  been  so  eloquently  stated  here  to 
fore,  the  past  is  but  the  prologue  to  the 
future. 

Our  task  is  to  uphold  the  integrity,  ethics, 
ideals  and  virtues  of  this  marvelous  profes- 
sion and  deliver  it  to  that  generation  of 
thoughtful,  articulate  and  eager  young  sci- 
entists whom  we  are  proud  to  call  sons, 
daughters  and  colleagues. 

As  we  think  on  these  things,  yes  we  have 
found  the  pony.  There  is  truly  much  to  cel- 
ebrate. 
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GUEST  EDITORIAL 


Thoughts  and  Observations  Regarding  Dementia  Evaluation 


JOHN  F.  AfTA,  M.D. 

Omaha,  Nebraska  681 14 


Since  1 984,  when  our  dementia  study  was 
first  initiated,  we  have  now  evaluated  thor- 
oughly 1000  dementia  patients.  From  its  in- 
ception, our  goal  has  been  to  try  and  find  a 
potentially  treatable  etiology  of  each  patient's 
dementia.  This  goal  has  been  re-enforced  by 
our  results:  from  the  beginning,  we  have  found 
that  greater  than  50%  of  our  patients  have  a 
potentially  treatable  cause  of  their  dementia. 
The  following  thoughts  and  observations  re- 
garding dementia  and  its  evaluation  are  based 
on  our  prospective  clinical  experience  with 
these  1,000  patients. 

The  patient,  family,  or  caregiver  may  pro- 
vide clues  as  to  the  patient's  dementia  etiol- 
ogy. One  should  inquire  about  a similar  his- 
tory in  other  family  members.  Many  years 
ago,  I attended  a lecture  about  dementia  and 
remember  seeing  a picture  of  a family  of  12 
brothers  and  sisters,  1 1 of  whom  developed 
Alzheimer's  Disease  (FAD).  Thus,  there  is  value 
in  asking  about  a similar  history  involving 
other  family  members  or  familial  Alzheimers 
Disease  (FAD).  However,  these  patients 
should  still  be  evaluated  for  co-morbidity  or 
an  additional  treatable  etiology  of  their 
dementia. 

Occasionally,  there  is  a history  of  dementia 
that  clearly  arises  following  severe  and  pro- 
longed orthostatic  hypotension,  CPR,  Ml,  or 
post-operatively,  or  after  repeated  head  inju- 
ries. Here,  the  etiology  is  clear,  and  no  further 
testing  is  necessary. 

We  have  found  that  spatial  disorientation 
— becoming  "lost" — seems  to  correlate  with 
an  eventual  diagnosis  of  AD.  This  must  be 
searched  for  in  the  patient's  history  as  it's  a 
rare  family  that  will  spontaneously  describe 
this.  There  are  different  degrees  of  spatial 
disorientation.  In  milder  forms  the  patient 
may  become  "lost"  outdoors,  unable  to  find 
their  car,  their  way  in  a strange  city,  in  a hotel, 
to  or  from  a store,  or  their  way  home.  Mod- 
erate cases  involve  becoming  consistently 
lost  in  someone  else's  home  such  as  a friend 
or  sibling.  The  most  severe  cases  are  exempli- 


fied by  patients  who  become  "lost"  within 
their  own  homes  or  who  are  unable  to  cor- 
rectly find  their  hospital  room  while  standing 
just  beyond  that  room's  doorway. 

The  patient,  their  family  and  accompany- 
ing friends,  or  caregiver  should  be  quirried 
about  the  role  of  depression.  Depression  may 
masquerade  as  dementia  (i.e.  pseudo- 
dementia). If  the  patient  is  younger  e.g.  20-40 
years  old  without  a clear-cut  anfecedant  his- 
tory, anxiety,  stress,  depression,  alcohol,  and/ 
or  street  drug  use  should  be  considered. 
However,  depression  and  alcohol  use  (abuse) 
may  be  found  to  encompass  all  age  groups. 
This  group  of  psychiatric  diseases  which  may 
mimic  dementia,  have  consistently  repre- 
sented approximately  25%  of  our  dementia 
patients,  and  are  potentially  treatable,  but 
may  require  psychiatric  collaboration  and 
intervention.  Thus,  the  physician  must  be  will- 
ing to  ask,  probe  or  suspect  the  possible  role 
of  depression  or  other  psychiatric  diseases. 

Testing  of  these  dementia  patients  must  be 
thorough  and  include  a comprehensive  his- 
tory, physical  examination  and  laboratory  stud- 
ies to  include  cranial  CT,  appropriate  serum 
and  urine  studies,  and  if  possible  psychologi- 
cal and  IQ  testing.  Ideally,  the  patient  should 
be  hospitalized;  this  will  provide  better  con- 
trol of  the  case,  the  patient  can  be  studied  24 
hours  a day,  and  observations  can  be  made 
that  were  previously  denied,  thought  unim- 
portant or  irrelevant  or  of  which  caregivers 
were  unaware.  I have  found  that  one  can  not 
correctly  guess  the  underlying  dementia  eti- 
ology. Years  ago,  I tried  guessing,  but  was 
consistently  wrong.  It  was  then  that  I learned 
that  my  ability  to  guess  the  etiology  rivaled 
by  ability  to  successfully  buy  gifts  for  my  wife. 


Reprint  request  and  correspondence  to:  J.F.  Aita,  M.D., 
8601  West  Dodge  Road,  #110,  Omaha,  Nebraska  68114, 
Phone  # (402)  392-2882,  FAX  # (402)  397-2778. 
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Cervical  Dystonia:  A Review 
The  Role  of  Botulinum  Toxin 


L L.  EDWARDS,  M.D. 

University  of  Rochester,  Strong  Hospital 
Rochester,  NY 
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This  manuscript  was  presented,  in  part  at 

the  Third  International  Congress  of  Movement  Disorders  in  Orlando,  Florida  on  November  8,  1 994 
L.L.  Edwards,  M.D.,  was  awarded  the  National  Spasmodic  Torticollis  Association  Travel  Award  in  recognition  of  this  research. 


Definition 

CERVICAL  dystonia  (CD)  is  a con- 
dition which  affects  the  neck 
muscles  causing  patterned, 
repetitive,  clonic  (spasmodic)  head  movements 
or  tonic  abnormal  postures  of  the  head1  as  a 
result  of  twisting  (torticollis),  tilting  toward  one 
shoulder  (laterocollis),  flexing  (anterocollis)  or 
extending  (retrocollis)  the  neck.2'3  Dystonia  is 
classified  according  to  age  at  onset  (infantile  - 
less  than  2 years  of  age:  childhood  - 2-1 2 years; 
juvenile  - 13-20  years;  adult  - over  age  20), 
etiology  (idiopathic  or  primary,  hereditary,  and 
secondary),  and  distribution  (focal,  segmental, 
multifocal,  generalized,  and  unilateral  or 
hemidystonia).4'8 

CD  is  the  most  common  form  of  idiopathic 
focal  dystonia  with  an  estimated  incidence  of 
1 1 per  million  per  year.4-7, 9 Onset  is  usually 
during  the  fourth  or  fifth  decade  (Mean  age,  38- 
43)  with  women  being  more  commonly  af- 
fected (1.6/1  - 1 .9/1  )4,5, 10  and  a family  history  of 
dystonia  present  in  2-12%  of  patients.3'5-10,11  A 
family  history  of  movement  disorders  has  been 
identified  in  up  to  44%  of  patients.5 

Pathophysiology 

Normal  posture  of  the  head  and  neck  relies 
on  a balance  of  visual,  vestibular  and  proprio- 
ceptive input12  which  are  integrated  via  several 
reflex  pathways.  The  vestibulo-ocular  reflex 
(VOR)  pathway  is  responsible  for  keeping  the 
visual  image  still  by  compensating  for  head 
movement  and  is  modulated  by  the  inhibitory 
influence  of  the  cerebellar  flocculus  on  vestibu- 
lar interneurons.13  The  vestibulocollic, 
vestibulospinal,  cervicocollic  and  cervicospinal 
reflexes  modulate  the  cervical  and  limb  motor 
neurons  important  in  maintaining  head  pos- 
ture.12,13 Muscle  tone  is  maintained,  then,  by  a 
balance  of  inhibitory  and  facilitatory  influences 
mediated  by  the  reticular  formation.12,13  The 
basal  ganglia  also  influence  motor  control,  but 


are  more  involved  in  the  higher-order,  cognitive 
aspects  of  motor  control  - the  planning  and 
execution  of  complex  motor  strategy.14-16  It  has 
been  proposed  that  within  the  basal  ganglia 
direct  and  indirect  pathways  exist.15,16  These 
pathways  are  modulated  by  neurotransmitters 
which  are  inhibitory  (GABA,  substance  P, 
enkelphalin),  excitatory  (glutamate)  or  both 
(dopamine).15,16 

Although  many  theories  exist  as  to  the  etiol- 
ogy and  pathophysiology  of  CD,  true  under- 
standing of  this  disorder  remains  elusive.  No 
distinct  genetic  basis  has  been  identified  in  CD, 
however  investigators  have  identified  rare  cases 
of  autosomal  dominant  familial  CD,17,18  and  the 
increased  frequency  of  a family  history  of  move- 
ment disorders  in  people  with  CD3,4,19-21  sup- 
ports the  hypothesis  that  genetics  play  a role  in 
the  development  of  CD.  Disturbances  in  the 
vestibular  system  and  basal  ganglia  are  felt,  by 
most  investigators,  to  play  a role  in  the  develop- 
ment of  cervical  dystonia  since  both  are  in- 
volved in  the  maintenance  of  normal  head 
posture.5,22-26  Hyperexcitability  of  polysynaptic 
pathways  in  the  brainstem  and  spinal  cord  as 
the  basis  for  CD  has  also  been  suggested  by  the 
presence  of  abnormalities  of  blink  reflex  recov- 
ery27,28 and  brainstem  auditory  evoked  poten- 
tials in  CD.29,30 

Several  studies  have  identified  trauma  to  the 
upper  limb  or  neck  preceding  the  development 
of  symptoms  in  up  to  1 6%  of  their  patients  with 
CD. s, io, 2o, 22, 31  The  mechanism  of  peripheral 
trauma  induced  dystonia  is  not  understood, 
however  it  has  been  suggested  that  the  patho- 
physiology may  be  similar  to  that  seen  in  certain 
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forms  of  causalgia  or  phantom  pain.31  While 
whiplash  injuries  are  common,  few  develop 
CD,  therefore  one  wonders  if  genetic  suscepti- 
bility may  also  play  a role.5,31 

More  recently  the  identification  and  renewed 
interest  in  neurotransmitters  has  led  other  re- 
searchers to  look  for  correlation  of  CD  with 
cholinergic  pathways,  amino  acid  neurotrans- 
mitters, dopamine,  norepinephrine,  and  sero- 
tonin.26'32-33 Some  investigators  have  suggested 
that  the  underlying  disease  process  may  be 
more  generalized.29-34  Persistent  abnormalities 
in  VOR  despite  improvement  in  head  posture 
following  botulinum  toxin  injections  may  re- 
flect a widespread  derangement  of  the  sensory- 
motor  mechanisms  controlling  head  posture.34 
The  presence  of  reciprocal  inhibition  abnor- 
malities seen  in  clinically  normal  body  parts  in 
people  with  CD  may  also  point  to  the  possibility 
of  a more  generalized  disease  process.29  While 
psychogenic  CD  was  felt  to  be  common  in  the 
past,  currently  it  is  believed  to  be  quite  rare.35 

Diagnosis 

The  diagnosis  of  CD  is  one  of  exclusion.26 
Dystonia  is  commonly  seen  in  Wilson's  disease 
which,  because  of  its  response  to  specific 
therapy,  must  be  ruled  out  in  a patient  present- 
ing with  CD.19-26-36  Other  neurodegenerative 
diseases  that  have  been  associated  with  CD 
include  neuroacanthocytosis8-19-37  and,  in  rare 
cases,  Huntington's  disease.1-8  Inflammation  of 
lymph  nodes,  cellulitis  involving  the  soft  tissues 
of  the  neck  or  an  abscess  of  the  intra-or 
extraspinal  space  may  produce  torticollis,  as 
can  destructive  neoplasms  of  the  cervical  verte- 
brae.26 Laboratory  tests  are  useful  in  the  identi- 
fication of  Wilson's  disease,  metabolic  disor- 
ders such  as  hyperthyroidism,10  or  in  rare  cases, 
amino  acid  or  lipid  (dystonic  lipidosis)  distur- 
bances,19-38 and  toxic  disorders  related  to  man- 
ganese, carbon  monoxide  or  carbon  disulfite.19 
Imaging  studies  are  helpful  if  structural  abnor- 
malities are  suspected.  Cervical  disease,  includ- 
ing disc  disease,  spondylosis,  facet  dislocation 
can  be  identified  by  CT  scan,  as  can  cervical 
fracutres.26  Electromyography  (EMC)  is  rarely 
needed,  but  may  be  used  to  localize  involved 
muscle  that  cannot  be  palpated.5-19 

The  clinical  examination  involves  evaluating 
the  patient  at  rest,  allowing  the  head  to  assume 
the  maximally  abnormal  posture  with  the  eyes 
open  and  closed,  and  also  while  standing,  walk- 
ing, sitting,  and  writing.19-22  The  examiner  must 
passively  move  the  head  to  define  the  dystonic 


posture,  to  localize  the  contracting  muscles,  to 
determine  the  full  range  of  motion,  and  to 
ascertain  whether  there  are  contractures.  Pal- 
pation of  the  contracting  muscles  is  necessary 
to  localize  that  involved  muscles,  to  estimate 
muscle  mass,  and  to  find  points  of  tender- 
ness.5-19 Tremor  is  frequently  present  in  addition 
to  the  abnormal  head  posture.  The  remainder 
of  the  neurological  examination  is  usually  unre- 
markable in  CD.22 

Clinical  Course 

The  clinical  presentation  of  CD  is  variable, 
but  50%  of  individuals  with  CD  note  involun- 
tary head  movement  as  the  first  symptom.22 
Twenty-five  percent  have  neck  deviation  that  is 
pointed  out  to  them  by  others  or  noted  in  the 
mirror.22  Muscles  most  commonly  involved  in- 
clude the  sternocleidomastoid,  trapezius,  sple- 
nius  capitis,  levator  scapulae,  scalene  complex, 
and  the  deep  prosterior  vertebrals  (longissimus 
capitis,  semispinalis  capitis).5The  clinical  course 
of  CD  typically  consists  of  a progressive  in- 
crease in  symptoms  over  the  first  five  years, 
followed  by  five  years  that  are  fairly  static,  and 
then  by  slight  improvment.39-40  Remissions  are 
not  uncommon,  usually  occurring  during  the 
first  few  years  are  of  variable  duration.4-19-20-22'3w1) 
Complications  associated  with  CD  include 
contractures,  radiculopathies  and  myelopathy.5 
It  is  well-recognized  that  emotional  stress  and 
fatigue  will  often  enhance  the  dystonic  posture, 
as  will  walking  and  using  the  hands  while  sleep, 
yawning  and  certain  gestures,  "geste 
antagonistique"  or  "gegendruck-phanomen"  (a 
light  touch  or  pressure  with  finger  or  object), 
improve  head  posture. 1-5-20-22'25 

Several  associated  abnormalities  have  been 
identified  in  CD,  including  other  movement 
disorders.  Tremor  occurs  in  up  to  71%  of  indi- 
viduals,4-5'20-21 with  head  and  neck  involvement 
in  up  to  60%5  and  upper  extremity  involvement 
in  7-50%.5-21  Other  dystonias  associated  with 
CD  include  blepharospasm  (10%),  oral  (16%), 
mandibular  (12%),  and  hand/arm  (10%).5-20 
Scoliosis  (39%)  and  cervical  spondylosis  are 
also  common,  with  secondary  cervical 
radiculopathy  developing  in  up  to  32%  of  indi- 
viduals with  CD.5-19-22  Hypertrophy  of  the  in- 
volved muscles  frequently  occurs.22  CD  is  asso- 
ciated with  pain,  which  contributes  significantly 
to  disability,  in  up  to  75%  of  patients.4-5-10-20-42 
Several  studies  have  identified  an  increased 
frequency  of  psychiatric  and  psychosocial  dis- 
orders in  individuals  with  CD  ranging  from 
relatively  mild  disorders  to  schizophrenia,  bipo- 
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lar  disorder  and  major  depression. 1-2-3-40-42  Many 
patients  (up  to  94%)  experience  social  and 
mental  stress  attributed  to  the  disorder.3 
Patterson  and  Little2  found  that  10%  of  their 
patients  were  unable  to  continue  work,  49% 
were  partially  disabled,  and  only  29%  were  able 
to  continue  working  at  the  same  level  as  before 
the  development  of  CD.  Our  society  places  an 
undue  emphasis  on  physical  appearance  and 
the  development  of  CD  alters  not  only  one's 
self-image,  but  also  the  impression  made  on 
others.  This  can  make  developing  or  maintain- 
ing intimate  relationships  difficult,41-43  and  may 
contribute  to  a sense  of  isolation.  Some  investi- 
gators have  found  that  patients  who  cannot 
accept  the  disorder  and  who  continually  look 
for  new  therapies  and  new  cures  generally  do 
not  do  as  well  as  those  who  adjust  to  the 
condition.22 

Treatment 

Treatment  of  CD  has  been,  and  remains, 
symptomatic.  Physical  therapy  and  relaxation 
techniques  may  improve  the  patient's  control  of 
movements  and  help  prevent  contractures,  but 
rarely  reduce  discomfort  or  improve  overall 
function.5-22  Biofeedback  may  produce  excel- 
lent initial  results,  but  the  effects  are  not  usually 
long  lasting  and  patients  tend  to  tire  of  it  and 
abandon  it.5'2226'44  Due  to  the  social  stigma 
associated  with  CD  it  is  important  to  refer 
patients  to  a support  group  to  assist  them  in 
learning  more  about  and  adjusting  to  the  disor- 
der.22 If  they  develop  psychiatric  problems, 
such  as  depression  or  anxiety,  they  should  be 
referred  to  a psychiatrist  for  treatment. 

Pharmacotherapy  may  improve  control  of 
neck  movement  and  position  in  up  to  50%  of 
patients.45-46  Anticholinergics  are  usually  the 
first  line  of  therapy,45"19  with  benzodiazepines 
second45-46-49  and  muscle  relaxants  (cyclo- 
benzaprine),  levodopa/carbidopa,  anti- 
spasmodics  (baclofen)  and  tricyclics  less  com- 
monly prescribed.46-49  Anticholinergics  may  pro- 
duce peripheral  (dry  month,  constipation, 
blurred  vision)  and  central  (confusion,  halluci- 
nations, behavioral  changes)  side  effects.  Uri- 
nary retention  can  also  be  seen,  especially  in 
the  elderly.  Initial  dosages  are  small  and  are 
slowly  increased  until  side  effects  become  both- 
ersome.45-48 Some  peripheral  effects  can  be 
alleviated  by  adding  pilocarpine  (muscarinic 
agonist)  eye  drops  or  pyridostigmine.  Using  a 
slow  release  form  or  decreasing  dosage  is  the 
only  way  to  alter  centrally  mediated  side  ef- 
fects.45 


If,  despite  adequate  anticholinergic  dosage, 
symptoms  persist  benzodiazepines  may  be 
added  or  substituted.  Clonazepam  has  been 
suggested  as  a first  choice.45  Sedative  effects 
may  be  present  at  initiation  of  therapy,  but  they 
tend  to  disappear.  Other  benzodizepines  may 
also  be  beneficial  and  the  choice  depends  on 
the  individual  patient.19-26-45 

Some  patients,  who  do  not  respond  to  these 
agents,  deserve  a trial  of  other  medications 
found  to  be  helpful  in  some  cases  of  CD.45-46 
These  patients  need  to  understand  the  goal  of 
therapy  and  that  it  is  very  much  an  empiric 
process  that  requires  time  and  patience. 
Levodopa/carbidopa  and  bromocriptine  may 
be  helpful,  but  require  a trial  of  at  least  three 
weeks.  Their  potential  side  effects  include  con- 
fusion, hypotension  and  nausea.  Baclofen  may 
provide  some  relief,  but  may  also  be  associated 
with  weakness,  confusion,  and  in  rare  cases, 
seizures.45-46  Sedation  is  commonly  seen  with 
cyclobenzaprine.  Carbamazepine  has  been 
beneficial  in  rare  cases  and  may  deserve  a trial 
in  selected  refractory  patients.50  Non-steroidal 
anti-inflammatory  drugs  and  tricyclic  anti-de- 
pressants may  be  helpful  in  patients  in  whom 
pain  is  a significant  component.45  If  these  medi- 
cations fail,  local  injections  of  anesthetic  and 
steroids  may  provide  relief.3  If  a patient  fails 
conservative  management  surgical  options  ex- 
ist including  accessory  nerve  sectioning, 
intradural  sectioning  of  anterior  motor  roots  of 
C1-C3,  and  myotomy.19-26-51 

The  most  recent  advance  in  the  therapy  of 
CD  is  botulinum  toxin  A (BTX)  injections,  which 
produce  local  neuromuscular  junction  block- 
ade following  localized  injection.52-53  The  toxin 
binds  to  the  cell  membrane,  enters  the  cell,  and 
inhibits  exocytosis  of  acetylcholine.53-54  There 
are  seven  serologically  distinct,  but  structurally 
similar  toxins  (A-E),  with  type  A being  the  type 
most  commonly  used  in  the  treatment  of  CD.53-55 
BTX  was  first  used  by  Scott  in  1980  to  treat 
strabismus.52  BTX  administration  for  the  treat- 
ment of  blepharospasm  followed  in  1 98356  and 
in  1985  Tsui  demonstrated  its  effectiveness  in 
the  treatment  of  CD.11-52-57  Numerous  open 
trials  have  taken  place  and  BTX  injections  are 
now  widely  used  in  larger  centers.7-56^2  Table  1 
lists  the  current  uses  of  BTX. 

BTX  dosage  is  in  mouse  units  (1  = LD50  for  an 
1 8-20  gm  female  Swiss-Webster  mouse  injected 
intraperitoneally)  with  an  average  dose  of 
Allergan  brand  (USA)  being  50-100  units  in- 
jected into  the  midbelly  of  affected  muscles 
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TABLE  1 

Disorders  T rested  With  Botulinum  Toxin  Injections 


Approved  Indications 

Strabismus 
Blepharospasm 
Hemifacial  Spasm 

Investigational  Indications 

Spasticity 

Overactivity  of  Sphincter 
Muscles  with  Constipation 
Cosmetic  Corrections 
Trigger  Point  Pain  Syndrome 


Accepted  Indications 

Oromandibular  Dystonia 

Cervical  Dystonias 

Antero-,  Retro-,  Torti,  Laterocollis 

Spasmodic  Dysphonia 

Upper  Extremity  Dystonia,  Writer's  cramp 

Musician's  dystonia 

Foot  Dystonia 

Tremor 


near  the  motor  endplate.53  Investigators  agree 
that  for  the  initial  injection  EMG  guidance 
should  be  utilized,53’63"65  but  there  is  contro- 
versy regarding  whether  this  guidance  is  neces- 
sary for  subsequent  injections.65  Cornelia  et  al63 
in  a randomized  prospective  study  found  that, 
although  the  number  of  patients  responding  to 
BTX  injections  did  not  increase,  the  number  of 
patients  with  marked  improvement  and  a greater 
magnitude  of  improvement  did  increase.  Most 
investigators  would  agree  that  EMG  guidance 
is  useful  if  one  is  unable  to  palpate  the  muscle 
due  to  obesity  or  for  other  reasons. 
Contraindications  to  BTX  injection  include  preg- 
nancy, neuromuscular  junction  disorders 
(myasthenia  gravis,  Eaton-Lambert),  motor  neu- 
ron disease,  and  aminoglycoside  therapy.53 

BTX  is  considered  to  be  safe,  effective  and  an 
accepted  treatment  for  CD.58’66"68  In  double- 
blind placebo-controlled  studies  up  to  61%  of 
subjects  showed  improvement  following  BTX 
injection.5556'68'71  In  open  trials  more  dramatic 
improvement  (up  to  92%)  was  seen,  most  likely 
due  to  individualization  of  dose.5S'56’5&^2'72'74The 
latency  to  maximum  improvement  averages 
one  week  with  a mean  duration  of  benefit  of  3.5 
months  of  toxin  A.53  58  As  with  any  therapy, 
complications  may  accompany  the  use  of  BTX. 
Muscle  weakness,  pain  and  hematoma  are  the 
most  common  localized  side  effects, 45’53’75’76 
while  a flu-like  syndrome,  autonomic  effects77 
and  subclinical  jitter  on  EMG77'79  are  systemic 
side  effects.  Unusual  side  effects,  rarely  seen, 
include  oral  mucosal  sores,  brachial  plexopathy, 
and  psoriasiform  eruption.53  Jankovic  and 
Schwarz,58  in  their  series,  identified  complica- 
tions in  28%  of  patients,  with  dysphagia  occur- 
ring most  frequently,  although  it  usually  was  not 
severe  enough  to  require  dietary  adjustments. 
Other  investigators  have  also  identified  mild 
dysphagia  in  their  patients  following  BTX  injec- 
tions correlating  with  mild  abnormalities  on 
radiographic  studies,80  and  are  thought  to  be 
due  to  regional  spread.81  These  side  effects 


usually  resolve  spontaneously  within  two 
weeks.52,58  The  frequency  of  complications  with 
repeat  injections  may  actually  decline,  presum- 
ably due  to  improving  skill  and  a reduction  in 
dosage.58 

Many  individuals  with  CD  will  require  a 
combination  of  the  different  treatment  modali- 
ties. Although  BTX  can  be  very  effective  in 
individuals  with  CD,  optimal  therapeutic  re- 
sponse may  be  better  achieved  with  combined 
pharmacotherapy.19  Many  patients  are  able  to 
substantially  reduce  their  oral  medication  dos- 
age, sometimes  even  discontinuing  them,  after 
the  BTX  injection  takes  effect.  Combining  a low 
dose  of  any  one  of  the  oral  medications  with  the 
BTX  injections  may  increase  and  prolong  the 
duration  of  improvement  in  these  individuals. 
Some  patients  may  require  oral  medications 
only  as  the  effects  of  the  BTX  injection  are 
wearing  off. 

CURRENT  EXPERIENCE 
Methods 

At  the  University  of  Nebraska  Movement 
Disorders  Clinic  we  performed  a retrospective 
chart  analysis  of  patients  with  cervical  dystonia 
seen  in  the  Botulinum  Toxin  Clinic  between 
1992  and  1994  to  identify  clinical  characteris- 
tics and  response  to  BTX  injection. 

Each  patient  was  evaluated  initially  with  com- 
plete history  and  physical  examination  to  con- 
firm the  diagnosis  of  cervical  dystonia,  and  the 
benefits  and  risks  of  botulinum  toxin  injections 
discussed.  Severity  of  dystonia  was  graded 
utilizing  Tsui's  grading  scale.69 

The  protocal  for  BTX  injections  consisted  of 
two  phases.  Initially  the  muscles  of  the  neck 
were  palpated  followed  by  concentric  needle 
EMG  utilizing  a Nicolet  Viking  2 or  2e  instru- 
ment to  identify  patterns  of  spontaneous  motor 
unit  potential  activity  of  bilateral  lower  cervical 
paraspinal,  upper  cervical  paraspinal,  trape- 
zius, sternocleidomastoid,  splenius  capitis,  and 
scalenus  muscles.  With  this  procedure  the  most 
severely  affected  muscles  were  identified.  The 
second  phase  utilized  the  same  instruments, 
however  in  place  of  the  concentric  needle,  a 
disposable  injectable  monopolar  needle  elec- 
trode with  a teflon  coated  stainless  steel  hollow 
cannula  (50  mm,  27  gauge)  was  used.  After 
aspiration  to  avoid  inadvertent  injection  into  a 
vessel,  the  botulinum  toxin  was  injected  into 
the  muscle.  Initial  total  dosage  was  routinely 
100  units  and  subsequently  adjusted  to  the 
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individual's  response.  The  patient  was  evalu- 
ated at  each  visit  for  any  side  effects  of  compli- 
cations and  level  of  satisfaction  associated  with 
the  previous  injection.  Subsequent  injections 
were  all  given  utilizing  EMG  guidance. 

Results 

Forty-seven  patients  with  CD  were  included 
in  the  study.  Their  mean  age  at  onset  of  symp- 
toms was  40  years  (16-65)  with  a female  pre- 
dominance (1.6/1).  Duration  of  disease  at  ini- 
tiation of  botulinum  injections  was  greater  than 
ten  years  in  57%,  with  a mean  duration  of  3.7 
years  (0.5-9)  for  the  remainder.  Torticollis  was 
present  in  all  and  combined  with  anterocollis  in 
18%,  retrocollis  in  10%  and  laterocollis  in  8%. 
Other  movement  disorders  present  included 
head  tremor  (30%),  extremity  tremor  (4%), 
oromandibular  dystonia  (1 0%),  dysphonia  (2%), 
hand  dystonia  (2%),  writer's  cramp  (2%),  and 
myoclonus  (4%).  A history  of  trauma  preceding 
onset  of  cervical  dystonia  was  present  in  seven 
patients.  Five  patients  had  experienced  a remis- 
sion during  the  course  of  their  disease  varying 
from  four  to  fourteen  years  in  duration.  A 
positive  family  history  of  movement  disorders 
was  present  in  23%  of  individuals. 

The  most  commonly  injected  muscles  were 
the  sternocleidomastoids  and  cervical  paraspinal 
muscles  followed  by  the  trapezius  and  splenius 
capitis.  Dosage  per  muscle  ranged  from  1 2.5  to 
100  mouse  units  with  total  dose  per  session 
ranging  from  42  to  600  mouse  units.  The  total 
dosage  administered  to  each  patient  during  the 
treatment  period  ranged  from  1 00  to  270  mouse 
units.  The  frequency  of  injections  varied  from 
one  to  seven  months  with  an  average  of  3 
months  between  injections.  Side  effects  were 
mild,  occurring  in  19%  of  patients  and  consist- 
ing of  neck  weakness,  headache  and  fatigue. 
Our  patients  did  not  experience  any  serious 
complications  of  therapy.  Two  patients  showed 
no  response  and  four  other  patients  were  dis- 
satisfied, however  the  remaining  87%  were 
satisfied  or  very  satisfied  with  their  results. 
When  asked  to  evaluate  the  degree  of  improve- 
ment, patients  in  the  satisfied  group  described 
a 50-100%  improvement  after  BTX  injection. 

Discussion 

The  clinical  characteristics  of  our  patient 
population  were  similar  to  those  found  in  the 
literature.  The  percentage  of  patients  experi- 
encing improvement  was  somewhat  higher  than 
that  seen  in  double-blind  placebo-controlled 
studies  (87%  vs  61%),  but  similar  to  other  open 


trials  (87%  vs  92%).  The  frequency  of  side 
effects  was  lower  than  in  Fahn's  series8  (19%  vs 
28%)  and  none  of  our  patients  experienced 
dysphagia  or  other  serious  complications.  Our 
use  of  EMG  directed  injections  may  be  respon- 
sible for  the  lower  frequency  of  side  effects  and 
complications.  Patients  with  painful  dystonia 
generally  experienced  relief  of  pain  following 
BTX  injections.  The  majority  of  our  patients  feel 
that  the  BTX  injections  have  allowed  them  to 
continue  their  lifestyle  in  a more  normal  man- 
ner and  most  of  them  have  been  able  to  con- 
tinue their  occupation.  In  our  Movement  Disor- 
ders Clinic  botulinum  toxin  injections  are  con- 
sidered safe  and  effective  therapy  for  CD  when 
oral  medications  are  not  effective,  even  in  the 
earlier  stages.  By  using  BTX  injections  earlier  we 
are  able  to  minimize  the  abnormal  head  pos- 
ture which  allows  the  patient  to  experience  a 
more  normal  lifestyle  than  was  possible  prior  to 
the  development  of  BTX.  Early  injections  also 
help  to  prevent  contractures. 

Summary 

Cervical  dystonia,  although  rare  in  the  gen- 
eral population,  can  severely  affect  the  lives  of 
those  afficted  with  the  disease.  Throughout 
history  several  theories  have  been  proposed 
regarding  its  etiology  and  pathophysiology,  from 
underlying  mental  disorders  to  post-infectious 
to  altered  basal  ganglia  and  brainstem  function. 
However,  CD  remains  poorly  understood.  Be- 
cause of  its  similarity  to  Idiopathic  Torsion 
Dystonia  a genetic  basic  is  suspected,  but  is  not 
proven.  Without  a true  understanding  of  the 
disease  treatment  remains  symptomatic,  and 
begins  with  physical  therapy  and  medications 
and  progresses  to  consideration  of  surgery. 
These  treatment  strategies  have  provided  some 
relief,  which  is  usually  less  than  satisfactory 
within  a short  period  of  time.  Recently,  the  use 
of  botulinum  toxin  has  provided  significant 
symptomatic  relief  of  pain  in  CD  and  has  been 
associated  with  subjective  and  objective  im- 
provementin  head  posture.  This  newest  therapy, 
although  symptomatic,  restores  a more  normal 
head  posture  and  pain  relief  enabling  the  indi- 
viduals with  CD  to  continue  to  be  active  and 
productive  participants  in  life,  providing  a ray  of 
hope  to  these  people  as  we  continue  to  search 
for  a better  understanding  of  the  disease  pro- 
cess and  the  development  of  more  effective 
treatment  stategies. 
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Cocaine:  How  Dangerous  Is  It  During  Pregnancy? 


BRUCE  A.  BUEHLER,  M.D. 


ESTIMATES  of  maternal  cocaine 
use  have  ranged  from  1 in 
15  to  17%  during  preg- 
nancy.1 Unlike  alcohol,  cocaine  use  is  easy 
to  conceal  and  its  effects  include  increased 
energy,  euphoria,  and  a sense  of  well  being 
without  the  "hangover".  Many  people  who 
use  cocaine  believe  that  it  is  not  addicting, 
which  may  be  true  for  infrequent  use  of  low 
doses,  but  street  use  is  much  more  often 
and  larger  doses  leading  to  addiction.  The 
appearance  of  "Crack"  has  also  increased 
potential  addiction  since  it  lasts  a much 
shorter  time  and  requires  a lot  more  to  stay 
"High".  Crack  is  cocaine  that  has  been  dis- 
solved in  an  alkaline  solution  and  then  dried 
into  pellets  that  "pop"  when  smoked,  hence 
the  name  crack. 

The  action  of  cocaine  is  to  cause  accumu- 
lation of  catecholamine  by  blocking  uptake, 
it  also  blocks  reuptake  of  dopamine  which 
probably  accounts  for  the  euphoria.2  Intra- 
nasal administration  causes  a longer  half-life 
than  smoking,  with  a difference  of  36  min- 
utes to  1 .3  hours.  Cocaine  levels  in  blood  or 
urine  last  8-1 2 hours,  but  metabolites  can  be 
found  in  urine  up  to  6 days  after  use. 

PRENATAL  EFFECTS:  The  most  consistent 
finding  in  infants  exposed  to  cocaine  during 
pregnancy  is  a 3 fold  increase  in  the  inci- 
dence of  small  gestational  size  at  birth.3 
Subjective  findings  have  shown  the  babies 
to  be  more  irritable,  to  have  increased  feed- 
ing problems,  and  to  have  disorganized  re- 
sponses to  environmental  stimuli.4  True  ter- 
atogenic effects  have  been  difficult  to  docu- 
ment because  of  small  numbers  reported, 
but  urologic  abnormalities  of  the  ureters 
and  skull  defects  including  exencephaly  have 
been  reported  most  frequently.  There  is  in- 
sufficient data  to  designate  a "Fetal  Cocaine 
Syndrome". 

Complications  with  labor  and  delivery  are 
the  other  serious  effect  of  cocaine  use  dur- 


ing pregnancy.  The  risk  of  abruptio  placen- 
tae and  premature  labor  are  significantly 
increased  immediately  after  cocaine  use. 
Cerebral  infarction  and  seizures  have  been 
reported  in  infants  exposed  to  cocaine  within 
48-72  hours  before  labor.5  All  of  these  com- 
plications are  related  to  the  intense  vaso- 
constriction caused  by  cocaine,  leading  to 
increased  maternal  blood  pressure  and  de- 
creased placental  blood  flow.  Although  not 
a direct  effect  on  the  fetus,  use  of  cocaine 
increases  the  risk  of  myocardial  infarction  in 
the  mother,  as  well  as  increased  body  tem- 
perature, and  cerebral  infarction. 

LONGTERM  OUTCOMES  FOR  EXPOSED 
INFANTS:  Clearly  cocaine  can  cause  prena- 
tal and  immediate  postnatal  complications, 
and  some  infants  show  signs  of  irritability 
and  feeding  difficulties  up  to  6 months  post- 
partum. But  the  early  predictions  of  neuro- 
logic sequel  similar  to  the  "Fetal  Alcohol 
Syndrome"  are  not  being  shown.  Much  of 
the  early  work  suggested  that  exposed  chil- 
dren were  behind  developmental^  and  were 
at  increased  risk  for  hyperactivity.  Cognitive 
testing  and  followup  have  not  demonstrated 
any  statistically  significant  differences  be- 
tween exposed  and  non-exposed  infants.6 
These  studies  have  suggested  that  some 
behavioral  differences  could  be  attributed 
to  parental  behaviours  including  mood  swings, 
inconsistent  care  giving,  and  poor  postnatal 
medical  care.  It  is  imperative  to  support 
parenting  of  cocaine  abusing  families  and 
provide  early  intervention  to  decrease  the 
risk  of  child  behavioral  and  developmental 
problems. 

The  experience  of  the  genetics  group  at 
the  University  of  Nebraska  Medical  Center 
has  been  that  many  of  the  cocaine  exposed 
infants  are  identified  postnatally  because  of 
poor  weight  gain  and  feeding  difficulties. 
This  is  often  blamed  on  the  mother  and  the 
child  is  placed  in  foster  care.  It  is  our  expe- 
rience that  these  early  feeding  problems  will 
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improve  in  the  first  6 months  regardless  of 
placement  and  are  probably  due  to  cocaine 
withdrawl.  Supporting  a mother  who  has 
used  cocaine  and  explaining  that  some  of 
the  effects  will  get  better  with  time  can  help 
the  child  remain  in  the  biologic  home  while 
the  mother  quits  cocaine  use.  Removing  the 
child  may  be  necessary  but  for  self-esteem 
of  the  parent  it  is  worth  trying  supportive 
measures.  Identifying  the  child  to  the  educa- 
tion system  for  early  intervention  appears  to 
be  helpful  in  providing  parenting  skills  as 
well  as  improving  bonding  and  outcomes. 

The  other  risk  in  the  literature  is  for  "Sud- 
den Infant  Death",  but  this  has  been  ques- 
tioned in  recent  studies.  It  may  be  worth- 
while to  monitor  cocaine  exposed  infants 
for  the  first  six  months  but  it  is  not  clear  how 
great  the  risk  may  be. 

SUMMARY:  The  risk  of  prematurity,  still- 
birth, small  for  gestational  age,  and  central 
nervous  system  damage  are  clearly  a conse- 
quence of  maternal  cocaine  use  during  preg- 
nancy. There  is  also  the  risk  of  concommitent 
use  of  alcohol  which  may  cause  long  term 
developmental  problems.  Therefore  cocaine 
should  be  avoided  in  pregnancy,  but  the 


good  news  is  that  if  the  child  survives,  the 
longterm  outcome  may  be  very  favorable. 
The  cocaine  exposed  child  given  proper 
parenting  and  educational  support  may  well 
develop  normally  with  a bright  future.  It  is 
important  not  to  be  too  pessimistic  about 
the  term  infant  exposed  to  cocaine  since  it 
may  lead  to  a "self-fulfilling  prophecy".  Sup- 
porting the  cocaine  exposed  child  and  their 
family  is  an  important  task  for  all  health 
professionals  who  deal  with  children. 
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ABSTRACT 

Acetabular  fractures  are  not  uncommon  injuries  of  the  pelvis.  They  are  most  frequently  associated  with  high  energy 
trauma  such  as  that  seen  in  a motor  vehicle  accident.  Management  of  patients  with  acetabular  fractures  includes  carefull 
attention  to  ATLS  (advanced  Trauma  Life  Support)  protocols  and  delayed  operative  treatment  of  the  acetabular  fractures. 
Diagnostic  evaluation  with  plain  radiography  and  CT  is  used  to  plan  the  treatment  approach.  Treatment  includes  not  only 
the  recognition  of  the  fracture  but  avoidance  of  early  and  late  complications.  Emergent  treatment  includes  closed 
reduction  of  associated  hip  dislocations  followed  by  skeletal  traction.  Delayed  recontruction  at  four  days  after  the  injury 
decreases  intraoperative  blood  loss  by  allowing  retroperitoneal  hemorrhage  to  subside.  Final  outcome  after  acetabular 
trauma  depends  not  only  on  the  reconstruction  of  the  fracture,  but  the  avoidance  of  complications. 

Acetabular  fractures  are  becoming  an  increasingly  common  orthopedic  injury.  Fractures  of  the  acetabulum  (or  hip 
socket)  are  most  commonly  seen  after  motor  vehicle  accidents.  Young  patients  (1  8 to  30  years  old)  are  typically  affected. 
A frequent  mechanism  of  injury  is  a direct  blow  to  the  anterior  aspect  of  the  knee  with  the  hip  flexed  such  as  a dashboard 
injury  in  an  automobile  accident.  Other  mechanisms  of  injury  include  direct  blows  to  the  lateral  aspect  of  the  hip  as  in 
a fall  from  a height  or  a side  impact  automobile  collision. 


Initial  Evaluation 

Patients  with  acetabular  fractures  must  be 
evaluated  according  to  ATLS  protocols  to  in- 
sure that  no  major  organ  system  injuries  are 
missed.  A careful  initial  evaluation  paying  at- 
tention to  airway,  breathing  and  circulation  is 
the  first  priority  in  any  trauma  patient.  An 
anteroposterior  view  of  the  pelvis  is  manda- 
tory for  all  trauma  patients  as  is  a chest  x-ray 
and  cervical  spine  series  (see  figure  1).  The 
secondary  survey  may  reveal  associated  inju- 
ries including  chest  trauma,  abdominal  trauma, 
urethral  injury,  head  injury  and  spinal  column 
injury. 

Examination  of  the  lower  extremities  in  pa- 
tients with  acetabular  fractures  will  reveal  a 
shortened*and  internally  rotated  lower  extrem- 
ity on  the  side  of  the  acetabular  injury.  This 
initial  examination  should  pay  particular  atten- 
tion to  the  motor  and  sensory  function  of  the 
sciatic  nerve,  specifically  ankle  dorsiflexion  and 
ankle  plantar  flexion  as  well  as  sensation  on 
the  dorsal  and  plantar  aspects  of  the  foot. 
Associated  injuries  in  the  ipsilateral  lower  ex- 
tremity may  coexist  and  include  knee  ligamen- 
tous disruptions  or  dislocations  as  well  as  femo- 
ral and  tibial  shaft  fractures.  Radiographs  may 
also  reveal  the  presence  of  an  associated  hip 
dislocation  in  association  with  an  acetabular 
fracture  (figure  2).  The  acetabulum  and  medial 
wall  of  the  pelvis  may  also  be  fractured  with- 
out evidence  of  a dislocation. 

If  a hip  dislocation  is  noted  in  association 
with  an  acetabular  fracture,  emergent  closed 


reduction  of  the  dislocation  should  be  per- 
formed prior  to  any  additional  radiographic 
studies  such  as  CT  of  the  abdomen,  chest  or 
head.  The  reduction  should  be  followed  by  a 
post  reduction  radiograph  and  a post  reduc- 
tion neurologic  examination.  New  onset  of 
dysesthesias  or  motor  paralysis  in  the  distribu- 
tion of  the  sciatic  nerve  indicating  iatrogenic 
nerve  entrapment  are  indications  for  emergent 
operative  intervention.  Patients  are  then  placed 
in  skeletal  traction  to  maintain  the  reduction 
while  life  threatening  injuries  are  addressed. 
Delayed  reconstruction  of  the  acetabulum  is 
usually  performed  four  to  five  days  later  to 
allow  for  coagulation  of  the  large  retroperito- 
neal hematoma  universally  present  in  these 
patients. 

Radiographic  Evaluation 

In  order  to  make  decisions  regarding  the 
most  effective  method  of  treatment,  special 
radiographic  views  are  necessary  to  determine 
the  extent  of  the  acetabular  injury.  These  in- 
clude forty-five  degree  oblique  views  of  the 
acetabulum  as  well  as  inlet  and  outlet  views  of 
the  pelvis.  Forty-five  degree  oblique  views  al- 
low the  assessment  of  the  anterior  and  poste- 
rior walls  of  the  hip  socket  as  well  as  an  assess- 
ment of  the  presence  or  absence  of  fractures 
in  the  supporting  interior  and  posterior  bony 
columns  described  by  Letournel.1  Inlet  and 
outlet  views  allows  for  assessment  of  posterior 
sacroiliac  joint  injuries  and  sacral  fractures. 

Thin  section  (three  mm.)  computed 
tomography  has  become  an  accepted  part 
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FIGURE  1-6 

Case  History  of  24  year  old  female  involved  in  head-on  motor  vehicle  accident 


FIGURE  1 

Demonstrates  the  initial  anteroposterior  chest  x-ray  obtained  at  the  time  of 
initial  evaluation  in  the  ER.  The  patient's  only  complaint  at  this  time  was  that  of 
right  shoulder  pain  and  right  hip  pain.  Note  the  fracture  of  the  medial  third  of  the 
clavicle  with  obvious  widening  of  the  mediastinum.  Subsequent  emergent  aortic 
arch  arteriography  revealed  a subclavian  artery  avulsion. 


FIGURE  2 

The  initial  AP  pelvis  radiograph  showing  a fracture  dislocation  of  the  right  hip. 


of  the  radiographic  evaluation  of  patients  with 
acetabular  trauma.  Thin  section  computed 
tomography  allows  for  assessment  of 
intraarticular  fragments  as  well  as  the  assess- 
ment of  the  size  and  location  and  number  of 
posterior  or  anterior  acetabular  wall  fracures 
(see  figure  5).  It  also  allows  an  assessment  of 
the  congruity  of  the  joint  surface  via  sagittal 


and  coronal  digital  reconstructions.  The  qual- 
ity of  the  reconstructions  as  well  as  the  amount 
of  residual  displacement  have  important  impli- 
cations for  the  selection  of  treatment  methods. 

Treatment 

Treatment  of  acetabular  fractures  have 
evolved  rapidly  over  the  past  20  years.  The 
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FIGURE  3 

The  same  patient  following  emergent  closed  reduction  in  the  Emergency 
Room  prior  to  performing  arteriography. 


FIGURE  4 

The  iliac  oblique  view  of  the  fractured  right  acetabu- 
lum showing  a posterior  column  fracture. 


amount  of  residual  displacement  have  im- 
portant implications  for  the  selection  of  treat- 
ment methods. 

Treatment 

Treatment  of  acetabular  fractures  have 
evolved  rapidly  over  the  past  20  years.  The 
teachings  of  Emile  Letournel  of  Paris,  France 


teachings  of  Emile  Letournel  of  Paris,  France 
have  contributed  greatly  to  the  understanding 
and  management  of  this  complex  and  poten- 
tially debilitating  injury. 

Currently,  the  majority  of  acetabular  frac- 
tures are  managed  via  an  operative  approach. 
Indications  for  nonoperative  treatment  are 
narrow  and  are  limited  to  the  following  three 
criteria:  1)  Successful  closed  reduction  of  the 
femoral  head  which  can  be  maintained  in  trac- 
tion without  sciatic  nerve  injury;  2)  Severe 
comminution  without  nerve  injury  in  patients 
whom  it  was  assumed  that  an  operation  can- 
not improve  fracture  reduction;  3)  Poor  gen- 
eral condition  of  the  patient  in  whom  it  is 
expected  that  operative  treatment  would  in- 
crease the  post  operative  mortality  risk. 

Nonoperative  treatment  of  acetabular  frac- 
tures with  adherence  to  the  aforementioned 
indications  were  reviewed  by  Heeg  et.  al.2  A 
review  of  fifty-six  patients  with  fifty-seven  ac- 
etabular fractures  after  a four  to  twelve  year 
follow-up  showed  seventy-five  percent  good 
to  excellent  functional  results.  If  the  acetabu- 
lar fracture  was  outside  of  the  weight  bearing 
dome  of  the  acetabulum,  the  results  were  uni- 
formly good  to  excellent.  However,  if  the  frac- 
ture included  the  weight  bearing  dome,  only 
fifty  percent  good  to  excellent  results  were 
obtained.  These  authors  concluded  that  con- 
gruence was  the  most  important  variable  in 
the  treatment  of  acetabular  trauma;  they  rec- 
ommended open  reduction  and  internal  fixa- 
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tion  if  a step  off  of  greater  than  two  mm. 
persists  after  closed  reduction. 

Operative  Management 

Operative  treatment  of  acetabular  fractures 
is  complex  and  technically  demanding.  A thor- 
ough understanding  of  the  three  dimensional 
anatomy  of  the  acetabulum  and  the  surround- 
ing structures  of  the  pelvis  including  the  loca- 
tion of  the  sciatic  and  superior  gluteal  nerves 
are  necessary  before  undertaking  the  exten- 
sive surgical  exposure  required  for  adequate 
operative  treatment.  The  approach  chosen  and 
amount  of  soft  tissue  dissection  necessary  is 
dependent  upon  the  fracture  location  and  the 
personality  of  the  fracture.  Since  most  frac- 
tures involve  the  posterior  wall  of  the  acetabu- 
lum, the  most  common  approach  used  is  a 
posterior,  gluteus  maximus  muscle  splitting  in- 
cision. Anterior  fractures  are  addressed  through 
an  ilioinguinal  approach.  For  fractures  that  in- 
volve both  the  anterior  and  posterior  portions 
of  the  acetabulum,  an  extended  iliofemoral 
approach  is  necessary  to  achieve  the  wide 
exposure  necessary  for  anatomic  fracture  re- 
duction and  fixation.  Once  the  fracture  site  is 
adequately  exposed,  reconstruction  follows 
with  interfragmentary  screws,  plates,  and  com- 
binations of  both  (see  figure  6). 

Postoperative  Management 

Postoperative  management  consists  of  early 
mobilization  and  attention  to  pulmonary  toi- 
let, nutrition  and  any  other  orthopaedic  inju- 
ries. No  weight  bearing  is  allowed  on  the  af- 
fected extremity  for  two  to  three  months.  Early 
motion  of  the  affected  hip  is  encouraged  in  a 
supervised  physical  therapy  program  with  care 
being  taken  to  avoid  provocative  positions 
such  as  extremes  of  hip  flexion,  adduction  and 
internal  rotation.  Emphasis  is  on  rehabilitation 
of  the  abductor  muscles  and  restoration  of 
normal  resting  muscle  tone. 

At  3 months  postoperatively,  the  patient  is 
allowed  to  begin  partial  weight  bearing.  Weight 
bearing  is  advanced  slowly  over  the  ensuing 
three  months  such  that  the  patient  is  full  weight 
bearing  with  perhaps  one  cane  at  six  months. 

Prognosis 

Prognosis  after  acetabular  trauma  is  best 
described  by  Matta  et.  al.4'5.  Fifty  patients  with 
greater  than  1 year  follow-up  after  open  reduc- 
tion and  internal  fixation  of  acetabular  trauma 
showed  an  eighty  percent  satisfactory  func- 
tional outcome  with  low  incidence  of  opera- 
tive complications. 


Rowe  et.  al.  demonstrated  seventy  five 
percent  good  to  excellent  radiographic  re- 
sults with  an  average  follow-up  of  seven 
years  in  patients  treated  both  operatively 
and  nonoperatively.  Of  the  twenty  five  per- 
cent of  patients  who  ultimately  developed 
arthritis,  all  of  these  patients  showed  evi- 
dence of  arthritis  in  less  than  1 year  from  the' 
time  of  injury.3 

In  the  follow-up  article  to  this  outcome  study, 
Matta  described  his  experience  in  the  surgical 
treatment  of  these  injuries  noting  that  a clear 
learning  curve  was  present  for  obtaining  an 
anatomic  reduction  intraop-eratively.5  In  this 
study,  Matta  described  a twelve  incidence  of 
unsatisfactory  operative  reduction  (greater  than 
two  millimeters  residual  articular  stepoff)  in  his 
first  sixty  cases  but  no  unsatisfactory  reduc- 
tions in  his  subsequent  forty  cases. 

In  general,  one  can  sate  that  the  outcome  of 
treatment  for  patients  with  acetabular  frac- 
tures managed  at  a tertiary  care  center  and  a 
high  volume  of  acetabular  trauma  is  satisfac- 
tory in  the  majority  of  cases.  However,  compli- 
cations of  operative  treatment  as  well  as 
nonoperative  treatment  can  and  do  occur. 

Complications 

Complications  of  nonoperative  treatment 
include  disease  states  related  to  prolonged 
bedrest  and  include  pneumonia,  deep  vein 
thrombosis,  urinary  tract  infection,  and  altered 
mental  status.  These  complications  are  largely 
avoided  with  the  use  of  early  internal  fixation 
and  mobilization. 

Early  complications  of  operative  treatment 
include  sciatic  nerve  palsy  in  five  percent,  in- 
fection in  three  percent  and  fatal  pulmonary 
embolism  in  2.5  percent.4 

Perhaps  the  most  frequently  stated  late  com- 
plication of  acetabular  fractures  is  heterotopic 
ossification  or,  formation  of  bone  in  the  muscles 
and  soft  tissue  surrounding  the  injured  hip 
joint.  The  incidence  of  postoperative 
heterotopic  ossification  ranges  between  five 
and  sixty-one  percent3  9 depending  on  the  treat- 
ment chosen,  energy  of  the  fracture,  and  pres- 
ence of  head  trauma. 

Heterotopic  ossification  is  classified  radio- 
graphically on  the  basis  of  a system  developed 
by  Brooker  et  al.6  The  quantity  of  heterotopic 
ossification  is  graded  from  0 to  4,  with  0 being 
no  evidence  of  heterotopic  ossification  and 
grade  4 being  complete  ankylosis  with  bridg- 
ing bone  between  the  pelvis  and  the  hip  (see 
table  1). 
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TABLE  1 

Classification  of  Heterotopic  Ossification 
According  to  Brooker  et.  al.6 

Grade  0 - no  heterotopic  ossification 
Grade  1 - islands  of  heterotopic  ossification 
Grade  2 - greater  than  1 cm.  between  bone  spurs  on 
ilium  and  femur 

Grade  3 - less  than  1 cm  between  bone  spurs  on 
ilium  and  femur 

Grade  4 - bridging  bone,  complete  ankylosis 


The  incidence  of  severe  H.O.  is  more  com- 
mon in  patients  who  have  concomitant  head 
injury  at  the  time  of  their  acetabular  fracture. 
Webb  reviewed  the  incidence  of  H.O.  in  twenty 
three  patients  with  acetabular  trauma  and  a 
Glasgow  coma  scale  of  less  than  ten.9  Sixty- 
one  percent  of  the  patients  developed  symp- 
tomatic heterotopic  ossification  and  twenty 
three  out  of  twenty  four  had  radiographic  evi- 
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FIGURE  5 

The  initial  CT  scan  of  the  left  acetabulum  showing  a large  fracture  of  the 
posterior  wall.  The  fracture  is  also  seen  to  extend  to  the  medial  wall  of  the 
acetabulum. 


FIGURE  6 

Radiographs  at  2 months  following  open  reduction  and  internal  fixation  via 
a transtrochanteric  lateral  approach  to  the  acetabulum.  The  patient  has  no 
evidence  of  heterotopic  ossification  and  maintenance  of  an  anatomic  reduction. 
This  patient  went  on  to  subsequently  have  pain-free  ambulation  without  a limp 
at  2 years  postop. 
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dence  of  H.O.  Triradiate  incisions  and  muscle 
splitting  incisions  were  seen  to  have  a higher 
incidence  of  the  more  severe  forms  of 
heterotopic  ossification.  Also,  patients  greater 
than  forty  years  of  age  had  a worse  prognosis 
relative  to  subsequent  development  of  symp- 
tomatic H.O. 

H.O.  is  more  common  in  patients  managed 
operatively.  As  noted  by  Rowe;  five  percent  of 
his  patients  treated  without  surgery  had  evi- 
dence of  heterotopic  ossification  whereas  thirty 
four  percent  of  patients  treated  surgically  de- 
veloped heterotopic  ossification.3 

Prevention  of  H.O.  in  patients  with  acetabu- 
lar trauma  has  been  studied  extensively.78  The 
two  accepted  methods  of  prophylaxis  are 
indomethacin  and  postoperative  irradiation. 
Bosse  compared  historic  cohorts  of  thirty  six 
fractures  in  thirty  five  patients  over  a three  year 
period.  The  first  eighteen  patients  were  not 
prophylaxed  against  heterotopic  ossification. 
The  H.O.  rate  in  this  group  was  ninety  percent. 
Ten  of  the  eighteen  in  the  non-irradiated  group 
developed  greater  than  grade  3 or  grade  4 
heterotopic  ossification.  The  subsequent  sev- 
enteen fractures  were  managed  with  prophy- 
lactic irradiation.  Two  hundred  rads  were  deliv- 
ered daily  for  five  days  beginning  on  postop- 
erative day  three  for  a total  of  1,000  rads.  No 
patients  in  the  irradiated  group  developed 
grade  3 or  grade  4 heterotopic  ossification. 

Indomethacin  has  also  been  used  to 
prophylax  against  heterotopic  ossification. 
McLaren  reported  his  experience  with  forty 
acetabular  fractue  patients.  Twenty-six  of  the 
patients  received  no  prophylaxis  with  a subse- 
quent incidence  of  HO  of  fifty  percent  of  grade 
II  or  worse.  Eighteen  patients  received 
Indomethacin,  twenty  five  mg.  po  tid  for  six 
weeks.  The  incidence  of  HO  greater  than  grade 
II  in  the  treated  group  was  5.5%.  All  patients  in 
this  series  underwent  posterior  muscle  split- 
ting approaches,  approaches  that  are  thought 
to  contribute  to  the  development  of  heterotopic 
ossification. 


Summary 

Patient's  with  acetabular  fractures  frequently 
have  concomitant  life  threatening  injuries  of 
the  thorax  and  abdomen.  A thorough  evalua- 
tion of  these  systems  is  necessary  prior  to 
proceeding  with  the  treatment  and  evaluation 
of  the  acetabular  fracture.  The  neurologic  ex- 
amination of  the  effected  lower  extremity  fol- 
lowed by  closed  reduction  and  repeat  neuro- 
logic examination  are  the  first  steps  in  the 
management  of  this  complex  injury.  Subse- 
quent specialized  radiographic  evaluation  and, 
in  most  cases,  operative  treatment  complete 
the  initial  evaluation  and  treatment  phase.  At- 
tention to  the  prevention  of  complications, 
particularly  heterotopic  ossification,  in  the  early 
postoperative  period  is  necessary  to  improve 
the  patient's  chances  for  obtaining  a pain  free 
stable  hip  with  a full  range  of  motion.  Patients 
over  40  years  of  age,  and  patient's  with  con- 
comitant head  trauma  are  particularly  at  risk 
for  the  development  of  debilitating  heterotopic 
ossification. 
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Resolutions  1994-1995 
Annual  Meeting,  April  28  & 29,  1995 

COLLEEN  ADAM 

Chair,  Resolutions,  1994-1995 


WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  who  have 
contributed  to  the  success  of  the  conven- 
tion and  the  accomplishments  of  the  past 
year,  THEREFORE  BE  IT 

RESOLVED,  that  the  members  of  the  Ne- 
braska Medical  Association  Alliance  extend 
our  sincere  thanks  and  appreciation  to  the 
officers  and  members  of  the  Nebraska  Medi- 
cal Association  Alliance  Board  of  Directors 
who  have  so  ably  carried  on  the  business 
necessary  for  the  proper  function  of  our 
organization;  and  be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion be  directed  to  the  members  of  the 
Lancaster  County  Medical  Society  Alliance, 
host  to  this,  the  70th  Annual  Meeting,  for 
the  gracious  hospitality  extended  to  us  all; 
and  be  it  further 

RESOLVED,  that  we  extend  our  welcome 
and  thanks  to  Johnnie  Amonette,  Field  Di- 
rector of  the  American  Medical  Association 
Alliance  for  her  attendance  at  our  conven- 
tion; and  be  it  further 

RESOLVED,  that  we  declare  particular 
gratitude  to  the  President  of  the  Lancaster 
County  Medical  Society  Alliance,  Dottie 
Shapiro,  to  our  Convention  Co-Chairs  Kay 
Reed  and  Jane  Lacy,  their  gracious  commit- 
tee and  to  all  who  have  assisted  so  capably 
in  planning  for  our  comfort  and  pleasure; 
and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  of  our  appreciation 
of  their  assistance  and  leadership,  in  particu- 
lai  that  of  Frederick  F.  Paustian,  M.D.,  Presi- 
dent. Also  that  the  Commission  of  Associa- 


tion Affairs  be  informed  of  our  gratefulness 
for  their  help  and  advice  throughout  the 
year  and  for  generously  sharing  with  us  those 
portions  of  their  program  we  are  privileged 
to  attend;  and  be  it  further 

RESOLVED,  that  we  make  known  to  Mr. 
William  Schellpeper,  Executive  Director  of 
the  Nebraska  Medical  Association,  Mr.  James 
Ruigh,  Assistant  Executive  Director,  and  to 
their  office  staff,  our  deep  appreciation  of 
their  support  and  assistance  in  all  matters 
pertaining  to  the  Nebraska  Medical  Associa- 
tion Alliance;  and  be  it  further 

RESOLVED,  that  our  thanks  be  extended 
to  Benjamin  Gelber,  M.D.,  Editor  of  the 
NEBRASKA  MEDICAL  JOURNAL  for  the  in- 
clusion of  the  ALLIANCE  NEWS  page;  to 
Elba  Lau,  Editor  of  the  NEWSLETTER;  and 
the  state  medical  office  personnel  for  their 
help  in  preparing  material  and  mailing  same; 
and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty 
and  devotion  to  the  Nebraska  Medical  Asso- 
ciation Alliance,  that  we  continue  to  be 
faithful  in  supporting  its  activities,  promot- 
ing its  projects  and  protecting  its  reputation 
and  high  ideals;  and  be  if  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  NEBRASKA  MEDICAL  JOUR- 
NAL. 


Respectfully  submitted, 

Colleen  Adam 
Chair,  Resolutions 
1994-1995 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  is  the  National  Practitioner  Data 

Bank? 

The  Health  Care  Quality  Improvement  Act 
of  1986  requires  any  "health  care  entity"  which 
makes  payments  in  settlement  of  a medical 
malpractice  claim  to  report  the  payments,  as 
well  as  any  disciplinary  action  taken  against  a 
physician  or  dentist  by  a hospital  or  state  exam- 
ining board,  to  a central  data  bank  established 
by  the  Department  of  Health  and  Human  Ser- 
vices. This  data  bank  is  the  National  Practitio- 
ner Data  Bank. 

2.  What  must  hospitals  report? 

Hospitals  must  report  (through  the  State 
Examining  Board)  professional  review  action 
based  on  the  physician's  or  dentist's  profes- 
sional competence  or  professional  conduct  that 
adversely  affects  his  or  her  clinical  privileges 
(e.g.,  reducing,  restricting,  surrendering,  revok- 
ing, denying  or  failing  to  renew  clinical  privi- 
leges) for  more  than  thirty  days.  A hospital  must 
also  report  the  acceptance  of  the  surrender  or 
restriction  of  clinical  privileges  while  the  physi- 
cian or  dentist  is  under  investigation,  or  in 
return  for  not  conducting  an  investigation  by 
the  health  care  entity  relating  to  possible  pro- 
fessional incompetence  or  professional  miscon- 
duct. Adverse  actions  involving  censures,  repri- 
mands, or  admonishments  should  not  be  re- 
ported. 

3.  What  do  state  examiners  report? 

The  information  which  state  medical  and 
dental  boards  must  report  includes  revocation, 
suspension,  censure,  reprimand,  probation  or 
surrender  of  the  license  of  a physician  or  den- 
tist. State  medical  and  dental  boards  must  also 
report  revisions  to  adverse  licensure  actions, 
such  as  reinstatement  of  a physician's  or  dentist's 
license. 

4.  What  must  medical  malpractice  insurers 

report? 

Payments  made  for  the  benefit  of  a named 
physician,  dentist  or  other  health  care  practitio- 
ner are  reportable.  A payment  made  as  a result 
of  a suit  or  claim  against  an  entity  such  as  a 
hospital,  clinic  or  group  practice  is  not  report- 
able. 


5.  Can  a physician  or  dentist  contest  a re- 
port? 

The  reporting  entity  is  responsible  for  the 
accuracy  of  information  which  it  reports  to  the 
Data  Bank.  If  errors  or  omissions  are  found  after 
the  reported  information  has  been  accepted  by 
the  Data  Bank,  the  reporting  entity  must  submit 
a "correction  or  addition"  as  soon  as  possible.  A 
correction  or  addition  is  a change  which  either 
supersedes  or  adds  information  to  the  current 
contents  of  the  report.  Corrections  or  additions 
are  submitted  in  the  same  manner  as  an  initial 
report. 

6.  How  is  a report  disputed? 

When  a physician,  dentist  or  other  health 
care  practitioner  who  is  the  subject  of  a report, 
disputes  the  accuracy  of  the  information  con- 
tained in  the  report,  the  individual  should  dis- 
cuss his  or  her  disagreement  with  the  reporting 
entity.  Corrections  or  changes  must  be  submit- 
ted to  the  Data  Bank  by  the  reporting  entity  and 
cannot  be  submitted  by  the  practitioner.  The 
practitioner  has  sixty  days  from  the  process 
date  shown  on  the  Practitioner  Notification 
Document  to  dispute  the  accuracy  of  the  docu- 
ment with  the  Data  Bank.  When  the  practitio- 
ner and  the  reporting  entity  fail  to  resolve  the 
disagreement,  the  practitioner  may  request  the 
Secretary  of  the  U.S.  Department  of  Health  and 
Human  Services  to  review  the  accuracy  of  the 
disputed  report.  The  Secretary  then  makes  the 
final  determination. 

7.  Who  can  request  reports  from  the  Data 

Bank? 

A hospital  on  medical  staff  membership 
application  or  renewal  every  two  years;  State 
Medical  Boards;  practitioners  on  one's  self;  but 
not  insurance  companies  or  attorneys. 


*★* 

"Ask  a Lawyer”  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  Jr.  Questions  relating  to  specific  detailed 
factual  situations  should  continue  to  be  referred  to  your  own 
counsel. 
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WELCOME  NEW  MEMBERS 


James  P.  Balters,  M.D. 

3320  N.  134th  Cir. 
Omaha,  NE  68164-2496 
Margo  K.  Anderson,  M.D. 
14505  W.  Center  Rd. 
Omaha,  NE  68144 
Michael  R.  Schuster,  M.D. 
13918  Gold  Circle 
Omaha,  NE  681 44 
John  M.  Longo,  M.D. 

6901  N.  72nd  St. 

Omaha,  NE  68122 
Carolyn  Mclvor,  M.D. 
UNMC,  P.O.  Box  982000 
Omaha,  NE  68198-2000 
Liane  K.  Davenport,  M.D. 
7121  A St.,  #101 
Lincoln,  NE  68510 
Phillip  E.  Essay,  M.D. 

7121  A St.,  #101 
Lincoln,  NE  68510 
John  R.  Massey,  M.D. 

7121  A St.,  #101 
Lincoln,  NE  68510 
David  S.  Diamant,  M.D. 
5401  South  St. 

Lincoln,  NE  68506 
William  D.  Ludwig,  M.D. 
1919  S.  40th  St.,  #312 
Lincoln,  NE  68506 
Debra  J.  Tomek,  M.D. 

555  S.  70th  St. 

Lincoln,  NE  68510 
Scott  D.  Bigelow,  M.D. 
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Lincoln,  NE  68505 
Harold  M.  Pumphrey,  M.D. 
4601  F St. 

Lincoln,  NE  68510 
Scott  M.  Noel,  M.D. 

1600  S.  48th  St. 
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Troy  E.  Rustad,  M.D. 

3901  Normal  Blvd.,  #102 
Lincoln,  NE  68506 
Corwin  D.  Friesen,  M.D. 
2221  S.  17th  St.,  #205 
Lincoln,  NE  68502 
Sue  Ann  Springman,  M.D. 
220  S.  17th  St. 

Lincoln,  NE  68508 


Stephen  L.  O'Grady,  M.D. 

2444  W.  Faidley  Ave. 

Grand  Island,  NE  68803 
Deborah  K.  Doud,  M.D. 

4242  Farnam  St.,  #650N 
Omaha,  NE  68131 
Mark  D.  Emig,  M.D. 

4353  Dodge  St. 

Omaha,  NE  68131 

Richard  O.  Forsman,  M.D.  (reinstated) 
4239  Farnam  St.,  #825 
Omaha,  NE  68131 
Sik  K.  Kim,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 
Jeffrey  R.  Rapp,  Jr.,  M.D. 

8074  S.  84th  St. 

LaVista,  NE  68128 
Roalene  J.  Redland,  M.D. 

6801  N.  72nd  St.,  #13 
Omaha,  NE  68122 
Samuel  M.  Cohen,  Ph.D.,  M.D. 

P.O.  Box  983135 
Omaha,  NE  68198-3135 
Harold  J.  Kuehn,  M.D. 

555  N.  30th  St. 

Omaha,  NE  68131 
Sherry  M.  Shepherd,  M.D. 

11111  S.  84th  St. 

Papillion,  NE  68046 
Kent  D.  Johnson,  M.D.  (reinstated) 
2020  N.  72nd  St. 

Omaha,  NE  68134 
Loreen  Reidler,  M.D. 

720  N.  87th  St.,  #203 
Omaha,  NE  68114 
John  M.  Ford,  M.D.  (reinstated) 

P.O.  Box  797 
Lexington,  NE  68850 
George  E.  Higgins,  M.D. 

6900  L St. 

Lincoln,  NE  68510 
Morris  E.  Tilden,  M.D. 

1500  S.  48th  St.,  #610 
Lincoln,  NE  68506 
David  M.  Chacko,  M.D. 

3925  Dewey  Ave. 

Omaha,  NE  68198-5540 
Chistopher  L.  Ihle,  M.D. 

1 935  E.  Military 
Fremont,  NE  68025 
Patrick  T.  Hurlbut,  M.D. 

6940  Van  Dorn.  #201 
Lincoln,  NE  68506 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

MAY  26-28,  1995  — Family  Medicine  Update, 
Village  East  Resort,  Okoboji,  IA. 

JULY  22, 1 995  — "Heart  Disease  and  the  Athlete: 
Diagnosis,  Screening  and  Evaluation"  Henry 
Doorly  Zoo,  Omaha,  NE. 

JULY  26-27,  1995  — Fourth  Annual:  Current 
Concepts  in  Sub-Acute  Care  - Marriott  Hotel, 
Omaha,  NE. 

AUGUST  11-13,  1995  — Family  Medicine  Up- 
date - Cheyenne,  Wyoming. 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
thesiology Conference  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  6, 1 995 — Come  Home  To  Creighton 
- Creighton  University,  Omaha,  NE. 

NOVEMBER  3-4,  1995  — Day  With  The 
Perinatologist  - Marriott  Hotel,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

JUNE  20-24,  1995  — Mayo  Internal  Medicine 
Eurodate  1995,  Program  Site:  Vienna,  Austria. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399.  FAX:  507-284-0532. 

JULY  22,  1995  — Anatomy  and  Athroplasty, 
Mayo  Medical  Center,  Rochester,  Minnesota,  8.5 
Category  1 AMA  hours,  Member  fee:  $150;  Non- 
member fee:  $200. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  507-284-0026,  FAX:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

FRIDAY,  MAY  19,  1995  — Stroke  - Prevention, 
Treatment  and  Rehabillitaion,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians,  Fee:  $65.00. 

FRIDAY-SATURDAY,  JUNE  2-3,  1995  — Interna- 
tional Symposium:  Nuclear  Antigens  as  Targets 
for  Cancer  Therapy,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Oncologist/He- 
matologists and  Researchers.  Fee:  $200. 

FRIDAY-SATURDAY,  JUNE  16-17,  1995  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha  Marriott,  Omaha,  Ne- 
braska. Target  Audience:  Family  and  General 
Practitioners,  Internists,  Obstetricians,  and  Gy- 
necologists, Emergency  Physicians,  Physician 
Assistants.  Fee:  $150. 

TUESDAY-FRIDAY,  JULY  25-28,  1 995  — 2nd  An- 
nual Pan  Pacific  Lymphoma  Conference,  Ritz 
Carlton  Kapalua,  Maui,  Hawaii.  Target  Audi- 
ence: Physicians  and  researchers  interested  in 
the  field  of  Oncology/Hematology.  Fee:  $450. 

SATURDAY,  SEPTEMBER  9,  1 995—  Cancer  Care 
in  the  21st  Century  from  a Primary  Care  Per- 
spective, Eppley  Science  Hall,  UNMC,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care  Phy- 
sicians. Fee:  $20  physicians,  $10  nurses/other 
health  professionals. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$65. 
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MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  1 995:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska.Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

FRIDAY,  OCTOBER  6, 1995—  3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 

SATURDAY  MORNING,  OCTOBER  13,  1995, 
Genetics  Update  for  Primary  Care  Physcians, 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Primary  Care  Physicians 

THURSDAY-SUNDAY,  DECEMBER  7-1 0, 1 995- 
Obstetrics  and  Gynecology  Conference,  Bally's, 
Las  Vegas,  Nevada,  Target  Audience:  Primary 
Care  Physicians.  Fee:  $295. 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/15/96,  $450  after. 

1 1 DAYS,  MARCH  1 8-29, 1 996 — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


11  DAYS,  APRIL  15-26,  1996  • Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street  Omaha,  NE  68198-5651 . Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 
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NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1995.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-474-3693 

(You  do  not  have  to  give  your  name.) 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN 

GRAND  ISLAND 
CLINIC  INC 

308-382-1 100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

family  practice  Agnes  Gomes,  M.D. 

William  J.  Lawton,  M.D.  Karen  M.  Higgins,  M..D. 

Ken  Landin,  M.D.  obstetrics  ■ gynecology  Larry  j.  Marshall,  M.D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly.  M.D.  Stephen  L.  O'Grady,  M.D. 

INTERNAL  MEDICINE  SURGERY 


William  J Landis.  M.D. 


James  V.  Reiss,  M.D. 

11-85 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-96 


CENTRAL  NEBRASKA 
CARDIOLOGY  CONSULTANTS,  P.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomate  American  Board  of  Internal 
MeOicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:  (308)  382-1 430 

Grand  Isldnd.  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC  ■ 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  SI,  SUITE  405 
LINCOLN.  NE  68502 


1-600-MED-LINC 


1-96 


The 

HEARTi — j — i — | 

Center  of  Nebraska 

■_■■■  CONSULTATIVE 

□"■■■■  nephrology  & 

JOSE  A.  NADER,  M.D. 

Boord  Certified  Cdrdiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-96 
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eye 

= I surgical 
— associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1 -800-633-5462 


Larry  W.  Wood,  M.D 
Max  W.  Under,  M.D. 
Gregory  E Sutton,  M.D 
Vincent  J.  Sutton,  M.D 


SATELLITE  CLINICS 

Beatrice.  Nebraska 
SewarcL  Nebraska 
Hebron,  Nebraska 
Faiitxiry,  Nebraska 
Geneva  Nebraska 
Nebraska  Gty,  Nebraska 
Syracuse,  Nebraska 
Teamseb.  Nebraska 
Marysville,  Kansas 

12-95 


1 LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D  , F.A.C.O.G. 

Dennis  L Hodge,  M.D. , F.A.C.O.G 

Gregory W. Heidrick. M.D  , F.A.C.O.G. 

YvonneK.  Davenport,  M.D.,  F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISk  OBSTETRICS 

1 — 24  HOURS  - 7 DAYS  A WEEK  — ] 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME 1 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 
Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • SuitelOO*  Uncoln,  NE  68510  H-95 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

I P.C^ 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  • HAND  SURGERY 
•JOINT  DISEASE&TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDRENS  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurtbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-95 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-95 


SAMUEL  E.  BOON,  M.D. 
AgfeA  JOHN  H.  CASEY,  M.D. 

..  , DEBORAH  K.  DAVIDSON,  D.O. 

QQTnOlOQV  iS„  MICHAEL  J.  DUGGAN,  M.D. 

“ _ DONALD  A.  DYNEK,  M.D. 

meaicai  george  egammel.  md 

patricka  keelan.m  d 

0C?rVICt?0  DAVID  L KUTSCH.M  D 

pc  STEFFAN  R.  LACEY,  M.D. 

CHRISTOPHER  T.  MASADA,  M.D. 
, _ 1 MATTHIAS  I.OKOYE,  M.D. 

V JOHN  F.  PORTERFIELD,  M.D. 

ROBERT  F.  SHAPIRO,  M.D. 
1 1 | 1 AINA  1.  SILENIEKS.  M.D. 

■ 1 DANIEL  J.  TILL,  M.D. 

LARRY  D.  TOALSON,  M.D. 
......  . . LARRY  WARRELMANN,  Exec.  Director 

S^tf  A Nichols  Institute  Affiliate 

Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or 800/742-741 4 6 g5 

UROLOGY,  P.C. 

g R.A.  Crusinberry,  M.D. 

^i  A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888  s-96 

(^}  PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 

n 

Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 

Jtrairie  surgical 

ASSOCIATES  P C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


WOMEN  S CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 


Adolescent  Gynecology 

Infertility  Center 

Breast  Care  Center 

Maturity  Center 

Lamaze  and  Health  Education 


Young  Women  s Center 
Counseling  and  Psychotherapy 
Urology/Incontinence  Services 
Hormonal  Replacement  Therapy 
Nutrition  Counseling 


High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 
Outpatient  Endoscopic  and  Laser  Procedures 


1-96 
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iT  IE°i°gy 

Adult  & Pediatric 

v_^enterr> 

Urology 

Hal  K.  MardiS,  M.D.,  F.AC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A Konigsberg.  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  FAC.S.Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S. 90th Street 

• Satellite  Clinics 

Omaha,  NE  68114 

Papillion,  NE 

(402)  397-9800 

• Immanuel 

800-882-4770 

3*96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 


JOSEPH  F.  GROSS,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 
Joint  Replacement 
Sports  Medicine 

Work  Related  Injuries  & Evaluations 


FRANK  J.  IWERSEN,  M.D. 
BERNARD  L.  KRATOCHVIL,  M.D. 
R.  MICHAEL  GROSS,  M.D. 
TIMOTHY  C.  FITZGIBBONS, M.D. 

scott  t.  mcmullen,  m.d. 

Disorders: 

• The  Spine  & Knee 

• Foot  & Ankle 

• Shoulders  Elbow 


CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 399-8550 

Appointments 399-8484  Billing 399-9301 

3-96 


l HEART  Ctyy 

L'*r, 


^ cuoioLoor  snc;A 


HUGH  S.  LEVIN.  M.D. 

JOSEPH  A.  JARZOBSKI.  M.D. 
TIMOTHY  R.  FANGMAN.  M.O 
DENNIS  P.  TIERNEY,  M.D. 

SHIRLEY  LANDEN  HUERTER,  M.D. 
MICHAEL  H.  PETERS,  M.D. 

0.  RANDALL  PRITZA,  M.D. 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 


3-96 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8662  CASS  ST. 

402-397-7400 

FREMONT  - 416  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  - 2363  18th  AV. 

402-563-3379 


NORFOLK  - 1 300  NEBRASKA  AV. 

402-379-3250 


GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-96 


FiRSTiardBi 

81 1 1 Dodge  St. 
Omaha,  NE 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)  390-81 1 1 

of  Expert  Eye  Care 

Stanley  M Truhlsen,  M.D., 
emeritus 

210  Regency  Pkwy. 
Omaha,  NE 

C.  Rex  Latta.  M.D 

68114-3726 



(402)  391-3131 

John  W.  Pemberton,  M.D. 

John  T Ramsell,  M.D. 

4242  Famam  St. 

Donald  L.  Arkfeld.  M.D. 

Omaha,  NE 
68131-2810 

Raymond  M.  Crossman,  III,  M.D. 

(402)  552-2300 

D Francis  Arkfeld,  M.D. 

3353  L St. 

Camilla  R.  Parson,  M.D. 

Omaha,  NE 

Michael  L Goldstein  M.D 

68107-2500 

| 

Since  1886 

(402)  390-81 1 1 

5-95 

NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P C. 


11819  Miracle  Hills  Drive,  Suite  102 
Omaha,  Nebraska  68154-4438 

402-496-0404 


24-Hour  Trauma  Coverage 

1-800-496-0403 

8-95 
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PHYSICIAN'S  DIRECTORY,  cont. 


[ OMAHA,  cont. 


SCOTTSBLUFF  | 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.0  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
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OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 
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(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA.  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "F*  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  '0‘  STREET 
CORPORATE  CENTRE. 

SUITE  100 
UNCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St„  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  5 1 5,  Ankeny,  I A 5002 1 , phone  1 -800- 
729-7813  or  51 5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  51 5,  Ankeny,  IA,  50021 , phone  1-800-729-781 3. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

LINCOLN  NEBRASKA:  Family  Practice  Progres- 
sive practice  with  opportunity  to  practice  with  BC 
colleagues  in  all  areas  of  primary  care.  Full  profes- 
sional autonomy  with  solid  financial  security.  Call  of 
1 :7.  Contact  Bernie  Wiesemann,  1-800-765-3055  or 
fax  your  CV  to  314-726-3009.  Mailing  address:  222 
S.  Central,  Suite  700,  St.  Louis,  MO  63105. 

LINCOLN  NEBRASKA:  Internal  Medicine  Pro- 
gressive practice  with  BC  colleagues  in  all  areas  of 
primary  care.  Competitive  compensation.  Call  of 
1:7.  Great  security  and  time  for  family  and  personal 
interests.  Contact  Bernie  Wiesemann,  1-800-765- 
3055  or  fax  your  CV  to  314-726-3009.  Mailing 
address  222  S.  Central,  Suite  700,  St.  Louis,  MO 
63105. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska.  Ob- 
stetrics required.  Send  CV  to  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902  20th  St.,  Gothenburg,  NE  69138. 

NEBRASKA  THE  GOOD  LIFE:  VA  Medical  Cen- 
ter, Lincoln,  Nebraska  seeking  an  Internist  or  Family 
Practitioner  for  Ambulatory  Care  Clinic.  This  Center 
is  affiliated  with  two  medical  schools,  offers  a com- 
petitive benefit  plan  and  University  community  re- 
flects quality  living.  Reply  to  Timothy  Judge,  M.D., 
ACOS/Ambulatory  Care,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510.  (402)  489-3802,  Ext. 
7879  or  Ext.  6265.  English  language  proficiency 
required.  EOE. 


PRACTICE  OPPORTUNITIES:  Openings  nation- 
ally in  all  specializations.  Excellent  salary  and  benefit 
packages  including  partnership  opportunities,  100% 
paid  malpractice.  Moving  and  relocation  expenses. 
License  assistance  up  to  6 weeks  paid  vacation.  On 
site  interview  expenses  paid.  Toll  free  24  hours  1- 
800-759-0104,  Fax  (602)  481-0522,  La  Salle  Medical 
Group,  6599  East  Thomas  Road,  Suite  2097, 
Scottsdale,  AZ  85251. 

LINCOLN  NEBRASKA  - MUTUAL  OF  OMAHA 
HEALTH  PLANS  OF  LINCOLN  - PRIMARY  CARE 
HMO  GROUP  PRACTICE:  Seeking  dedicated  health 
care  providers  who  wish  to  practice  preventive 
medicine  and  devote  quality  time  to  patients.  Mutual 
of  Omaha  Health  Plans  of  Lincoln  offers  competitive 
salary,  comprehensive  benefits,  4 - 4Vz  day  work 
week,  excellent  call  rotation,  superior  specialist  refer- 
ral network,  and  strong  community  hospitals.  Come 
and  enjoy  a fulfilling  practice  with  fewer  administra- 
tive headaches.  For  more  information,  contact  Stacy 
Scholtz,  Clinical  Services  Director,  Mutual  of  Omaha 
Health  Plans  of  Lincoln,  220  South  17th  Street, 
Lincoln,  NE  68508.  Call  1-800-574-2377  or  Fax  (402) 
475-6003.  An  equal  opportunity  employer. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha  plus  over  60  rural  communities.  We  track 
every  community  in  the  country.  Call  now  for  details. 
The  Curare  Group,  Inc.,  (800)  880-2028. 

MIDWEST  — EXCEPTIONAL  OPPORTUNITY 
FOR  OBG:  To  join  MSG  in  prosperous  Nebraska 
community.  Safe,  family-oriented  with  quality  public 
and  private  schools.  Low  cost  of  living.  Above  aver- 
age compensation  plus  bonus  and  benefits.  Loan 
repayment  available.  Call  Kathy  Jordan,  800-776- 
5776,  or  fax  C.V.  to  314-863-1327. 

FOR  SALE:  Electrosurgery  package,  includes  gen- 
erator, air  filtration  system,  "loop"  accessory  pack- 
age, dermatology  electrodes.  Never  out  of  the  box. 
Call  Terri  at  402-475-2302. 

IMPERIAL,  NEBRASKA:  Needs  a family  practice 
physician,  current  in  OB  to  join  an  established,  busy 
group  practice  of  3.  Share  call,  weekend  ER  coverage 
and  an  active  family  life  with  a group  and  community 
that  promotes  family  values.  Contact  Jim  O'Neal, 
administrator  of  Chase  County  Community  Hospital, 
600  W.  12th  St.,  Imperial,  NE  69033.  Telephone 
(308)  882-7111. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/ House  Payment  S 

Previous  Address 

City 

State  Zip 

Employer/Gftxjp 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  aJmony,  child  support,  or  separate  martenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  fa  repaying  this  obligation.  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  S 

Employer/ Grout 

Address 

Social  Sec  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  almony,  child  support,  a separate  martenance  payments  need  not  be  revealed 
tf  you  do  not  choose  to  have  it  considered  as  a basis  fa  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accowt  Nixnber 

Balances 

Payment 

Address 

Accouit  Nimber 

Balances 

Payment 

Address 

SIGNATURES 

l warrant  I an  19  years  of  age  or  older  and  subted  to  no  legal  disability,  and  that  everything  stated  n this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  rvestigate  the  ntormation.  obtan  my  credh  reports  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  the  application  My  signatire  ndcates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatire  Date 


Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Variable  Plate  Information 

The  vanable  rate  will  be  determined  by  the  “Pnme  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June.  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  84%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted  This  information  may  change  after  the  pnnting  date  To  find  out  what  may  have  changed,  call  us  at 
1 -000-432-3209  Or.  wnte  to  us  at  FirsTier  Bank  Credit  Card  Center.  P O Box  7.  Omaha  NE  68101  -0007 


Co- Applicant  Signatire 

Date 

Method  of  Computing  the  Balance  for 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Purchases 

Annual  Fee 

$0 

Late  Fee,  Overlimit  Fee.  and  Returned 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 

Check  Charge 

maximum  2 Overlimit  fee  - $1000  and  3 Returned  check 

fee  -$15.00 

FirsTier®  Bank,  NA,  Member  FDIC 


If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


The  lightweight  champion 
of  the  world. 


At  3.9  ounces,  the  Motorola  MicroTAC  Elite  DPC  is  the  world's  lightest  cellular 
phone — but  it  still  packs  some  very  heavyweight  features. 


• Weighs  just  3.9  ounces — less  than  a D size  battery. 

• The  smallest  Motorola  MicroTAC  model  yet. 

• Lithium  Ion  "smart"  batteries  for  more  talk  time  with  less  weight. 

• Optional  digital  answering  machine.  The  only  cellular  pocket  phone  to  offer  this 
feature. 

W $C/\  now  on  Purchase  of  the  Motorola  MicroTAC  Elite  DPC  with 

A^ClV  C iJv  your  Nebraska  Medical  Association  membership.  The  Association 
will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 


of  Wefej 


Cotner  and  "O"  Streets  • 436-5050 


.FIRST 

. . J CELLULAR 
OMAHA 


15432  West  Center  Road  • 330-6500 

72nd  and  Jones  • 330-6500 

11071  West  Maple  Road  • 330-6500 

2000  W.  Broadway,  Council  Bluffs  • 322-5500 


TAKING  THE  LEAP  IN 
PERSONAL  COMMUNICATION  SSM 


We  feature  state-of-the-art  Cellular  phones  by  Motorola. 


County  Medical  Society 

nebras^PBL  aJ£°^tiqn 


TXeStRlUl 

Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


THE  NEW  YORK  ACADEMY  OF  MED 
LIBRARY  SERIALS  DEPT. 

1216  FIFTH  AVENUE 
NEW  YORK,  NY  10089 
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"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community's  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioVascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1 -800-627 - 6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


sss 


We  can  help 
your  most 


difficult  cases. 


Madonna  Rehabilitation  Hospital  has  a specialized,  hospital-licensed  unit 
to  meet  the  needs  of  Nebraska's  catastrophically  ill  or  injured  children  and 
adults.  The  20-bed  Complex  Medical  & Rehabilitation  Unit  offers  good 
outcomes  for  lower  cost  and  our  rehabilitation  emphasis  often  means  patients 
return  home  earlier  than  in  other  programs. 


Your  patient  could  benefit  from 
Madonna's  specialized  care  if: 

the  patient  requires  the  assistance  of  a mechanical  ventilator 


the  patient  is  a victim  of  multisystem  failure 


the  patient  needs:  / 

/ 

/ 

/ 

/ 

/ 

/ 

/ 

/ 


Mechanical  ventilation 
Chest  tubes 

Tracheostomy  care  with  extensive  respiratory  needs 
Extensive  wound  care 
Pain  management 

Long-term  IV  and  antibiotic  therapy 

MRSA 

TPN 

Upper  airway  management 


The  road  to  recovery  begins  here. 


Madonna  Rehabilitation  Hospital 


Send  Young  Patients  On  An 

Adventure  In 


Healthy  Eating 


^ When  you’re  1 2 you’ll  eat  anything  that 
f resembles  food,  but  nothing  recom- 

■ mended  by  an  adult.  However,  you  may 

■ pay  attention  to  an  exciting  video  that 
transforms  your  body  into  a manned 
spaceship  fueled  by  what  you  eat. 

Your  eating  habits  may  improve 
without  even  realizing  it! 


“Eating  Healthy:  The  Adventure  Begins”  is 
a multimedia  health  education  program  that 
captures  the  attention  of  today’s  technol- 
ogy-savvy young  people.  They’ll  learn  how 
to  eat  healthy — and  may  even  want  to  eat 
healthy — after  you  present  this  colorful  in- 
school program. 


This  action-packed  kit  was  developed  with  the  Illinois  Academy  of  Family 
Physicians  for  grades  4 to  6.  It  is  reviewed  favorably  by  the  American 
Academy  of  Family  Physicians  Foundation.  This  integrated  program  includes: 

• A 10-minute  video 

• Teaching  guide  and  scripts 

• Overhead  transparencies 

• Food  Guide  Pyramid  poster  and  handouts 

This  entire  kit  is  yours  free  of  charge.  To  order  yours  today,  contact  the 
Nebraska  Beef  Council. 


Nebraska  Beef  Council 

P.O.  Box  2108  • Kearney,  Nebraska  68848-2108 
800/421-5326  • 308/234-8701  fax 
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Coming  Soon  To  A Clinic  Near  You 


DAVID  L.  BACON,  M.D. 


Since  the  time  that  Medicare  services  were 
introduced  to  the  public,  those  charged  with 
being  the  intermediaries  have  been  con- 
cerned with  the  appropriateness  of  services 
and  the  intensity  level  of  these  services. 
With  the  advent  of  RBRVS  (Resource  Based 
Relative  Value  System),  the  concern  has  been 
greater.  In  1992  E/M  (Evaluation  and  Man- 
agement) services  were  introduced.  Until 
the  present  these  services  have  not  been 
subject  to  review  because  documentation 
services  have  not  been  clearly  defined.  Now 
the  Medicare  carriers  believe  that  they  have 
come  up  with  a method  to  evaluate  the 
documentation  requirements.  In  their  own 
words  the  following  is  the  basic  statement  of 
the  rationale.  "It  should  be  complexity  of  the 
medical  decision-making  process  and  the 
medical  problem  that  is  the  most  heavily 
weighted  factor  determining  the  E/M  ser- 
vice level.  Only  the  physician  can  know  the 
intricacy  of  the  thought  processes  used  to 
sift  through  a set  of  differential  diagnoses, 
order  appropriate  tests,  arrive  at  a single 
diagnosis  and  then  a constructive  treatment 
plan  from  a variety  of  options.  It  is  medical 
decision-making  that  is  enigmatic  of  E/M 
services.  For  example,  it  is  not  medically 
necessary  to  document  in  a comprehensive 
fashion  the  evaluation  of  a straightforward 
problem.  Therefore,  extensive  histories  and 
physicals  for  uncomplicated  problems  will 
not  result  in  high  levels  of  E/M  services 
being  allowed.  But  allowance  will  be  made 
if  a very  difficult  problem  is  dealt  with  effi- 
ciently and  the  record  reflects  this,  even 
though  that  record  is  succinct."  Furthermore, 
the  carriers  report  that  the  requirements 
that  have  been  developed  and  agreed  upon 
are  a joint  effort  between  the  AMA  and 
HCFA.  The  intermediaries  state  the  follow- 
ing, "These  documentation  guidelines  do 
not  report  to  be  optimal  records.  Instead 
they  outline  what  was  felt  by  the  AMA  and 
HCFA  to  be  adequate  records.  Medical 
records  chronicle  the  course  of  disease  in  a 
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patient,  help  establish  continuity  of  care 
among  providers  and  supply  information  for 
research  and  review.  These  documentation 
requirements  try  to  ensure  these  functions 
of  medical  records  are  met. 

When  I started  in  medicine  and  began  to 
construct  charts,  we  had  in  those  days  what 
was  known  as  "green  meat."  These  were 
laboriously  written  handwritten,  detailed 
histories,  past  medical  histories,  medication 
histories,  family  histories,  system  review, 
physical  examination,  detailed  discussion  of 
differential  diagnoses,  the  rationale  for  or- 
dering laboratory  tests  and  treatment  plans. 
Each  of  these  histories  and  physicals  prop- 
erly done  consumed  a great  amount  of  time 
and  had  a certain  teaching  value.  As  I ma- 
tured in  the  process  of  decision-making  and 
learned  at  the  bedside  along  side  those  who 
were  the  master  practitioners,  the  philoso- 
phy which  I came  away  with  was  that  the 
medical  record  is  a documentation  of  the 
illness,  pertinent  facts  relating  to  the  history, 
the  physical  findings,  a pertinent  differential 
diagnosis,  laboratory  tests,  results  and  treat- 
ment. The  record  was  to  be  my  tool  in 
following  the  course  of  the  patient's  disease 
and  helping  determine  what  changes  oc- 
curred and  what  treatment  modalities  were 
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used.  It  became  quite  apparent  that  the 
degree  of  detail  in  each  of  these  varied  on 
the  reporting  techniques  and  the  need  for 
documentation  by  each  physician.  Some  of 
the  very  finest  physicians  that  I have  been 
associated  with  are  quite  brief  in  their  re- 
ports. Their  succinctness  and  their  ability  to 
outline  the  course  of  therapy  has  been  most 
admirable.  Now  comes  the  need  for  docu- 
mentation to  meet  the  levels  of  E/M  codes. 
The  thesis  as  written  by  the  fiscal  intermedi- 
aries is  a very  reasonable  sounding  thesis. 
The  fact  that  these  have  been  reviewed  by 
the  house  of  medicine  before  implementa- 
tion is  also  an  admirable  step  in  the  develop- 
ment of  this  process.  When  reading  the 
document  which  was  widely  circulated  to 
medical  personnel  during  the  month  of 
March,  the  general  principles  are  as  stated. 
For  each  encounter  with  the  patient,  the 
documentation  should  include  the  reason 
for  the  encounter  and  relevant  history,  physi- 
cal examination  findings,  and  prior  diagnos- 
tic test  results,  the  assessment,  clinical  im- 
pression or  diagnosis,  plan  for  care  and  the 
date  and  legible  identity  of  the  observer. 
Other  items  that  should  be  included  are  as 
follows:  the  rationale  for  ordering  diagnos- 
tic and  ancillary  services,  past  and  present 
diagnoses,  appropriate  health  risk  factors 
and  the  patient's  progress.  The  document 
further  states  that  the  levels  of  E/M  services 
recommends  seven  components  which  are 
used  in  defining  the  levels  of  these  services. 
These  components  include  history,  exami- 
nation, medical  decision-making,  counsel- 
ing, coordination,  the  nature  of  the  present- 
ing problem,  and  the  amount  of  time  neces- 
sary to  deliver  the  service.  In  the  case  of 
those  visits  which  consist  primarily  of  coun- 
seling and  coordination  of  care  , time  is  the 
key  or  controlling  factor  to  qualify  for  a 
particular  level  of  E/M  service.  The  authors 
of  the  explanation  document  also  note  that 
the  medical  records  of  infants,  children, 
adolescents,  and  pregnant  women  may  need 
to  have  additional  documentation  coded. 
Encounter  levels  of  services  are  based  on 
four  types  of  history.  These  histories  have 
been  divided  into  problem  focused  history, 
expanded  problem  focused,  detailed,  and 
comprehensive.  Accompanying  this  are 
documentation  guidelines  which  indicate 
that  historically  all  the  elements  of  the  his- 
tory can  be  combined  in  a single  unit  or  they 
can  be  listed  as  different  elements  as  long  as 


these  occur.  Past  history  previously  reported 
in  the  chart  can  be  noted  as  long  as  it  states 
that  the  physician  updates  the  past  history. 
If  a form  is  used  such  as  one  of  the  forms 
adopted  by  specialty  societies  in  order  to 
collect  past  medical  history  and  system  re- 
view, these  are  acceptable  as  long  as  there 
is  a notation  that  the  physician  reviewed  this 
information  and  supplemented  it  as  appro- 
priate. Each  of  the  elements  of  the  history 
are  laboriously  defined  by  the  intermediar- 
ies and  state  examples  such  as  the  medical 
history  should  clearly  reflect  the  chief  com- 
plaint; a brief  history;  the  history  of  the 
present  illness  has  seven  elements  including 
location,  quality,  severity,  duration,  timing, 
context,  modifying  factors  and  associated 
signs  or  symptoms.  If  a brief  history  is  used, 
it  must  consist  of  one  to  three  elements  of 
the  above  documentation  and  an  extended 
history  must  contain  at  least  four  or  more 
elements  out  of  the  list  previously  mentioned. 
The  system  review  likewise  is  gone  over  in 
great  detail  and  the  rules  state  that  the 
patient's  positive  responses  and  pertinent 
negatives  for  each  system  should  be  docu- 
mented, that  patient's  responsiveness  both 
positively  and  negatively  for  two  to  nine 
systems  should  be  documented  in  a com- 
plete history  and  physical,  at  least  ten  organ 
systems  must  be  reviewed  and  these  sys- 
tems with  positive  or  negative  responses 
must  be  individually  documented.  Documen- 
tation guidelines  are  very  specific  as  to  the 
number  of  positive  and  negative  responses 
which  must  be  elicited  for  degree  of  com- 
pleteness as  defined  by  the  HCFA  and  fiscal 
intermediaries. 

In  reading  further,  it  comes  to  the  docu- 
mentation for  a physical  examination.  The 
same  for  types  of  exam  are  listed  under 
physical  exam,  as  are  listed  under  the  his- 
tory; problem  focused,  which  is  a limited 
exam  of  the  affected  body  area  or  organ 
system;  expanded  problem  focused,  a lim- 
ited examination  of  the  affected  body  area 
or  organ  system  and  upon  symptomatic  or 
related  organ  systems,  up  to  seven  systems 
based  on  your  judgement.  Detailed  as  an 
extended  examination  of  the  affected  body 
area  and  other  symptomatic  or  related  or- 
gan systems  up  to  seven  systems  based  on 
your  judgement,  and  a comprehensive  exam 
which  is  a general  multisystem  examination 
or  complete  examination  of  a single  organ 
system  involving  8 or  more  systems.  Each  of 
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the  body  areas  recognized  by  the  document 
is  separated  into  head,  neck,  chest  including 
breast  and  axillae,  abdomen,  genitalia,  groin 
and  buttocks,  back  including  spine,  and  each 
extremity.  For  the  purposes  of  examination, 
organ  systems  are  recognized  as  follows: 

1.  Constitutional;  2.  Eyes;  3.  Ears,  nose, 
mouth  and  throat;  4.  Cardiovascular;  5.  Res- 
piratory; 6.  Gastrointestinal;  7.  Genitouri- 
nary; 8.  Musculoskeletal;  9.  Skin;  10.  Neuro- 
logic; 1 1.  Psychiatric;  12.  Hemopoietic,  lym- 
phatic, and  immunologic. 

The  authors  go  so  far  as  to  state  that  the 
medical  record  for  a general  exam  should 
include  findings  on  eight  or  more  of  the  12 
organ  systems.  Whenever  a pelvic  or  rectal 
examinations  is  deferred,  the  reason  should 
be  documented. 

When  it  comes  to  decision-making,  the 
number  of  diagnoses  must  be  considered, 
the  amount  of  records,  amount  of  laboratory 
tests,  diagnostic  studies  and  records  must 
be  reviewed  and  analyzed  and  the  risks 
must  be  listed.  There  are  again  four  catego- 
ries listed  in  decision-making  varying  from 
those  with  minimal  or  no  risk  to  those  which 
are  extensive  of  high  risk  and  high  complex- 
ity. The  document  then  proceeds  into  the 
diagnostic  category  as  well  as  the  prognos- 
tic category  and  has  a point  system  elicited 
for  each  of  these  different  entities.  The  com- 
plexity of  the  study,  the  results,  the  discus- 
sion of  tests,  whether  or  not  x-rays  or  other 
images  are  reviewed  personally  by  the  per- 
forming physician,  and  all  of  these  are  listed 
in  a point  system.  For  the  treatment  area, 
options  selected  are  weighed  as  far  as  indi- 
cating the  degree  of  complexity  and  life- 
threatening  nature  and  the  time  interval, 
particularly  when  counseling  is  done,  are  all 
weighed.  At  the  end  of  the  discussion  of  this 
document,  the  carrier  has  the  following  dis- 
claimer. "We  will  try  to  be  empathetic  in  the 
application  of  these  guidelines.  We  as  a 
carrier  recognize  that  there  are  instances 
where  a very  high  level  of  care  will  be  deliv- 
ered quickly  and  in  order  to  expedite  care 
the  record  will  be  succinct.  Nevertheless, 
criteria  will  need  to  be  met.  When  a compre- 


hensive documentation  is  recorded  for  a 
straightforward  problem,  in  an  effort  to  raise 
the  level  of  E/M  services  when  it  is  not 
medically  necessary,  the  E/M  service  will  be 
reduced  to  the  appropriate  level.  All  records 
must  be  legible.  If  three  reviewers  can't  de- 
cipher a record,  it  will  be  deemed  illegible 
and  returned.  In  this  case,  the  record  can  be 
made  legible,  but  the  content  cannot  be 
changed  by  the  provider."  This  particular 
form  of  chart  analysis  is  being  used  starting 
the  month  of  May  in  Nebraska.  The  applica- 
tion of  these  guidelines  may  indicate  a for- 
mat of  charting  which  practitioners  may  not 
have  been  doing  on  a regular  basis  because 
of  perceptions  of  necessity  and  the  manner 
of  data  storage  that  individuals  have  used. 
Nevertheless,  this  is  the  standard  by  which 
our  documentation  will  be  measured.  It  is  of 
real  necessity  that  each  practitioner  obtain 
from  their  Medicare  or  managed  care  car- 
rier the  documents  related  to  evaluation 
and  management  service  codes.  Changes 
will  be  necessary  in  documentation  in  order 
to  comply  and  one  should  not  accept  this 
editorial  as  the  total  discussion  of  the  man- 
ner in  which  these  particular  guidelines  will 
be  applied. 

A resolution  was  presented  in  your  house 
of  delegates  instructing  your  AMA  delegates 
to  carry  to  the  AMA  house  of  delegates  a 
resolution  requesting  that  the  AMA  work 
with  the  carriers  to  try  to  devise  a more 
streamlined  method  of  evaluating  records 
rather  than  using  a complicated  point  sys- 
tem, a complicated  documentation  of  organ 
systems  and  the  counting  thereof,  a docu- 
mentation of  positives  and  negatives  on  sys- 
tem reviews,  etc.  . . 

At  this  point,  I think  we  should  not  rely  on 
the  hope  that  this  can  be  changed,  but 
earnestly  apply  ourselves  to  understanding 
this  new  system  in  order  that  we  may  be 
properly  reimbursed  for  the  services  which 
we  are  providing  for  patients. 
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EDITORIAL 


Further  Thoughts  and  Observations 
Regarding  Dementia  Evaluation 

JOHN  F.  A IT A,  M.D. 

Omaha,  Nebraska  681 14 


Much  has  been  written  recently  regarding 
specific  tests  for  Alzheimer's  disease  (AD) 
other  than  tissue  diagnosis  (i.e.  brain  biopsy 
or  autopsy).  Currently  Alzheimer's  Disease 
is  diagnosed  by  a process  of  elimination,  by 
ruling  out  potentially  treatable  causes  of 
dementia.  Although  no  premorbid  test  cur- 
rently exists,  this  topic  is  discussed  at  neurol- 
ogy meetings,1-2  in  pharmaceutical  company 
reports.3  Even  the  Wall  Street  lournal  has 
discussed  the  roles  of  Zinc,4  pupillary  dila- 
tion,5 and  Apo  E-4  as  regards  AD  and  its 
diagnosis.6  As  a result,  I am  frequently  asked 
about  the  role  of  a diagnostic  serum  or  CSF 
"test"  for  Alzheimer's  disease  (AD).  This  ques- 
tion was  first  posed  to  me  during  my  testi- 
mony before  the  Agency  for  Health  Care 
Policy  and  Research,  Public  Health  Service, 
Department  of  Health  and  Human  Services.7 
I've  tried  to  provide  a 2-part  answer,  as 
follows. 

If  the  diagnostic  "test"  is  positive,  indicat- 
ing AD,  then  what?  Does  one  discontinue 
evaluating  the  dementia  patient?  What  is 
the  role  of  co-morbidities?  Many  of  our  pa- 
tients have  more  than  a single  cause  of  their 
dementia;  we  simply  categorize  the  most 
prominent.  If  this  co-morbidity  is  potentially 
treatable  as  has  occurred  in  our  patients  and 
can  be  successfully  treated  as  has  been  the 
case  with  our  patients,  then  the  individual 
has  been  helped  at  least  for  a period  of  time. 


Conversely,  if  the  diagnostic  "test"  returns 
negative,  indicating  the  absence  of  AD,  what 
then?  Does  one  discontinue  evaluating  the 
patients  as  regards  their  dementia?  Do  you 
simply  tell  the  patient  and  their  family  that 
the  patient  does  not  have  AD?  Our  course  of 
action  has  been  to  thoroughly  evaluate  these 
patients  as  regards  their  dementia  etiology. 

Thus,  our  commendation  based  on  our 
ongoing  prospective  clinical  experience  with 
to  date  1000  dementia  patients  would  be  to 
proceed  with  the  diagnostic  "test".  This  would 
either  rule-in  or  rule-out  an  underlying  AD. 
However,  the  patient  still  must  be  thoroughly 
evaluated,  looking  for  a potentially  treatable 
etiology  of  their  dementia. 
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ORIGINAL  ARTICLE 


Healthcare  and  Antitrust 


LEO  UZYCH,  J.D.,  M.P.H. 

103  Canterbury  Drive 
Wallingford,  PA  1 9086 
(610)  872-2100 


INTRODUCTION 

Nascent  "statements  of 

ENFORCEMENT  POLICY  AND 
ANALYTICAL  PRINCIPLES  RE- 
LATING TO  HEALTH  CARE  AND  ANTI- 
TRUST" were  issued,  by  the  U.S.  Depart- 
ment of  Justice  and  the  Federal  Trade  Com- 
mission, on  September  27,  1 994.  The  9 new 
statements  of  governmental  antitrust  enforce- 
ment policies  and  analytical  principles  relat- 
ing to  mergers  and  various  joint  activities  in 
the  healthcare  area  "supersede"  the  Septem- 
ber 1993  healthcare  antitrust  enforcement 
policy  statements.  These  earlier  statements 
are  thus  relegated  to  the  status  of  a vestigial 
appendage  of  the  body  of  governmental 
antitrust  policy.  Most  of  the  new  statements 
provide  guidance  to  healthcare  providers 
through  the  mechanism  of  so-called  "anti- 
trust safety  zones,"  which  describe  the  cir- 
cumstances under  which  the  issuing  Agen- 
cies will  not  challenge  conduct  as  allegedly 
violative  of  extant  antitrust  strictures.  Mem- 
bers of  the  physician  community,  perhaps 
those  particularly  who  may  have  an  interest 
in  forming  physician  networks,  should  be 
attuned  closely  to  the  ever-evolving  envi- 
ronment of  healthcare  and  antitrust. 

PHYSICIAN  NETWORK  JOINT  VENTURES 

Under  the  old  statements,  an  antitrust 
safety  zone  was  carved  out  in  which  the 
issuing  governmental  Agencies  declared  their 
intention  not  to  challenge  a physician  net- 
work joint  venture  comprised  of  20%  or  less 
of  the  physicians  in  a market;  the  safety 
zone  was  applicable  equally  to  "exclusive" 
and  "non-exclusive"  physician  network  joint 
ventures.  The  efficacy  of  these  size  limits, 
particularly  with  respect  to  the  developing 
of  physician  networks  in  smaller  population 
centers,  was  questionable.1 

Statement  8,  of  the  new  guidelines,  cre- 
ates differing  antitrust  safety  zones  for  "ex- 
clusive" and  "non-exclusive"  physician  net- 


work joint  ventures.  As  defined  in  new  State- 
ment 8,  a "physician  network  joint  venture" 
is  a "physician-controlled  venture"  in  which 
the  member  physicians  "collectively  agree" 
on  prices  or  "other  significant  terms  of  com- 
petition" and  "jointly  market"  their  services. 
An  "exclusive"  venture  "significantly"  restricts 
the  ability  of  its  members  to  affiliate  with 
other  physician  network  joint  ventures  and 
to  contract  individually  with  health  benefits 
plans;  a "non-exclusive"  venture,  however, 
does  not  impose  any  "significant  explicit  or 
implicit"  restriction  on  the  ability  of  its  mem- 
bers either  to  affiliate  with  other  organiza- 
tions or  to  contract  individually  with  plans. 

In  the  case  of  an  "exclusive"  physician 
network  joint  venture,  the  Agencies,  absent 
"extraordinary  circumstances",  will  not  chal- 
lenge such  a venture  comprising  20%  or  les? 
of  the  physicians  in  each  physician  specials 
with  active  hospital  staff  privileges  who  prac 
tice  in  the  relevant  geographic  market. 

In  the  case  of  a "non-exclusive"  physician 
network  joint  venture,  the  Agencies  will  not 
challenge,  absent  "extraordinary  circum- 
stances", such  a venture  comprising  30%  or 
less  of  the  physicians  in  each  physician  spe- 
cialty with  active  hospital  staff  privileges 
who  practice  in  the  relevant  geographic 
market.  The  Agencies  caution  that  a sup- 
posed "non-exclusive"  venture  must  be  non- 
exclusive "in  fact"  and  not  just  in  name;  and, 
also,  that  the  distinction  between  "exclu- 
sive" and  "non-exclusive"  ventures  will  be 
determined  by  "its  and  its  members'  activi- 
ties" rather  than  simply  by  terms  of  the 
contractual  relationship. 

Although,  under  the  new  statements,  the 
size  of  "non-exclusive"  physician  networks 


‘Reprints  request  and  correspondence  to:  Leo  Uzych,  J.D., 

103  Canterbury  Drive,  Wallingford,  PA  19086,  (610)  872-2100. 


June  1995  Nebraska  Medical  Journal  133 


has  been  increased  to  30%  of  the  physicians 
in  a market,  the  permissible  size  of  physi- 
cian networks  arguably  remains  problem- 
atic. For  example,  entities  such  as  hospitals 
or  insurance  companies  may  create  health 
plans  comprised  of  a substantial  percentage 
of  physicians  in  the  pertinent  market.  Even 
under  the  size  limits  allowed  by  the  new 
guidelines,  physician  networks  in  a competi- 
tive posture  with  such  plans  may  be  disad- 
vantaged. The  economic  efficiency  of  a net- 
work will  generally  increase  as  the  number 
of  patients  increases,  requiring  in  turn  an 
increase  in  the  number  of  providers.1  Phy- 
sician networks  may  remain  highly  disad- 
vantaged in  sparsely-populated  parts  of  the 
country,  because  it  may  be  impractical  to 
garner  an  appropriate  number  of  physicians 
and  still  remain  within  applicable  size  limits, 
even  as  amended  under  the  new  statements. 

Physicians  should  also  be  cognizant  of 
the  fact  that  under  the  new  antitrust  safety 
zones  for  "exclusive"  as  well  as  "non-exclu- 
sive" ventures,  the  affected  physicians  must 
"share  substantial  financial  risk".  The  Agen- 
cies provide  two,  specific  examples:  when 
the  venture  agrees  to  provide  services  to  a 
health  benefits  plan  at  a "capitated"  rate;  or 
when  the  venture  creates  "significant  finan- 
cial incentives"  for  members  to  achieve  cost- 
containment  goals,  such  as  "withholding"  a 
"substantial"  amount  of  the  compensation 
due  to  members,  with  distribution  of  that 
amount  only  if  the  cost-containment  goals 
are  met.  Additionally,  the  Agencies  will  con- 
sider "other  forms  of  economic  integration" 
that  "amount  to  the  sharing  of  substantial 
financial  risk". 

NON-FEE-RELATED  INFORMATION  TO 
PURCHASERS  OF  HEALTH  CARE  SERVICES 

The  old  statements  allowed  physicians  to 
collectively  provide  "underlying  medical 
data"  (such  as  "outcome"  data,  and  "practice 
parameters")  to  purchasers.  New  Statement 
4 states,  similarly,  that  providers'  collective 
provision  of  "underlying  medical  data"  that 
may  improve  purchasers'  resolution  of  is- 
sues relating  to  the  "mode,  quality,  or  effi- 
ciency" of  treatment  is  "unlikely"  to  raise  any 
"significant"  antitrust  concern.  Again,  "out- 
come" data  and  "practice  parameters"  are 
cited  as  examples  of  information  that  may 
be  collectively  presented.  The  new  state- 
ments add  a link  to  the  chain,  however,  to 


the  extent  that  New  Statement  4 goes  on  to 
say  that:  in  the  course  of  providing  underly- 
ing medical  data,  providers  may  "collectively 
engage  in  discussions"  with  purchasers  about 
the  "scientific  merit"  of  that  data. 

FEE-RELATED  INFORMATION  TO  PUR- 
CHASERS OF  HEALTH  CARE  SERVICES 

A seeming  defect  in  the  now-defunct  state- 
ments issued  in  September  1993  was  the 
failure  to  extend  the  reach  of  the  net  of  the 
pertinent  safety  zone  so  as  to  allow  physi- 
cians' collective  provision  of  fee-related  in- 
formation to  purchasers.1  This  flaw  appears 
to  be  at  least  partly  remedied  under  the  new 
statements.  New  Statement  5 states  that 
providers'  "collective"  provision  to  purchas- 
ers of  health  care  services  of  "factual  infor- 
mation" concerning  the  providers'  "current 
or  historical  fees"  or  "other"  aspects  of  reim- 
bursement, such  as  discounts  or  alternative 
reimbursement  methods  accepted,  is  "un- 
likely" to  raise  "significant"  antitrust  concerns. 
The  safety  zone  states  further  that  such  data 
can  help  purchasers  "efficiently  develop" 
reimbursement  terms,  and  may  be  "useful" 
to  a purchaser. 

Some  may  advocate  the  view  that  physi- 
cians should  further  be  empowered  to  col- 
lectively present  information  about  future 
fees,  to  payers.  In  this  vein,  the  antitrust 
safety  zone  created  in  New  Statement  5 
excludes  providers'  collective  provision  of 
information  concerning  prospective  fee-re- 
lated matters.  However,  in  an  ensuing  analy- 
sis, the  Statement  notes  that  in  some  cir- 
cumstances the  collective  provision  of  pro- 
spective fee-related  information  may  be 
"helpful"  to  a purchaser,  and,  as  long  as 
"independent"  decisions  on  whether  to  ac- 
cept a purchaser's  offer  are  "truly  preserved", 
"may  not"  raise  antitrust  concerns.  In  other 
circumstances,  however,  the  collective  pro- 
vision of  prospective  fee-related  informa- 
tion may  "evidence  or  facilitate"  an  agree- 
ment on  prices  or  other  "competitively  sig- 
nificant" terms  by  the  competing  providers. 
And  it  may  exert  a "coercive"  effect  on  pur- 
chasers by  implying  or  threatening  a collec- 
tive refusal  to  deal  on  terms  other  than 
those  proposed,  or  amount  to  an  implied 
threat  to  boycott  any  plan  not  following  the 
providers'  collective  proposal. 

The  analysis  in  New  Statement  5 goes  on 
to  say  that  the  collective  provision  of  pro- 
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spective  fee-related  information  will  be  as- 
sessed on  a "case-by-case"  basis.  Using  the 
case-by-case  mechanism,  the  Agencies  will 
look  at  the  "facts  and  circumstances"  sur- 
rounding the  provision  of  the  information, 
including:  the  "nature"  of  the  information 
provided;  the  "nature  and  extent"  of  the 
"communications"  among  the  providers  and 
between  the  providers  and  the  purchaser; 
the  rationale  for  providing  the  information; 
and  the  "nature"  of  the  market  in  which  the 
information  is  provided. 

ANALYTICAL  PRINCIPLES  RELATING 
TO  MULTIPROVIDER  NETWORKS 

Issues  relating  to  the  admission  or  rejec- 
tion of  physicians  from  particular  managed 
care  networks  and  entities  appear  to  be  one 
of  the  emerging  frontiers  of  medical  eco- 
nomics. In  New  Statement  9,  the  Agencies 
discuss  analytical  principles  relating  to 
multiprovider  networks.  "Multiprovider  net- 
works" are  broadly  described  in  the  new 
statement  as  networks  among  otherwise 
competing  providers  as  well  as  networks  of 
providers  offering  complementary  or  unre- 
lated services.  Some  of  the  antitrust  issues 
addressed  in  New  Statement  9 in  connec- 
tion with  the  formation  and  operation  of 
multiprovider  networks  pertain  to  the  exclu- 
sion of  particular  providers. 

As  noted  in  New  Statement  9,  most 
multiprovider  networks  will  contract  with 
some,  albeit  not  all,  providers  in  an  area.  A 
rationale  advanced  for  "selective  contract- 
ing" is  to  ensure  that  the  network  can  direct 
a sufficient  patient  volume  to  its  providers 
to  justify  price  concessions  or  adherence  to 
strict  quality  control  by  the  providers.  As 
described  in  the  Statement,  a "rule  of  rea- 
son" analysis  usually  is  applied  in  judging 
the  legality  of  excluding  providers  from  a 
multiprovider  network.  The  Agencies  com- 
ment that  exclusion  may  present  "competi- 
tive concerns"  if  providers  are  "unable"  to 
compete  "effectively"  without  access  to  the 
network,  and  competition  is  thereby 
"harmed". 

The  physician  community,  however, 
should  properly  be  mindful  of  the  limited 
application  of  the  foregoing  comment  by 


the  Agencies  on  exclusion.  The  Agencies,  in 
the  Statement,  state  that  the  "focus"  of  the 
analysis  is  not  on  whether  a particular  pro- 
vider has  been  harmed  by  the  exclusion,  but 
rather  whether  the  exclusion  "reduces  com- 
petition" among  providers  in  the  market  and 
thereby  "harms  consumers".  If  a geographic 
market  can  support  several  multiprovider 
networks,  there  are  "not  likely"  to  be  "signifi- 
cant competitive  problems"  associated  with 
the  exclusion  of  particular  providers  by  par- 
ticular networks.  The  Agencies  also  recog- 
nize that  there  may  be  "procompetitive"  rea- 
sons associated  with  the  exclusion,  such  as 
the  provider's  competence  or  ability  and 
willingness  to  meet  the  network's  cost-con- 
tainment goals.  Additionally,  according  to 
the  Agencies,  in  certain  circumstances  net- 
work membership  restrictions  may  be 
"procompetitive"  by  giving  non-member  pro- 
viders the  "incentive  to  form  other  networks 
in  order  to  "compete  more  effectively"  with 
the  network. 

CONCLUSION 

Healthcare  and  antitrust  is  a dynamic, 
evolving  area  of  not  inconsiderable  interest 
to  many  physicians.  The  government  ap- 
pears to  be  committed  to  issuing  additional 
guidance,  in  this  vital  area,  as  needed.  The 
medical  community,  as  well,  should  be  re- 
ceptive to  appropriate  modifications  of  ex- 
tant, if  fleeting,  guidelines  in  this  thorny 
area.  In  order  to  be  in  a solid  position  to 
press  for  indicated  modifications  of  existing 
guidelines  in  this  area,  physicians  must  first 
garner  hard  data  tending  to  show  that  ex- 
tant antitrust  guidelines  and  laws  are  block- 
ing the  formation  of  physician  networks  that 
might  otherwise  enrich  the  market.  Data 
which  may  show  that  the  current  antitrust 
climate,  as  a practical  matter,  is  causing 
existing  physician  networks  unfairly  to  fail  in 
competition  with  networks  controlled  by 
non-physicians  would  be  germane,  as  well. 
Absent  these  data,  further  meaningful  re- 
form of  the  present  antitrust  environment 
may  be  a mere  pipe  dream. 
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INTRODUCTION 

RECURRENT  pregnancy  loss  is 
defined  as  three  or  more  con- 
secutive spontaneous  preg- 
nancy losses  prior  to  20  weeks  gestational  age 
or  below  a fetal  weight  of  500  grams.  It  occurs 
in  approximately  15%  of  all  pregnancies  be- 
tween 4 and  20  weeks  gestation,  and  the 
prevalence  increases  with  both  maternal  and 
paternal  age.  Although  strict  criteria  for  diagno- 
sis requires  three  consecutive  losses,  an  evalu- 
ation can  be  considered  after  two  losses  in 
selective  patients. 

Evaluation  of  patients  with  recurrent  preg- 
nancy loss  should  include  a complete  history 
and  physical  exam  with  detailed  information 
regarding  medical  and  surgical  history,  obstet- 
ric and  gynecologic  history,  medications,  and 
lifestyle.  Particular  attention  should  be  given  to 
the  patient's  age,  her  partner's  age,  gravidity 
and  parity,  menstrual  history,  and  all  prior  ob- 
stetric outcomes.  Any  history  of  infertility,  endo- 
crine problems,  or  adverse  obstetric  outcomes 
should  be  noted.  A review  of  all  pregnancies 
sired  by  the  patient's  partner  should  be  per- 
formed. Family  history  of  any  suspected  chro- 
mosomal or  genetic  anomalies  should  be  inves- 
tigated. Chronic  medical  illnesses  of  the  patient 
must  be  ruled  out  and  all  medications  reviewed. 
Lifestyle  (including  work  and  occupational  ex- 
posures), social  habits  (including  alcohol,  to- 
bacco, and  street  drugs),  and  behavioral  lifestyle 
should  be  reviewed. 

Evaluation  of  the  patient  with  recurrent  preg- 
nancy loss  should  continue,  keeping  in  mind 
that  the  etiology  includes  chromosomal/ge- 
netic anomalies  (50%),  medical  and  endocrine 
factors  (15%),  structural  anomalies  of  the  fe- 
male pelvis  (10%),  autoimmune  phenomena 
(less  than  10%),  and  infection  (Table  1). 

Chromosomal  Anomalies 

Chromosomal  and  genetic  defects  are  found 
in  approximately  50%  of  first  trimester  abortuses 
and  in  only  5-1 0%  of  second  trimester  abortuses. 


Abnormal  chromosome  distribution  may  occur 
during  the  first  or  second  meiotic  divisions  of 
either  oogenesis  or  spermatogenesis  or  during 
mitosis.  They  are  present  most  frequently  in 
very  early  abortions  and  decline  in  incidence 
with  increasing  gestational  age.  Autosomal  tri- 
somy is  the  most  common  type  of  chromo- 
somal defect  (50-60%  incidence),  most  often 
trisomies  13,  16,  18,  21,  and  22.  Trisomy  can 
result  from  nondisjunction,  balanced  transloca- 
tion, or  balanced  chromosomal  inversion.  These 
normally  have  a lethal  effect  on  the  conceptus, 
causing  very  early  abortion,  but  they  can  be 
found  in  infants  who  survive. 

Although  autosomal  trisomies  as  a group 
account  for  half  of  all  first  trimester  chromo- 
somal defects,  monosomy  X (Turner's  syndrome) 
is  the  single  most  common  chromosomal  ab- 
normality. Most  fetuses  with  this  karyotype  are 
aborted,  but  in  the  few  who  survive,  the  karyo- 
type is  manifested  clinically  by  Turner's  syn- 
drome. Unlike  most  chromosomal  defects,  this 
error  is  associated  with  younger  maternal  age. 
Other  uncommon  abnormalities  include  polyp- 
loidy, autosomal  monosomy,  and  mosaicism. 
These  defects  result  from  errors  in  gametogen- 
esis,  chromosomal  accidents  at  the  time  of 
fertilization,  or  during  the  first  division  of  the 
fertilized  ovum. 

Most  chromosomal  defects  occur  as  random 
errors  in  meiosis  or  mitosis.  Both  advanced 
maternal  (greater  than  35  years)  and  paternal 
(greater  than  55  years)  age  have  been  associ- 
ated with  an  increase  in  chromosomal  defects 
and  increased  frequency  of  abortion.  Fetal  karyo- 
type errors  may  also  arise  from  a chromosomal 
defect  in  an  apparently  normal  parent.  The 
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most  common  defect  of  this  type  is  balanced 
translocation.  These  patients  are  at  high  risk  for 
transferring  unbalanced  genetic  material  to  their 
offspring.  Translocations  have  been  reported  to 
occur  in  1 in  every  700  phenotypically  normal 
persons,  but  it  is  thought  to  be  ten-fold  higher 
among  couples  with  a history  of  recurrent  spon- 
taneous abortion. 

A karyotype  with  trypsin  Giemsa  banding 
should  be  obtained  on  both  parties  in  all  couples 
with  two  or  more  first  trimester  abortions  or  in 
those  with  one  or  more  abortions  and  a history 
of  delivery  of  an  abnormal  infant.  Karyotyping 
can  also  be  performed  on  products  of  concep- 
tion. Counseling  by  a geneticist  should  be  pro- 
vided for  couples  discovered  to  have  a chromo- 
somal defect.  A reasonable  term  delivery  rate  of 
normal  infants  has  been  reported  among  couples 
with  a genetic  cause  for  recurrent  abortion.  If  an 
abnormality  is  found  in  either  partner,  donor 
insemination  or  oocyte  donation  may  be  con- 
sidered. Single  gene  defects  not  manifested  by 
chromosomal  abnormalities  may  not  be  detect- 
able by  current  methods,  so  it  is  important  to 
emphasize  that  karyotyping  can  diagnose  only 
a fraction  of  pregnancies  lost  to  genetic  abnor- 
malities. 


Metabolic/Endocrine  Factors 

Metabolic  and  endocrine  abnormalities  are 
the  second  most  common  cause  of  recurrent 
pregnancy  loss.  Among  these  is  what  is  referred 
to  as  luteal  phase  defect.  The  luteal  (or  secre- 
tory) phase  of  the  menstrual  cycle  occurs  after 
ovulation  and  is  named  for  the  maturation  of 
the  corpus  luteum  after  ovulation,  with  result- 
ant progesterone  production.  This  corpus  lu- 
teum and  the  progesterone  it  secretes  are 
thought  to  sustain  the  pregnancy  until  approxi- 
mately 12  weeks  estimated  gestational  age, 
when  the  placenta  takes  over  this  function. 
Dysfunction  of  the  corpus  luteum  and  resultant 
inadequate  amounts  or  duration  of  progester- 
one production  can  result  in  spontaneous  abor- 
tion. This  diagnosis  requires  documentation  by 
two  endometrial  biopsies  done  in  the  late  luteal 
phase  showing  a discrepancy  between  histol- 
ogy and  calendar  day  of  greater  than  two  days. 
It  is  imperative  the  next  menstrual  period  be 
used  to  calculate  calendar  dates  (not  the  last 
menstrual  period),  since  the  luteal  phase  is 
known  to  be  consistently  around  fourteen  days 
in  all  patients,  while  the  proliferative  phase  may 
vary  between  different  patients  and  in  the  same 
patient  between  menstrua!  cycles.  The  endome- 
trial biopsy  should  not  interrupt  a very  early 


Table  I 


Etiology 

Prevalence 

Diagnosis 

Treatment 

Chromosomal  & 
genetic  anomalies 

50% 

Karyotype  partners  and/or  products  of 
conception 

Genetic  counseling,  offer  genetic 
amniocentesis  or  chorionic  villus 
sampling  if  beyond  first  trimester, 
consider  donor  gametes 

Medical/Endocrine 

factors 

15% 

TSH,  prolactin,  diabetic  screen, 
environmental  exposure  history 

Thyroid  replacement  therapy, 
bromocriptine,  optimize  glucose 
control,  eliminate  environmental 
exposures 

Luteal  phase  defect 

Endometrial  biopsy,  basal  body 
temperature,  serum  progesterone 

Progesterone 

Structural 

anomalies 

10-15% 

Hy s terosalpingogram , hy steroscopy , 
laparoscopy,  pelvic  ultrasound 

Operative  hysteroscopy, 
myomectomy,  metroplasty,  cerclage 

Immune 

Phenomenon 

< 10% 

Antinuclear  antibodies,  anticardiolipin 
antibodies,  lupus  anticoagulant, 
activated  partial  thromboplastin  time 

Aspirin,  steroids,  low-dose  heparin 

Infection 

Ureaplasma,  chlamydia  or  other  genital 
cultures  or  DNA  probe 

Appropriate  antibiotics 
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viable  pregnancy  should  this  inadvertently  oc- 
cur. A serum  progesterone  in  the  mid  to  late 
luteal  phase,  as  well  as  a basal  body  tempera- 
ture chart,  can  substitute  for  or  enhance  evalu- 
ation of  a luteal  phase  defect,  but  endometrial 
biopsy  is  the  most  reliable.  A serum  progester- 
one of  less  than  10  nanograms  per  milliliter  or 
a basal  body  temperature  chart  with  a luteal 
phase  less  than  1 1 days  in  suggestive.  Treat- 
ment consists  of  progesterone  vaginal  supposi- 
tories 25  mg  b.i.d.,  or  intramuscular 
hydroxyprogesterone  caproate  given  weekly, 
both  started  at  ovulation  and  continued  until 
10-12  weeks  gestational  age. 

Other  metabolic  and  endocrine  causes  in- 
clude poorly  controlled  diabetes  mellitus, 
hypothyroidism  or  hyperthyroidism,  and  pro- 
lactin defects.  Optimal  glucose  control  in  dia- 
betics should  be  achieved  prior  to  conception 
and  requires  preconceptional  counseling  by 
the  practitioner,  as  poor  control  has  been  asso- 
ciated with  early  pregnancy  loss,  as  well  as  with 
fetal  anomalies.  Hypothyroidism  or 
hyperthyroidism  can  be  diagnosed  by  screen- 
ing the  TSH  level,  with  therapy  or  replacement 
as  indicated.  In  patients  whose  prolactin  levels 
are  elevated,  hypothyroidism  or  hyperthyroidism 
should  first  be  treated,  as  these  may  be  caus- 
ative. In  independent  hyperprolactinemia,  a 
pituitary  adenoma  must  be  ruled  out  and 
bromocriptine  may  be  indicated. 

Structural  Anomalies 

Structural  anomalies  of  the  female  genital 
tract,  accounting  for  1 0-1 5%  of  recurrent  preg- 
nancy losses,  include  congenital  Mullerian  de- 
fects such  as  bicornuate  uterus  and  septate 
uterus,  or  acquired  defects  such  as  uterine 
synechiae,  fibroids,  or  cervical  incompetence. 
Evaluation  of  structural  defects  is  most  easily 
done  by  hysterosalpingogram,  which  gives  full 
evaluation  of  the  uterus  and  fallopian  tubes. 
Operative  hysteroscopy  with  simultaneous 
laparoscopy  may  be  indicated,  depending  on 
the  diagnosis.  Bicornuate  uterus  and  septate 
uterus  are  thought  to  contribute  to  recurrent 
pregnancy  loss  if  placentation  occurs  on  a 
poorly  vascularized  area  of  the  septum,  though 
their  importance  as  an  etiology  of  recurrent 
pregnancy  loss  is  controversial.  These  can  be 
treated  with  operative  hysteroscopy  or 
metroplasty. 

Uterine  synechiae  most  commonly  result 
from  previous  uterine  curettage,  and 
hysteroscopy  can  be  both  diagnostic  and  thera- 
peutic. Oral  estrogen  is  often  recommended 


postoperatively  to  stimulate  endometrial  growth 
in  the  immediate  postoperative  period. 

Fibroids  (leiomyomata),  if  submucous,  can 
be  removed  by  hysteroscopy  or,  if  intramural  or 
subserosal,  by  myomectomy  at  either 
laparoscopy  or  laparotomy.  Diagnosis  is  made 
by  physical  examination,  ultrasound,  and/or 
hysteroscopy.  Chronic  endometritis  by  endome- 
trial biopsy  is  sometimes  suggestive  of 
submucous  fibroids.  GnRH  analogs  can  be 
administered  for  short  periods  of  time  as  a 
temporizing  measure.  These  have  been  re- 
ported to  reduce  the  size  of  some  fibroids, 
which  can  provide  time  to  allow  blood  count  to 
improve  and  can  reduce  intraoperative  blood 
loss  when  definitive  surgical  management  is 
undertaken.  A three-month  course  of  therapy 
should  reduce  fibroid  size  by  approximately 
1 5%  and  sustain  this  for  approximately  four  to 
six  months. 

Cervical  incompetence  may  be  idiopathic  or 
may  result  from  previous  surgery  or  diethylstil- 
bestrol  exposure.  Most  of  these  abortions  occur 
in  the  second  trimester,  and  diagnosis  is  based 
on  a history  of  painless  cervical  dilatation. 
McDonald  cervical  cerclage  is  usually  the  treat- 
ment of  choice,  or,  if  unsuccessful,  Shirodkar 
cerclage  may  be  considered. 

Surgical  correction  of  anatomical  defects  by 
metroplasty,  myomectomy,  or  cerclage  can 
result  in  term  gestation  rates  of  70-80%. 

Immune  Phenomena 

Immune  phenomena,  whether  autoimmu- 
nity or  alloimmunity,  together  account  for  less 
than  1 0%  or  recurrent  pregnancy  loss.  Autoim- 
mune factors  include  the  lupus  anticoagulant, 
as  well  as  the  anticardiolipin  antibodies.  Au- 
toimmunity involves  a humoral  or  cellular  re- 
sponse directed  against  a specific  component 
of  the  host.  The  lupus  anticoagulant  is  an  anti- 
body against  thromboplastin  and  can  be  present 
in  conjunction  with  or  in  the  absence  of  sys- 
temic lupus  erythematosus.  This  antithrom- 
boplastin is  associated  with  fetal  growth  restric- 
tion, intrauterine  fetal  demise,  recurrent  spon- 
taneous abortion,  and  preeclampsia.  The  mecha- 
nism of  pregnancy  loss  is  probably  due  to 
placental  and  decidual  insufficiency  due  to  the 
thrombotic  tendency  in  these  patients.  Named 
the  lupus  anticoagulant  because  of  laboratory 
prolongation  of  the  partial  thromboplastin  time 
in  vitro,  in  vivo  this  factor  acts  to  increase 
thrombotic  tendency.  The  activated  partial 
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thromboplastin  time  is  the  most  sensitive  screen- 
ing test.  Antinuclear  antibodies  or  anticardiolipin 
antibodies  should  also  be  screened  for.  Therapy 
for  any  of  these  consists  of  low-dose  aspirin  (40- 
80  mg  per  day)  and  sometimes  prednisone  in  a 
dose  to  restore  the  thromboplastin  time  to  the 
normal  range.  Recent  studies  suggest  a role  for 
low-dose  subcutaneous  heparin  in  some  pa- 
tients. Treatment  is  not  always  successful. 

Alloimmunity  includes  all  causes  of  recurrent 
pregnancy  loss  related  to  abnormal  maternal 
immune  response  to  antigens  on  fetal  or  pla- 
cental tissues.  It  is  thought  that,  normally,  main- 
tenance of  pregnancy  requires  formation  of 
blocking  factors  (probably  complexes  of  anti- 
gen and  antibody)  which  prevent  rejection  of 
fetal  antigens.  It  has  been  suggested  that  couples 
with  recurrent  pregnancy  loss  have  an  increased 
sharing  of  human  lymphocyte  antigens,  which 
would  not  allow  the  mother  to  make  blocking 
antibodies.  Immunotherapy,  consisting  of  infus- 
ing women  with  their  partner's  lymphocytes  or 
transfusion  of  leukocyte-rich  and  erythrocyte- 
rich  donor  blood,  has  given  some  success.  HLA 
and  immunotherapy,  it  should  be  noted,  are 
very  controversial. 

Infection 

Toxoplasma,  ureaplasma,  listeria,  brucella, 
chlamydia,  cytomegalovirus,  and  herpes  sim- 
plex virus  have  all  been  associated  with  abor- 
tion. It  is  thought  that  infection  may  prevent 
implantation  or  interfere  with  organogenesis. 
However,  cause  and  effect  relationships  among 
these  organisms  and  recurrent  abortions  have 
not  been  well-documented.  Although  few  good 
studies  exist,  many  authors  suggest  that  genital 
infection  with  Mycoplasmas  (Ureaplasma 
ureolyticus  specifically)  is  a factor  in  recurrent 
pregnancy  loss.  This  appears  to  be  more  re- 
warding in  evaluation  of  male  infertility.  Al- 
though controversial,  cervical  and  genital  cul- 
tures can  be  taken  and  positive  results  treated 
accordingly  in  both  partners. 

Lifestyle 

Lifestyle  factors  such  as  environmental  and 
occupational  exposures,  tobacco  or  alcohol 
use,  recreational  drug  use  and  eating  disorders 
may  play  a role  in  recurrent  pregnancy  loss. 
Moderate  aerobic  exercise  and  stress  are  not 
thought  to  be  contributory.  Modification  of 
some  behaviors  may  need  to  be  made  before 
some  patients  can  conceive  and  carry  a preg- 
nancy to  term. 


Summary 

The  patient  with  recurrent  pregnancy  loss  is 
often  frustrated  and  on  the  verge  of  despair. 
Evaluation  can  sometimes  take  several  visits, 
allowing  the  physician  the  time  and  opportu- 
nity to  provide  emotional  support  to  the  couple. 
With  proper  evaluation  and  therapy,  the  major- 
ity of  patients  will  become  pregnant.  For  those 
who  have  exhausted  diagnostic  and  treatment 
options,  the  physician  should  encourage  con- 
sideration of  assisted  reproductive  technolo- 
gies or  adoption. 
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Comments: 

This  review  on  Recurrent  Spontaneous  Abor- 
tion summarizes  well  a very  vexing  problem 
that  faces  physicians  caring  for  patients  that 
present  with  recurrent  spontaneous  abortion  as 
a primary  complaint.  The  article  concisely  sum- 
marizes the  current  differential  diagnosis  and 
therapeutic  considerations  in  a concise,  schol- 
arly review.  The  authors  outline  a planned 
program  of  investigation  and  management 
which  meets  contemporary  1995  standards 
and  should  be  of  assistance  to  physicians  and 
their  patients  seeking  this  sort  of  help  with  their 
health  care. 

The  standard  textbook  definition  of  three  or 
more  losses  that  are  consecutive  is  a difficult 
burden  for  most  patients  to  carry.  This  reviewer 
does  agree  with  the  authors  that  evaluations  for 
patients  may  well  be  considered  after  two 
losses  to  eliminate  the  potential  for  this  re- 
peated anxiety-filled  loss  for  those  who  strongly 
and  sincerely  desire  reproductive  success. 

In  summary,  this  article  presents  good,  mean- 
ingful statistics  and  data  from  the  literature.  No 
recent  investigation  or  case  (s)  are  reported  in 
this  review  publication. 

Joseph  C.  Scott,  Jr.,  M.D. 
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Intraarticular  fractures  of  the  calcaneus  rep- 
resent a true  challenge  for  an  orthopaedic 
surgeon.  Historically,  this  injury  has  long  been 
recognized  as  a feared  problem.  In  1916  Cot- 
ton and  Henderson  wrote  based  on  their 
experience  with  conservative  treatment  that 
"the  man  who  breaks  his  heel  bone  is  done."1 
Many  advancements  in  evaluation  and  treat- 
ment of  this  injury  have  been  made  since 
then.  Unfortunately,  much  controversy  con- 
tinues to  surround  the  classification  and  treat- 
ment of  this  potentially  disabling  injury.  There 
is  no  universally  accepted  classification  scheme 
and  no  prospective  data  on  the  relative  merits 
of  operative  and  nonoperative  treatment  for 
any  particular  fracture  pattern  or  patient.  This 
report  will  present  a case  of  this  injury  and 
discuss  recent  advancements  in  its  evaluation 
and  classification  using  computerized 
tomography.  The  implications  of  this  classifi- 
cation to  treatment  will  also  be  discussed. 

Case  Report 

R.G.  is  a 49  year  old  white  laborer  who  fell 
ten  feet  from  scaffolding  landing  on  his  right 
heel  and  striking  his  head  against  the  adjacent 
wall.  He  presented  to  the  emergency  depart- 
ment complaining  only  of  right  heel  pain.  He 
denied  any  loss  of  consciousness  at  the  scene. 
He  had  no  previous  history  of  foot  injury  and 
was  in  otherwise  excellent  health. 

A primary  survey  according  to  ATLS  (Ad- 
vanced Trauma  Life  Support)  protocol  revealed 
an  adequate  airway  and  breathing  with  stable 
blood  pressure.  He  was  awake  and  alert.  Sec- 
ondary survey  revealed  ecchymosis  about  the 
right  orbit  with  no  visual  deficits.  He  had  no 
cervical  spine  tenderness.  His  lungs  were  clear 
with  equal  breath  sounds.  Ausculation  of  his 
heart  revealed  normal  SI  and  S2  without 
murmur.  His  abdomen  was  soft  and  his  ex- 
tremities were  without  deformity  except  for  a 
mildly  swollen  and  very  tender  right  heel.  His 
spine  was  completely  non-tender  and  he  dem- 
onstrated normal  neurological  function  in  both 
lower  extremities. 


Radiographs  of  his  skull  and  orbits  were 
normal.  Radiographs  of  his  right  foot  demon- 
strated a displaced,  intraarticular  fracture  of 
the  right  calcaneus  (Fig.  1A).  Because  of  the 
intraarticular  nature  of  the  fracture,  a comput- 
erized tomography  scan  of  the  hindfoot  was 
obtained  (Fig.  IB).  The  patient  subsequently 
was  placed  in  a well-padded  splint  and  in- 
structed to  conscientiously  elevate  and  ice 
the  heel  while  remaining  strictly  non-weight 
bearing. 

FIGURE  1 A 


Lateral  radiograph  of  the  foot  demonstrating  a displaced, 
intra-articular  fracture  of  the  calcaneus  with  loss  of  calca- 
neus height. 


Three  weeks  post  injury,  his  swelling  had 
subsided  sufficiently  for  his  skin  to  wrinkle 
laterally  with  eversion  of  the  ankle  (positive 
wrinkle  test)  and  he  underwent  open-reduc- 
tion and  internal  fixation  via  an  extensile  lat- 

Reprints:  Dr.  Timothy  C.  Fitzgibbons,  M.D.,  7710 
Mercy  Road,  Suite  500,  Omaha,  NE  68124. 
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FIGURE  IB 


CT  scan  of  both  hindfeet  through  the  posterior  facet  of  the  calcaneus  demonstrating 
a displaced,  Crosby-Fitzgibbons  Type  II,  calcaneus  fracture. 


eral  approach.  His  reconstruction  was  aug- 
mented with  allograft  "croutons",  demineral- 
ized bone  matrix  and  autologous  bone  mar- 
row. Post-operatively,  he  was  placed  in  an  AO 
splint  and  remained  strictly  non-weight  bear- 
ing. Two  weeks  post-operatively,  he  was  al- 
lowed to  begin  gentle  range  of  motion  of  the 
ankle  and  subtalar  joint.  At  six  weeks,  a pro- 
gram of  physical  therapy  and  slow  progres- 
sive weight  bearing  was  begun.  By  3 months, 
he  was  fitted  with  extra-depth  shoes  with 
plastizoate  inlays  and  returned  back  to  work. 
At  his  most  recent  follow-up  6 months  post- 
operatively  (Fig.  2),  he  had  a range  of  motion 
of  1 5 deg.  dorsiflexion,  46  deg.  plantarflexion, 
8 deg.  inversion  and  1 1 deg.  eversion.  He  was 
working  full  time,  climbing  ladders,  but  did 
admit  to  difficulty  negotiating  uneven  ground 
and  mild  persistent  numbness  in  the  sural 
nerve  distribution. 

Discussion 

The  usual  mechanism  of  injury  for  a calca- 
neus fracture  is  either  a fall  from  height  or 
motor  vehicle  accident  during  which  the  floor 
board  or  brake  pedal  is  driven  into  the  hindfoot. 
It  has  been  estimated  that  these  fractures  are 
displaced  and  intraarticular  60-75%  of  the 
time.2  The  fracture  occurs  because  the  poster- 
olateral edge  of  the  talus  splits  the  calcaneus. 
Higher  energy  fractures  result  in  greater  com- 


minution. Continued  axial  force  further  de- 
forms the  calcaneus  resulting  in  widening  of 
the  heel  and  loss  of  calcaneal  height. 

Clinically,  these  patients  present  with  acute 
pain  and  rapid  swelling.  The  cancellous  bone 
of  the  calcaneus  bleeds  into  the  soft  tissues 
and  may  produce  severe  fracture  blisters  with 
soft  tissue  compromise.  Any  attempted 


FIGURE  2 


Lateral  radiograph  of  the  foot  6 months  post-reconstruc- 
tion using  the  Synthes  calcaneus  reconstruction  plate. 
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subtalar  motion  causes  pain.  These  patients 
deserve  careful  examination  according  to  ATLS 
protocol  with  special  attention  to  the  spine 
exam  as  they  have  a 1 0%  incidence  of  associ- 
ated vertebral  fracture.2  Patients  with  these 
clinical  signs  and  symptoms  of  calcaneus  frac- 
ture warrant  appropriate  radiologic  evalua- 
tion. 

Conventional  radiographic  evaluation  of 
calcaneus  fractures  traditionally  has  consisted 
of  a lateral  projection  of  the  hindfoot,  an 
anteroposterior  (AP)  view  of  the  foot,  a Harris 
axial  heel  view  and  a Broden's  (subtalar)  View. 
On  the  lateral  view,  intraarticular  fractures 
will  usually  exhibit  a loss  in  the  height  of  the 
posterior  facet.  In  addition,  a split  in  the 
articular  facet  may  appear  as  a "double  den- 
sity". The  AP  view  will  demonstrate 
calcaneocuboid  joint  involvement.  The  Harris 
heel  view  demonstrates  the  degree  of  heel 
widening  and  angulation  of  the  tuberosity. 
Broden's  view  is  obtained  by  taking  an  AP 
radiograph  with  the  foot  internally  rotated  30- 
40  degrees  from  10-40  degrees  caudad.  Pos- 
terior facet  involvement  can  be  determined 
from  this  radiograph.  The  value  of  these  spe- 
cialized views  has  been  modified  somewhat 
with  the  availability  of  computerized 
tomography  (CT)  and  are  more  valuable  cur- 
rently for  the  intraoperative  assessment  of 
reduction. 

Computerized  tomography  has  revolution- 
ized our  understanding  of  displaced  calca- 
neus fractures  and  allows  for  consistent  analy- 
sis of  treatment  results.2  Any  patient  with  a 
suspected  intraarticular  fracture  based  on 
these  studies  who  is  active  and  an  operative 
candidate  deserves  further  evaluation  with  a 
CT  scan  of  the  hindfoot.3  The  study  should  be 
carefully  configured  to  produced  3mm  slices 
in  a plane  perpendicular  to  the  posterior  facet 
(Fig.  3A)  in  order  to  accurately  image  the 
osseus  relationships  of  the  hindfoot  (Fig.  3B). 

The  advent  of  CT  scanning  has  led  to  the 
development  of  understandable  and 
prognostically  significant  classification 
schemes.45  Historically,  numerous  classifica- 
tions of  fractures  of  the  os  calcis  have  been 
proposed  based  on  fracture  patterns  and  de- 
gree of  comminution  but  were  handicapped 
by  the  limitations  of  conventional  radiogra- 
phy. Traditional  classifications  have  described 
the  fracture  pattern  (for  example  the  tongue- 
type  and  joint  depression  types  of  Essex- 


FIGURE  3A 


Scout  view  of  the  proper  orientation  for  CT  scanning  the 
hindfoot.  Note  the  axis  is  perpendicular  to  the  posterior 
facet  of  the  calcaneus. 


FIGURE  3B 


Normal  Cross-sectional  CT  anatomy  of  the  hindfoot. 
T=Tibia,  t=talus,  f=fibula  and  C=calcaneus. 
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Lopresti)1,  but  none  of  these  systems  were 
proven  to  be  prognostically  significant  or  re- 
producible.4 Much  has  been  made  in  the  past 
of  the  measurement  of  Bohler's  angle  and  the 
angle  of  Glissane  from  conventional  radio- 
graphs. The  restoration  of  these  angles  has 
not  proven  to  correlate  with  results  of  non- 
operative treatment4  and  their  use  for  assess- 
ment of  treatment  and  outcome  have  been 
supplanted  by  CT  scanning  evaluation. 

Recently,  two  similar  CT  classification  sys- 
tems based  on  the  degree  of  comminution  of 
the  critical  posterior  facet  of  the  calcaneus 
have  been  proposed.  Crosby  and  Fitzgibbons 
reported  their  results  of  non-operative  treat- 
ment of  these  fractures  along  with  their  clas- 
sification system  and  prognostic  implications.4 
They  defined  Type  I fractures  as  non-displaced 
(less  than  2 mm  of  diastasis  or  step-off  of  the 
fragments),  Type  II  fractures  as  displaced 
(greater  than  2 mm  of  diastasis  or  step-off) 
without  comminution  of  the  articular  frag- 
ments and  Type  III  fractures  as  severely  com- 
minuted (Fig  4A-C).  Type  I fractures  had  92% 
good  or  excellent  results  while  Type  II  and 
Type  III  fractures  had  only  20%  and  0%  good 
or  excellent  outcomes. 

FIGURE  4A 


Type  I - non-displaced  fracture. 


FIGURE  4B 


Type  II  - displaced,  intraarticular 
fracture  without  comminution. 


FIGURE  4C 


Type  III  - very  comminuted  fracture. 
(Crosby-Fitzgibbons  classifications.) 
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Sanders,  et.  al.5  have  also  reported  on  their 
results  of  operative  treatment  of  these  frac- 
tures using  a very  similar  CT  classification 
system  which  essentially  further  subdivides 
the  Type  II  injuries  of  Crosby  and  Fitzgibbons 
based  on  the  number  of  articular  fragments  (2 
or  3).  They  reported  70-73%  good  or  excel- 
lent results  with  operative  treatment  of  Crosby 
and  Fitzgibbons  Type  II  - equivalent  injuries 
through  an  extensile  lateral  approach.  For 
very  comminuted  injuries,  they  report  only 
9%  good  or  excellent  results.  Clearly,  in  com- 
paring these  two  series  of  operative  and  non- 
operative treatments  with  similar  classifica- 
tion schemes,  there  is  substantial  benefit  to 
open  reduction  and  internal  fixation  of  dis- 
placed (Crosby  and  Fitzgibbons  Type  II)  frac- 
tures with  results  improving  from  20%  good 
or  excellent  to  70%.  It  is  also  important  to 
point  out  that  despite  anatomic  reduction 
and  internal  fixation  of  these  displaced  frac- 
tures, these  injuries  do  result  in  fair  or  poor 
results  30%  of  the  time.  This  is  probably  due 
to  the  degree  of  chondral  damage  sustained 
at  the  time  of  the  injury. 

The  rationale  for  open  reduction  and  inter- 
nal fixation  is  based  on  the  need  for  anatomic 
reduction  of  the  critical  posterior  facet  of  the 
calcaneus.  Joint  incongruity  leads  to  poor 
outcome  and  degenerative  subtalar  arthritis.6 
In  addition,  some  authors  have  presented 
compelling  biomechanical  justification  for 
restoration  of  the  function  of  the  hindfoot.3 
The  subtalar  joint  functions  as  a "torque  con- 
verter" during  gait  translating  internal  rotation 
of  the  tibia  into  hind  foot  valgus  and  prona- 
tion of  the  foot  at  heel  strike  and  foot-flat.  This 
in-turn,  unlocks  the  transverse  tarsal  joints, 
softening  the  arch  which  functions  as  a "leaf- 
spring". External  rotation  of  the  tibia  occurs 
between  foot-flat  and  toe-off  producing 
hindfoot  varus,  locking  the  transverse  tarsal 
joints  creating  a rigid  platform  for  push-off. 
The  loss  of  this  function  has  been  demon- 
strated in  a series  of  patients  with  displaced, 
intraarticular  calcaneus  fractures  treated  non- 
operatively.7  In  addition,  reconstruction  of 
the  extra-articular  anatomy  of  the  calcaneus 
restores  the  gastro-soleus  lever  arm  and  axial 
alignment  of  the  hindfoot.  Chronic  lateral 
displacement  of  the  calcaneus  results  in  fibu- 
lar  or  peroneal  impingement  and  stress  on  the 
medial  structures  including  the  deltoid  liga- 
ment and  tibialis  posterior  tendon.3 


Initially,  all  acute  injuries  are  treated  with  a 
bulky  compression  dressing  and  splint  along 
with  aggressive  elevation,  ice  and  non-weight 
bearing.  If  operative  intervention  is  consid- 
ered, this  is  delayed  until  swelling  has  sub- 
sided such  that  the  skin  on  the  lateral  ankle 
wrinkles  with  eversion  of  the  ankle  which 
usually  takes  about  3 weeks.  The  preferred 
surgical  approach  and  method  of  fixation  is 
still  a topic  of  great  debate.  The  literature  is 
replete  with  reports  of  various  operative  ap- 
proaches and  techniques  for  these  fractures8 
with  no  meaningful  way  of  comparing  the 
results  as  they  have  not  been  reported  in  the 
context  of  a reproducible  and  prognositc  clas- 
sification system. 

Indications  for  open  reduction  and  internal 
fixation  of  displaced  intraarticular  fractures  of 
the  os  calcis  include  fractures  with  greater 
than  2 mm  of  step-off  or  diastasis  by  CT 
without  significant  comminution  (Crosby  & 
Fitzgibbons  Type  II).  Non-displaced  injuries 
(Type  I)  are  best  treated  non-operatively  with 
immobilization  and  non-weight  bearing  for  at 
least  6 weeks.  Severely  comminuted  injuries 
(Type  III)  represent  a real  dilemma  in  treat- 
ment. Some  authors  believe  that  "there  is  no 
fracture  too  comminuted  for  reduction"3  while 
others  have  advocated  delayed  subtalar 
arthrodesis.2  Our  approach  for  these  difficult, 
comminuted  fractures  is  to  perform  open  re- 
duction and  internal  fixation  or  subtalar 
arthrodesis  three  to  five  weeks  post-injury. 
The  decision  is  made  intraoperatively  depend- 
ing on  the  degree  of  comminution.  The  possi- 
bility of  subtalar  arthrodesis  is  carefully  dis- 
cussed with  the  patient  in  case  anatomic 
reduction  of  the  posterior  facet  is  not  pos- 
sible. 

Contra-indications  for  operative  interven- 
tion in  displaced-intraarticular  fractures  of  the 
calcaneus  include:  medical  co-morbid  condi- 
tions which  would  preclude  general  or  re- 
gional anesthesia,  severe  peripheral  vascular 
disease,  limited  ambulatory  capacity  (ie:  house- 
hold ambulator)  or  soft  tissue  problems  in- 
cluding severe  swelling  and  the  presence  of 
fracture  blisters.  Operative  treatment  is  not 
without  complications  which  include  wound 
dehiscence,  osteomyelitis,  failure  of  reduc- 
tion, peroneal  tendon  impingement,  nerve 
injury  and  the  development  of  subtalar  arthri- 
tis despite  anatomic  fixation  secondary  to  the 
initial  chondral  injury. 
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Summary 

The  treatment  of  displaced  intraarticular 
fractures  of  the  calcaneus  continues  to  chal- 
lenge the  orthopaedic  community.  The  recent 
development  of  prognostic  classification  sys- 
tems based  on  computerized  tomography 
has  clarified  the  roles  of  non-operative  and 
operative  treatment.  It  has  also  opened  the 
door  for  further  prospective  study  of  the  ap- 
propriate treatment  of  this  injury  and  com- 
parison of  operative  methods.  Based  on  cur- 
rent literature  and  our  experience,  we  recom- 
mend CT  evaluation  of  all  intraarticular  frac- 
tures of  the  os  calcis  in  patients  who  are 
operative  candidates  with  treatment  guided 
by  fracture  classification. 
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PERSISTENT  patency  of  the  duc- 
tus arteriosus  occurs  in  less  than 
1%  of  term  babies.1  In  the  pre- 
mature infant,  the  incidence  is  as  high  as  15% 
in  babies  weighing  less  than  1,750  grams.2 

PHYSIOLOGY 

Immediately  after  birth,  a left-to-right  shunt 
from  the  aorta  to  the  pulmonary  artery  via  the 
ductus  arteriosus  is  a normal  phenomenon.  The 
pulmonary  to  systemic  flow  ratio  (Qp/Qs)  de- 
pends on  1)  the  size  of  the  PDA  and,  2)  the 
relative  resistance  to  flow  between  the  pulmo- 
nary and  systemic  vascular  beds  (Rp/Rs). 

Normally  the  ductus  arteriosus  constricts  and 
closes  within  24  to  48  hours  without  any  signifi- 
cant change  in  clinical  status.3  The  exact  mecha- 
nism of  ductal  closure  is  not  completely  under- 
stood; however,  certainly  prostaglandins,  the 
cyclo-oxygenation  metabolites  of  arachidonic 
acid,  play  an  important  role.  Prostaglandins  are 
produced  by  the  placenta  and  within  the  duc- 
tus arteriosus,  and  are  catabolized  by  the  lungs. 
Several  of  the  better  known  prostaglandins, 
PGE  , PGE2,  and  PGI,  have  vasodilating  effects 
on  ductal  tissue  in  vitro  and  in  vivo.  The  fetus 
receives  abundant  prostaglandins  from  the  pla- 
centa and  catabolizes  them  slowly  because  of 
meager  pulmonary  blood  flow  in  the  fetal  circu- 
lation. Therefore  the  fetus  has  easily  detectable 
levels  of  prostaglandins.  Not  surprisingly,  inhibi- 
tors of  prostaglandin  synthesis  given  to  the 
mother  for  preterm  labor  can  cause  ductal 
constriction  in  utero.4  After  birth,  the  placental 
source  of  prostaglandin  is  removed  and  normal 
pulmonary  blood  flow  accelerates  catabolism 
so  that  adults  and  older  children  have  nearly 
undetectable  serum  levels.  Patency  of  the  duc- 
tus can  be  maintained  pharmacologically  with 
PGE1  infusion.5 

Exposure  to  increased  oxygen  concentration 
that  occurs  with  spontaneous  ventilation  con- 
tributes to  ductal  closure.  Low  Pa02  occurring  in 
asphyxial  states,  many  different  pulmonary  dis- 
eases (eg.  meconium  aspiration),  or  living  at 
high  altitude  has  been  shown  to  delay  closure 
of  the  ductus  arteriosus. 


THE  DUCTUS  ARTERIOSUS  IN 
CLINICAL  CONTEXT 

Management  decisions  for  patent  ductus 
arteriosus  depend  on  the  clinical  context  in 
which  the  ductus  is  encountered.  It  is  practical 
to  consider  two  distinct  patient  populations  in 
which  patency  of  the  ductus  arteriosus  is  unde- 
sirable: (1)  The  term  infant  or  child  with  persis- 
tent PDA  after  72  hours,  and  (2)  The  premature 
infant  with  PDA.  A third  set  of  patients,  those 
with  complex  congenital  heart  disease  who 
require  patency  of  the  ductus  arteriosus  for 
survival,  is  beyond  the  scope  of  this  discussion. 

Term  Infant  or  Child  With  The  Isolated  PDA 

Continued  patency  of  the  ductus  arteriosus 
beyond  72  hours  occurs  in  about  1 in  2,000 
term  live  births.  It  occurs  in  60%  of  infants  with 
maternal  rubella  exposure  and  is  also  more 
common  in  Down  Syndrome.  PDA  can  occur  in 
more  than  one  family  member  and  may  have  a 
genetic  basis. 

Possible  complications  of  patent  ductus  arte- 
riosus include:  (1 ) Congestive  heart  failure  (pul- 
monary overcirculation),  (2)  Pulmonary  vascu- 
lar obstructive  disease  from  the  excessive  vol- 
ume and  pressure  load  on  the  pulmonary  ves- 
sels, and  (3)  Endocarditis  or  endarteritis.6  In- 
fants and  children  with  small  patent  ductus 
arteriosus  are  generally  asymptomatic  and  come 
to  medical  attention  because  of  a continuous 
"machine-like  murmur"  heard  over  the  upper 
left  chest.  Symptoms  of  pulmonary 
overcirculation,  such  as  poor  feeding,  irritability 
and  tachypnea,  may  be  present  in  moderate  to 
large  PDA's.  Patients  with  excessive  left-sided 
volume  overload  have  a picture  of  pulmonary 
edema  on  x-ray  and  are  prone  to  recurrent 
respiratory  infections.  Irreversible  pulmonary 
vascular  obstructive  disease  is  generally  a late 
complication  of  a large  patent  ductus  arterio- 
sus. Smaller  PDA's  cause  fewer  symptoms  but 
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still  pose  a risk  of  endarteritis  at  the  site  of 
turbulent  flow.7 

Premature  Infant  With  Isolated  Ductus 

Premature  babies  are  more  prone  to  delayed 
ductal  closure  because  of  an  inadequate  re- 
sponse to  normal  physiologic  events.  The  duc- 
tus arteriosus  of  the  premature  infant  is  less 
repsonsive  to  the  constricting  effects  of  oxygen. 
In  the  animal  model,  at  about  0.6  gestation, 
ductal  tissue  is  not  constricted  at  even  high 
oxygen  concentrations.  The  premature  ductus 
arteriosus  is  sensitive  to  even  low  concentra- 
tions of  circulating  prostaglandins. 

The  premature  infant  may  not  handle  pa- 
tency of  the  ductus  arteriosus  well.  The  volume 
load  imposed  on  the  left  atrium  and  ventricle  is 
not  tolerated  because  of  the  relative  stiffness  of 
the  premature  myocardium  compared  to  the 
term  baby  or  young  child.  Blood  flow  to  organs 
may  be  compromised.8  Presentation  is  closely 
linked  to  the  degree  of  concomitant  lung  dis- 
ease. 

The  infant  with  respiratory  distress  syndrome 
usually  has  no  symptoms  specifically  referable 
to  the  patent  ductus  arteriosus  for  several  days. 
With  improvement  in  lung  disease  and  de- 
crease in  pulmonary  vascular  resistance,  more 
left-to-right  shunting  occurs.  Oxygenation  im- 
proves, but  the  immature  ductus  is  not  very 
responsive.  The  presence  of  rales,  as  a marker 
of  pulmonary  edema,  is  unreliable,  as  many  of 
these  infants  are  maintained  on  positive  pres- 
sure ventilation.  Cardiomegaly  by  chext  x-ray  is 
variable,  and  the  electrocardiogram  is  relatively 
useless.  Echocardiography  is  the  gold  standard 
in  an  effort  to  differentiate  primary  lung  disease 
from  increased  left-to-right  shunting  and  pulmo- 
nary edema.9,10 

TREATMENT 

Term  Infant  or  Child  with  Isolated  PDA 

Surgical  ligation  with  division  of  the  PDA 
through  a left  thoracotomy  has  previously  been 
the  standard  of  care.11  This  procedure  can  be 
performed  with  near  zero  mortality,  however,  it 
does  require  general  anesthesia,  a chest  inci- 
sion, and  two  to  four  hospital  days.  Length  of 
hospitalization  depends  on  the  need  for  a chest 
tube  and  patient  response  to  the  pain  associ- 
ated with  the  left  thoracotomy. 

Recently,  less  invasive  transcatheter  tech- 
niques via  the  femoral  vessels  have  gained 
popularity.  Either  a double  umbrella  device12  or 
more  recently,  a Gianturco  embolization  coil13 


have  been  used.  Patients  undergoing 
transcatheter  closure  are  dismissed  within  24 
hours,  do  not  require  general  anesthesia,  and 
do  not  have  the  pain  or  scar  associated  with 
surgical  procedures.  Current  coil  technology 
limits  this  procedure  to  the  small  and  medium 
sized  ductus.  Patient  size  is  also  important  with 
the  smallest  successful  coil  occlusion  being 
performed  in  an  infant  weighing  2.4  kg.  These 
coils  are  readily  available  in  the  U.S.,  and  the 
"National  Coil  Registry"  list  over  450  patients 
with  > 95%  success  rate.  The  double  umbrella 
device  is  not  currently  available  in  the  United 
States,  however,  several  thousand  devices  have 
been  successfully  placed  in  Europe. 

A third  method  of  closure  is  via  a thoraco- 
scope.14 This  procedure  avoids  a thoracotomy 
but  requires  one  thoracic  puncture  site  for 
visualization  and  a second  for  instrumentation. 
In  theory,  bleeding  complications  could  be 
difficult  to  control,  if  encountered.  A very  lim- 
ited number  of  patients  have  undergone  this 
procedure,  but  it  has  been  accomplished  suc- 
cessfully in  older  children  and  premature  neo- 
nates. 

Premature  Infant  with  Isolated  Ductus 

In  the  larger  premature  infant  (greater  than 
1 500  grams),  or  one  born  to  a mother  who  has 
received  steroids  to  promote  fetal  lung  matu- 
rity, medical  management  such  as  fluid  restric- 
tion, diuretics  and  maintenance  of  normal  he- 
matocrit are  often  adequate  to  control  symp- 
toms in  the  neonatal  period.  Ductal  constric- 
tion using  prostaglandin  inhibition  with 
indomethacin15  is  often  effective  in  promoting 
ductal  closure,  and  occasionally  surgical  clo- 
sure is  performed.  Many  small  asymptomatic 
PDAs  in  this  patient  group  will  undergo  com- 
plete closure  within  several  months  after  birth. 
Even  very  small  premature  infants  with  moder- 
ate to  large  patent  ductus  arteriosus  can  often 
be  managed  medically.  Contraindications  to 
prostaglandin  inhibition  include  intracranial 
bleed,  thrombocytopenia,  necrotizing 
enterocolitis,  and  compromised  renal  function. 
In  symptomatic  premature  infants,  surgery  con- 
tinues to  be  the  procedure  of  choice  when 
pharmacolotic  methods  are  unsuccessful.16 

Controversial  Issues: 

Differences  of  opinion  obviously  exist  as  to 
the  best  methods  of  ductal  closure.  Another 
issue  is  the  "silent  ductus."  When  a ductus  is  so 
small  as  to  be  inaudible  but  can  be  detected  by 
sensitive  Doppler  echocardiographic  tech- 
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niques,  no  good  data  exists  as  to  whether 
closure  is  absolutely  necessary.  Theoretically 
any  turbulent  left-to-right  shunt  could  predis- 
pose to  endocarditis  or  endarteritis,  however, 
endocarditis  data  is  available  only  for  the  au- 
dible ductus.  Future  investigations  are  problem- 
atic in  that  most  cardiologists  will  either  recom- 
mend lifelong  endocarditis  prophylaxis  or  clo- 
sure of  the  silent  ductus. 

CONCLUSION 

Continued  patency  of  the  ductus  arteriosus 
is  a relatively  common  congenital  heart  prob- 
lem that  predisposes  to  both  short  and  long 
term  risks.  Several  different  treatment  regimens 
are  available.  Long  term  outlook  of  the  treated 
PDA  is  excellent. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  is  the  rule  regarding  physician  waiver 

of  Medicare  deductibles  and  copayments? 

Routine  waiver  of  Medicare  deductibles  and 
copayments  by  charge-based  providers  is  unlawful 
because  "it  results  in  (1)  false  claims,  (2)  violations 
of  the  anti-kickback  statute,  and  (3)  excessive  utili- 
zation of  items  and  services  paid  by  Medicare."  Id., 
1 13,  921.30  at  5679-7  and  5679-8. 

2.  May  a physician  regularly  waive  insurance 

copayments? 

A regular  practice  of  routinely  waiving  insur- 
ance copays  could  be  deemed  as  fraud  by  the 
physician  as  his  or  her  having  submitted  false  data 
to  the  insurer  as  to  charges.  In  other  words,  if  a 
physician  says  his/her  fee  is  $100.00,  but  also 
routinely  accepts  $80.00  from  the  insurer  and 
waives  the  copay,  his  actual  charge  should  be 
$80.00,  not  $100.00  and  to  say  $100.00  might  be 
fraud.  If  the  physician  is  going  to  routinely  accept 
$80.00  as  full  payment,  then  that  is  what  his/her  bill 
should  be  to  the  insurer. 

3.  Who  owns  medical  records? 

They  are  the  property  of  the  physician  or  the 
hospital,  subject  to  the  following: 

• Right  of  the  patient  to  review  and  copy.  The 
patient's  physician  can  order  that  the  pa- 
tient not  be  provided  with  copies  of  his/her 
records  if  the  disclosure  would  be  detrimen- 
tal to  the  care  and  health  of  the  patient; 

• Ethical  standards  of  the  AMA  on  transfer  of 
patient  which  state: 

7.01  RECORDS  OF  PHYSICIANS: 
AVAILABILITY  OF  INFORMATION  TO 
OTHER  PHYSICIANS.  The  i nterest  of 
the  patient  is  paramount  in  the  practice 
of  medicine,  and  everything  that  can 
reasonably  and  lawfully  be  done  to  serve 
that  interest  must  be  done  by  all  physi- 
cians who  have  served  or  are  serving 
the  patient.  A physician  who  formerly 
treated  a patient  should  not  refuse  for 
any  reason  to  make  records  of  that  pa- 
tient promptly  available  on  request  to 
another  physician  presently  treating  the 
patient.  Proper  authorization  for  theuse 
of  records  must  be  granted  by  the 
patient.  Medical  reports  should  not 
be  withheld  because  of  an  unpaid  bill 
for  medical  services. 


7.02  RECORDS  OF  PHYSICIANS; 
INFORMATION  AND  PATIENTS.  Notes 
made  in  treating  a patient  are  primarily 
for  the  physician's  own  use  and  consti- 
tute his  or  her  personal  property.  How- 
ever, on  request  of  the  patient  a physi- 
cian should  provide  a copy  or  a sum- 
mary of  the  record  to  the  patient  or  to 
another  physician,  an  attorney,  or  other 
person  designated  by  the  patient. 

Several  states  have  enacted  statutes 
that  authorize  patient  access  to  medical 
records.  These  statutes  vary  in  scope 
and  mechanism  for  permitting  patients 
to  review  or  copy  medical  records.  Ac- 
cess to  mental  health  records,  particu- 
larly, may  be  limited  by  statute  or  regu- 
lation. A physician  should  become  fa- 
miliar with  the  applicable  laws,  rules  or 
regulations  on  patient  access  to  medi- 
cal records. 

The  record  is  a confidential  docu- 
ment involving  the  physician-patient  re- 
lationship and  should  not  be  communi- 
cated to  a third  party  without  the 
patient's  prior  written  consent,  unless 
required  by  law  or  to  protect  the  wel- 
fare of  the  individual  or  the  community. 
Medical  reports  should  not  be  withheld 
because  of  an  unpaid  bill  for  medical 
services.  Simplified,  routine  insurance 
reimbursement  forms  should  be  pre- 
pared without  charge,  but  a charge  for 
complex,  complicated  or  multiple  re- 
ports may  be  made  in  conformity  with 
local  custom. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  Jr.  and  Jill  M.  Gossin  of  Cline  Williams  Law 
Firm.  Questions  relating  to  specific  detailed  factual  situations 
should  continue  to  be  referred  to  your  own  counsel. 
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NEWS  RELEASE 


AMA  Recognizes  Tomorrow's  Medical  Leaders 


Jeffrey  Hannel  wins  the  AMA/Glaxo  Achievement  Award 


WASHINGTON,  D.C.,  March  27  — Jeffrey 
Hannel,  a medical  student  from  Omaha,  Nebraska, 
was  one  of  50  outstanding  young  medical  profes- 
sionals honored  today  by  the  American  Medical 
Association  at  its  annual  National  Leadership 
Conference. 

The  AMA/Glaxo  Achievement  Awards  were 
presented  to  25  medical  students  and  25  resi- 
dents in  recognition  of  their  exceptional  leader- 
ship abilities  in  medicine  or  achievements  in  non- 
clinical  community  activities. 

Mr.  Hannel,  a student  at  the  University  of 
Nebraska  Medical  Center,  has  worked  toward 
increasing  student  involvement  in  the  Nebraska 
Medical  Association,  where  he  sponsored  resolu- 
tions to  create  both  a student  Board  of  Directors 
position  and  a state  chairperson. 

"These  leaders  have  demonstrated  they  are 
among  the  country's  brightest  and  most  energetic 
young  medical  professionals,"  said  P.  John  Seward, 
M.D.,  Chair  of  the  AMA's  Board  of  Trustees.  We 
hope  this  award  will  encourage  them  to  continue 
their  quest  for  excellence  in  medicine  and  com- 
munity service." 

In  addition  to  an  award  certificate,  Jeffrey 
Hannel  was  funded  to  attend  the  AMA's  Leader- 


ship Conference,  March  26-29,  which  features 
networking  opportunities  for  medical  profession- 
als and  three  days  of  educational  and  informa- 
tional sessions  covering  timely  health  care  issues. 

These  AMA/Glaxo  Achievement  Awards  are 
presented  annually  and  are  sponsored  by  the 
AMA's  Medical  Student  and  Resident  Physicians 
sections  and  Glaxo  Inc. 


Dr.  Seward  and  Mr.  Hannel 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JULY  22,  1 995  — Heart  Disease  and  the  Athlete: 
Diagnosis,  Screening  and  Evaluation  of  the 
Athlete  with  Heart  Disease,  Henry  Doorly  Zoo, 
Omaha,  NE. 

JULY  26-27,  1995  — Fourth  Annual:  Current 
Concepts  in  Sub-Acute  Care  - Marriott  Hotel, 
Omaha,  NE. 

AUGUST  11-13,  1995  — Family  Medicine  Up- 
date - Cheyenne,  Wyoming. 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
thesiology Conference  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  6, 1 995  — Come  Home  To  Creighton 
- Creighton  University,  Omaha,  NE. 

NOVEMBER  3-4,  1995  — Day  With  The 
Perinatologist  - Marriott  Hotel,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

AUGUST  24-27,  1996  — International  Sympo- 
sium on  Radioiodine,  Program  Site:  Rochester, 
Minnosota. 

OCTOBER  14-16,  1996  — 1996  International 
Meeting  on  ANCA  and  ANCA-Related  Dis- 
eases, Program  Site:  Phillips  Hall,  Siebens  Build- 
ing, Mayo  Clinic,  Rochester,  Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399.  FAX:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

FRIDAY-SATURDAY,  JUNE  16-17,  1995  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha  Marriott,  Omaha,  Ne- 
braska. Target  Audience:  Family  and  General 
Practitioners,  Internists,  Obstetricians,  and  Gy- 
necologists, Emergency  Physicians,  Physician 
Assistants.  Fee:  $150. 

TUESDAY-FRIDAY,  JULY  25-28,  1 995  — 2nd  An- 
nual Pan  Pacific  Lymphoma  Conference,  Ritz 
Carlton  Kapalua,  Maui,  Hawaii.  Target  Audi- 
ence: Physicians  and  researchers  interested  in 
the  field  of  Oncology/Hematology.  Fee:  $450. 

SATURDAY,  SEPTEMBER  9, 1 995  — Cancer  Care 
in  the  21st  Century  from  a Primary  Care  Per- 
spective, Eppley  Science  Hall,  UNMC,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care  Phy- 
sicians. Fee:  $20  physicians,  $10  nurses/other 
health  professionals. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$65. 

MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  1 995:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 
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COMING  MEETINGS 


FRIDAY,  OCTOBER  6, 1 995— 3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 

SATURDAY  MORNING,  OCTOBER  13,  1995, 
Genetics  Update  for  Primary  Care  Physcians, 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Primary  Care  Physicians 

THURSDAY-SUNDAY,  DECEMBER  7-1 0, 1 995- 
Obstetrics  and  Gynecology  Conference,  Bally's, 
Las  Vegas,  Nevada,  Target  Audience:  Primary 
Care  Physicians.  Fee:  $295. 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1 5/96,  $450  after. 

1 1 DAYS,  MARCH  1 8-29, 1 996—  Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


11  DAYS,  APRIL  15-26,  1996  • Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1 400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4 1 52  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 
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1995  Nebraska  Medical  Association  50-Year  Practitioners 


PAUL  E.  HODGSON,  M.D. 

• Omaha  - 

Paul  E.  Hodgson  was  born  De- 
cember 14,  1921  in  Milwaukee, 
Wisconsin.  He  obtained  his  medi- 
cal education  at  the  University  of 
Michigan  Medical  School  and 
completed  a rotating  internship  at 
the  University  Hospital  in  Ann 
Arbor.  Doctor  Hodgson  served  2 
years  in  the  U.S.  Army  Medical 
Corps.  He  completed  his  resi- 
dency in  general  surgery  at  the 
University  Hospital  in  Omaha  in 
1952.  Doctor  Hodgson  was  an 
associate  professor  of  surgery  at 
the  University  of  Michigan  from 
1956  until  1961  and  joined  the 
Department  of  Surgery  at  the 
University  of  Nebraska  College  of 
Medicine  in  January,  1962.  He 
was  awarded  life  membership  in 
1989. 


L.  DWIGHT  CHERRY,  M.D. 

- Lincoln  - 

L.  Dwight  Cherry  was  born  in  Omaha,  Nebraska  on  October  30, 1920.  He  obtained  his  medical  education 
at  the  Columbia  University  College  of  Physicians  and  Surgeons  in  New  York  City  and  interned  at  the 
Roosevelt  Hospital,  also  in  New  York.  Doctor  Cherry  completed  a residency  in  surgery  at  the  Lincoln  VA 
Hospital  from  1946-1951.  He  was  a member  of  the  U.S.  Naval  Reserve  from  1945  to  1948.  Doctor  Cherry 
practiced  general  surgery  in  Lincoln  from  1 951  until  his  retirement  in  1 989.  He  served  as  president  of  the 
Nebraska  Medical  Association  in  1987-88.  Doctor  Cherry  was  awarded  life  membership  in  1989. 


LEE  B.  GRANT,  M.D. 

- Bellevue  - 

Lee  B.  Grant  was  born  on  Decem- 
ber 2,  1920  in  Detroit,  Michigan. 
He  obtained  his  medical  educa- 
tion at  the  University  of  Louisville 
and  took  a rotating  internship  at 
the  Henry  Ford  Hospital  in  De- 
troit, Michigan.  Doctor  Grant 
served  in  the  U.S.  Army  and  Air 
Force  from  1943  to  1964.  Follow- 
ing retirement  from  the  military, 
Doctor  Grant  practiced  occupa- 
tional medicine  in  Pittsburgh, 
Pennsylvania  and  Omaha,  Ne- 
braska. He  was  awarded  life  mem- 
bership in  1989. 


ROBERT  W.  HERPOLSHEIMER,  M.D 
- Staplehurst  - 

Robert  W.  Herpolsheimer  was  born 
April  5,  1918  in  Seward,  Nebraska. 
He  obtained  his  medical  education  at 
the  University  of  Nebraska  College  of 
Medicine  and  took  a rotating  intern- 
ship at  the  Lutheran  Hospital  in  St. 
Louis,  Missouri.  Following  his  intern- 
ship, Doctor  Herpolsheimer  served  in 
the  U.S.  Army  attached  to  the  Army 
Air  Force.  In  1948,  he  began  36  years 
of  family  practice  in  the  Nebraska  com- 
munities of  Humphrey,  Staplehurst 
and  Seward.  Doctor  Herpolsheimer 
was  awarded  life  membership  in 
1988. 


RAYO.  GILLIES,  JR.,  M.D. 

- Omaha  - 

Ray  0.  Gillies,  Jr.  was  born  on  July 
17, 1920  in  Pocatello,  Idaho.  He  ob- 
tained his  medical  education  at  the 
University  of  Nebraska  College  of 
Medicine  and  completed  a rotating 
internship  at  the  Methodist  Hospital 
in  Dallas,  Texas.  Doctor  Gillies  com- 
pleted his  residency  in  otolaryng- 
ology at  the  Colorado  General  Hospi- 
tal in  Denver  in  1950.  He  served  in 
the  U.S.  Army  from  1946  to  1948. 
Doctor  Gillies  began  his  practice  in 
otolaryngology  in  Omaha  in  1950. 
He  was  awarded  life  membership  in 
1993. 


ANTHONY  ROSS  PANTANO,  M.D. 

- Omaha  - 

Anthony  Ross  Pantano  was  born  August  29,  1921  in  Omaha,  Nebraska.  He  obtained  his  medical 
education  at  the  Creighton  University  School  of  Medicine  and  took  a rotating  internship  at  St.  Katherine's 
Hospital  in  Omaha.  Following  two  years  service  in  the  U.S.  Army,  Doctor  Pantano  became  a general 
practitioner  in  Omaha  in  1948.  Doctor  Pantano  currently  practices  abdominal  surgery  in  Omaha. 
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1995  Nebraska  Medical  Association  50-Year  Practitioners 


RICHARD  B.  WILSON,  M.D. 

- Omaha  - 

Richard  B.  Wilson  was  bom  April 
21,  1921  in  Lincoln,  Nebraska. 
He  obtained  his  medical  educa- 
ion  at  the  University  of  Nebraska 
College  of  Medicine  and  took  a 
otating  internship  at  the  Univer- 
sity Hospital  in  Omaha.  Following 
wo  years  service  in  theU.S.  Army, 
Doctor  Wilson  served  as  the  staff 
physician  for  the  student  health 
sen/ice  at  the  University  of  Ne- 
braska - Lincoln.  He  completed  a 
residency  in  pathology  at  the  Uni- 
versity Hospital  in  1957  and  be- 
gan practice  in  Omaha.  He  was 
awarded  life  membership  in  1 990. 


GERALD  A.  KUEHN,  M.D. 

- Hastings  - 

Gerald  A.  Kuehn  was  born  Febru- 
ary 14,  1918  in  Murdock,  Ne- 
braska. He  obtained  his  medical 
education  at  the  University  of 
Nebraska  College  of  Medicine  and 
took  a rotating  internship  at  the 
University  Hospital  in  Omaha.  He 
served  two  years  in  the  U.S.  Army. 
Doctor  Kuehn  completed  his  resi- 
dency in  internal  medicine  at  the 
V A Hospital  in  Kansas  City,  Mis- 
souri in  1950.  He  practiced  inter- 
nal medicine  in  Hastings  for  31 
years  and  continues  as  medical 
director  of  the  Good  Samaritan 
Village  in  Hastings.  Doctor  Kuehn 
was  awarded  life  membership  in 
1984. 


HOBART  E.  WALLACE,  M.D. 

- Lincoln  - 

Hobart  E.  Wallace  was  born  on  May  30, 1920  in 
Gardener,  Kansas.  He  obtained  his  medical 
education  at  the  University  of  Kansas  School  of 
Medicine  and  took  a rotating  internship  at  the 
Atlantic  City  Hospital.  He  completed  a residency 
in  pediatrics  at  the  Milwaukee  Childrens  Hospi- 
tal in  1948.  Doctor  Wallace  served  two  years  in 
the  U.S.  Army  Medical  Corps.  He  practiced  in 
Peoria,  Illinois  for  three  years  prior  to  beginning 
his  practice  in  pediatrics  in  Lincoln  in  1951. 
Doctor  Wallace  was  awarded  life  membership 
in  1990. 


G.  WILLIAM  LEWORTHY,  M.D. 

- Lincoln  - 

G.  William  LeWorthy  was  born  May  9,  1920  in 
Harrington,  Delaware.  He  obtained  his  medical 
education  at  the  Temple  University  School  of 
Medicine  in  Philadelphia  and  took  a rotating 
internship  at  the  University  of  Pittsburgh  Medi- 
cal Center.  Following  two  years  service  in  the 
U.S.  Army,  Doctor  LeWorthy  completed  resi- 
dencies in  general  surgery  and  plastic  surgery 
at  the  University  of  Pittsburgh  Medical  Center  in 
1955.  He  practiced  in  Lincoln  from  1957  until  his 
retirement  in  1985.  Dr.  Leworthy  was  awarded 
life  membership  in  1985. 


WILLIAM  P.  YOACHIM,  M.D. 


- Fairbury  - 

William  P.  Yoachim  was  born  January  22, 1921 
in  Edmonton,  Alberta,  Canada.  He  obtained  his 
medical  education  at  the  University  of  Nebraska 
College  of  Medicine  and  took  a rotating  intern- 
ship at  Nebraska  Methodist  Hospital  in  Omaha. 
Following  two  years  service  in  the  U.S.  Army, 
Doctor  Yoachim  became  a general  practitioner 
in  Fairbury.  He  was  awarded  life  membership  in 
1987. 


Also  recognized  for  50  years  of  medical  practice  but  unable  to  attend  the  Annual  Session  were: 


RUSSELL  A.  DeVOL,  M.D. 

- North  Platte  - 

LOUISE  F.  EATON,  M.D. 

- Omaha  - 


KENNETH  J.  FIJAN,  M.D. 

- Tucson,  A 2 - 

WILLIAM  E.  GRAHAM,  M.D. 

- Omaha  - 


WONT.  SOHN,  M.D. 
- Omaha  - 


j 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1995  Annual  Session 


Dr.  David  Bacon  presents  Dr.  Ray  Gillies  with  a certificate 
honoring  him  for  50  years  of  medical  practice. 


Dr.  Charles  Damico  presiding  atthe  Board  of  Councilors' 
meeting. 


Dr.  David  Bacon  presents  Dr.  Lee  Grant  with  a certificate 
honoring  him  for  50  years  of  medical  practice. 


NMA  Honors  Luncheon. 


Dr.  David  Bacon  presents  Dr.  Robert  Herpolsheimer  with 
a certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  David  Bacon  presents  Dr.  L.  Dwight  Cherry  with  a 
certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  David  Bacon  presents  Dr.  Paul  Hodgson  with  a certificate 
honoring  him  for  50  years  of  medical  practice. 
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Dr.  David  Bacon  presents  Dr.  Gerald  Kuehn  with  a 
certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  David  Bacon  presents  Dr.  Richard  Wilson  with  a 
certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  David  Bacon  presents  Dr.  William  LeWorthy  with  a 
certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  David  Bacon  presents  Dr.  William  Yoachim  with  a 
certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  David  Bacon  presents  Dr.  Anthony  Pantano  with  a 
certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  Robert  Shapiro  presenting  the  necrology. 


Dr.  David  Bacon  presents  Dr.  Hobart  Wallace  with  a 
certificate  honoring  him  for  50  years  of  medical  practice. 


Dr.  Frederick  Paustian,  1994-95  NMA  President  address- 
ing the  House  of  Delegates. 
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Ms.  Mary  Dean  Harvey,  Director,  Dept,  of  Social  Ser-  Reference  Committee  in  session, 

vices,  addressing  the  House  of  Delegates. 


CONI  v LM  LR 

Dr.  David  Schor,  Department  of  Health,  addressing  the 
House  of  Delegates. 


I 

NMA/NMAA  Presidents'  Reception. 


Reference  Committee  in  session. 


NMA/NMAA  Presidents'  Reception. 


Reference  Committee  in  session. 
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Inaugural  Banquet. 


Inaugural  Banquet 


Dr.  Krynn  Buckley  serving  as  master  of  ceremonies  forthe 
1995  Inaugural  Banquet. 


Carmen  Kleager,  1995-96  NMAA  President,  presenting 
inaugural  remarks. 


Dr.  Frederick  Paustian,  NMA 1 994-95  President,  presenting 
remarks  at  the  Inaugural  Banquet 


Dr.  David  Bacon  accepting  the  President's  medallion 
from  Dr.  Frederick  Paustian. 


Dr.  David  Bacon,  1995-96  NMA  President,  accepting  the 
President's  Gavel  from  Dr.  Frederick  Paustian,  1 994-95  Presi- 
dent. 


Dr.  Frederick  Paustian  pins  the  President's  Badge  on  Dr. 
Bacon. 
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Dr.  Frederick  Paustian  presents  Dr.  Bacon  with  the  "It's 
Only  Pumpkin"  plaque. 


Dr.  David  Bacon  presents  Dr.  Paustian  with  a plaque  for 
outstanding  service  as  president 


Dr.  Bacon  pins  the  Past  President's  badge  on  Dr.  Paustian. 


Dr.  David  Bacon,  1 995-96  NMA  President,  presenting  his 
inaugural  address. 


Dr.  Marcia  Richards,  President  of  the  Wisconsin  Medical 
Society,  addresses  the  House  of  Delegates. 


Sally  Semm,  1994-95  NMA  Alliance  President,  presents 
an  AMA-ERF  check  for  Creighton  University  School  of  Medi- 
cine to  William  Pancoe,  Ph.D. 


Sally  Semm,  1994-95  NMA  Alliance  President,  presents 
an  AMA-ERF  check  for  the  University  of  Nebraska  College  of 
Medicine  to  Dr.  Frederick  Paustian. 


■a  - 

Coni  ijumcf.  Center  v 

Lisa  Boohar  accepts  the  NMF/LCMAF  research  scholar- 
ship from  Mrs.  Colleen  Mueller. 
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Com  krenct  C txitR 

Chelsea  Chesen  accepts  the  NMF/LCMAF  research  schol- 
arship from  Mrs.  Colleen  Mueller. 


Representing  UNMC  student,  James  Lairmore,  Dr. 
Frederick  Paustian  accepts  the  McWhorter  Memorial  Schol- 
arship from  Mrs.  Clarence  McWhorter. 


Saswata  Roy  accepts  the  H.  Bernice  Shanklin  Memorial 
Scholarship  from  Dr.  John  Casey. 


Dr.  John  Casey  presenting  an  NMF  Research  Scholarship 
to  Donald  Kingsley,  III,  Creighton  University  School  of 
Medicine. 


Dr.  Eugene  Zweiback  presents  the  report  of  reference 
committee#!. 


■ '■J/t,  /i.i  t/tArtm 

CONFERENCT.  ChNTI  tR 


Dr.  James  Fosnaugh  presents  the  report  of  reference 
committee  #2. 


Dr.  John  Casey  presenting  an  NMF  Research  Scholarship 
to  Patrick  McConnell,  University  of  Nebraska  College  of 
Medicine. 


CcnSrence  Center 


Dr.  Gordon  Adams  presents  the  report  of  reference 
committee  #3. 
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Dr.  David  Little,  Vice-Speaker,  presiding  at  the  House  of 
Delegates. 


tiA  /),/•/* An /n  if-- /•  ■ 

Conference  Center 

Dr.  Charles  Damico  presents  the  report  of  the  Nominat- 
ing Committee. 


•lA  ijtftnm  ■ 

Conferee  t.  Center 

■ r 

Dr.  C.  Lee  Retelsdorf  presents  the  report  of  reference 
committee  #4. 


Dr.  James  Fosnaugh,  NMA  Secretary-Treasurer,  escorts  Dr. 
Chris  Caudill,  NMA  President-Elect,  to  the  podium. 


Conference  Center 


Dr.  Chris  Wilkinson  presents  the  report  of  reference 
committee  #5. 


Dr.  David  Bacon,  NMA  President,  pins  the  President-Elect 
badge  on  Dr.  Chris  Caudill. 


Dr.  Ed  Holyoke  presents  the  report  of  reference  commit- 
tee #6. 


Dr.  Chris  Caudill,  NMA  President-Elect,  addresses  the 
House  of  Delegates. 
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NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  In  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  In  calendar  year  1995.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  Issue  of  the  Nebraska  Medical  Journal  contains  an  'Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 
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Problems 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landm,  M.D. 
Barton  D.  Urbauer,  M.D. 

INTERNAL  MEDICINE 

William  J Landis.  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


OBSTETRICS  - GYNECOLOGY 

John  P.  Reilly.  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 
Stephen  L.  O'Grady,  M.D. 

SURGERY 

James  V.  Reiss.  M.D. 


BURN 

CARE 

NEBRASKA 


BURN  ^ 
CARE 

^ NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-96 


CENTRAL  NEBRASKA 
CARDIOLOGY  CONSULTANTS,  P.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomate  American  Board  of  Internal 
Medicine  - Cdrdiovdsculdr  Disecses 

Practice  Limited  to  Cordiology 


727  North  Custer  Phone:(308)382-1430 

Grand  Island,  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St,  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-96 


The 

HEART  j — i — i — ^ 

Center  of  Nebraska 

■_■■■  CONSULTATIVE 
NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Boord  Certified  Cdrdiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Bodrd  Certified  Cdrdiologist 

•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Foidley  • P.O.Box  5345  • Grand  Island.  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-96 
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I LINCOLN,  cont.  I 


i^peye. 


f surgical 
: associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood.  M.D. 

Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D 

SATELLITE  CLINICS 

Beatnca  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbcry,  Nebraska 
Geneva,  Nebraska 
NebraskaOty,  Nebraska 
Syracuse,  Nebraska 
Teamseh.  Nebraska 
Marysville,  Kansas 

12-95 


| LINCOLN,  cont 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

DennisL  Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W. Heidrick.  M.D.,  F.A.C.O.G. 

YvonneK.  Davenport,  M.D.,  F.AC.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  08STETRICS 

1—  24  HOURS  - 7 DAYS  A WEEK  -] 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

1 NEW  PAnENTS  WELCOME  —*  * 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

e MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-96 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  on  NIGHT  - CALL;  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street  • Suite  100  • Lincoln,  NE  6851 0 H-95 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

| P.CK; 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERY OF THE  HAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-95 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-95 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 

..  , DEBORAH  K.  DAVIDSON,  D.O. 

DQTnOlOQV  fC.  MICHAEL  J .DUGGAN,  M.D. 

r'  DONALD  A.  DYNEK,  M.D. 

meaical  I « 1 GEORGE  E.GAMMEL,  MD. 

cn„,  1 PATRICK  A.  KEELAN,  M.D. 

otJlVICCo  1 DAVID  L.  KUTSCH  U D 

pc.  I STEFFAN  R.  LACEY,  M.D. 

CHRISTOPHER  T.  MASADA,  M.D. 

I _ MATTHIAS  I.OKOYE,  M.D. 

■ JOHNF.  PORTERFIELD,  M.D. 

|v_  ROBERT  F.  SHAPIRO,  M.D. 

II  1 | 1 AINA  I.SILENIEKS,  M.D. 

■■  ■ DANIEL  J.  TILL,  M.D. 

LARRY  D.  TOALSON,  M.D. 

^5.  LARRY  WARRELMANN,  Exec.  Director 

Syj  A Nichols  Institute  Affiliate 

Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or 800/742-741 4 6 g5 

UROLOGY,  P.C 

C g R.A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

Is  D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888  e-95 

' (^)  PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  FA.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 

n 

Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-1242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 

JLRAIRIE  surgical 

ASSOCIATES  P.C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


WOMEN  S CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 
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T Trology 

Adult  & Pediatric 

enter  m 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A Konigsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeotfrey  Deeths,  M.D.,  FAC.S. Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S. 90th Street 

• Satellite  Clinics 

Omaha,  NE  68114 

Papillion,  NE 

(402)  397-9800 

• Immanuel 

800-882-4770 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  McMullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot&  Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED  24  HOURS 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-96 

uA  HEART  CfL 


HUGH  S.  LEVIN,  M.D. 

JOSEPH  A.  JARZOBSKI,  M.D. 
TIMOTHY  R.  FANGMAN,  M.D. 
DENNIS  P.  TIERNEY,  M.D. 

SHIRLEY  LANDEN  HUERTER,  M.D. 
MICHAEL  H.  PETERS.  M.D. 

D.  RANDALL  PRITZA,  M.D. 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  60124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  60144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 


3-96 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

FIRST  LSWI 51 

8111  Dodge  St. 
Omaha,  NE 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)390-8111 

of  Expert  Eye  Care 

Stanley  M.  Truhlsen,  M.D., 
emeritus 

210  Regency  Pkwy. 
Omaha,  NE 

C.  Rex  Latta.  M.D 

68114-3726 

(402)  391-3131 

John  W.  Pemberton,  M.D. 

John  T.  Ramsell,  M.D. 

4242  Famam  Sf. 

Donald  L.  Arkfeld,  M.D. 

Omaha,  NE 
68131-2810 

Raymond  M.  Crossman,  III,  M.D. 

(402)  552-2300 

D.  Francis  Arkfeld,  M.D. 

3353  L St. 

Camilla  R.  Parson,  M.D. 

Omaha.  NE 

Michael  L.  Goldstein,  M.D. 

Since  1886 

68107-2500 

(402)390-8111  5.96 

Midwest  Childrens  Chest  PhysiciansP.C.isathtiatedwith 
Midwest  Allergy  iAshma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L DAVIS,  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
MARK  C.  WILSON,  M.D. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG.M.D. 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE68114 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
Omaha,  NE68124 
MAAC  402-397-7400 
NICCP 402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

SRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

415  East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-3456285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  IA  51537 
712-755-5161 
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1 SCOTTSBLUFF  1 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P.C. 


11819  Miracle  Hills  Drive,  Suite  102 
Omaha,  Nebraska  68154-4438 

402-496-0404 


24-Hour  Trauma  Coverage 

1-800-496-0403 

8-95 


Judson  C.  Martin,  M.D 
Thomas  J.  Roussel,  M.D 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1 -800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  236-3621 

M5 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402) 572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  ’P  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  'O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
UNCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time.  Nu- 
merous Iowa  locales.  Democratic  group,  highly  com- 
petitive compensation,  paid  St.  Paul  malpractice  with 
unlimited  tail,  excellent  benefit  package/bonuses  to 
full-time  physicians. Contact  Acute  Care  lnc.,P.O.  Box 
5 1 5,  Ankeny,  I A 5002 1 , phone  1 -800-729-78 1 3 or  5 1 5- 
964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency  Medi- 
cine practice.  Director  and  staff  positions.  Full-time, 
and  regular  part-time.  8k  volume/24  hour  shifts.  Demo- 
cratic group,  highly  competitive  compensation,  paid 
St.  Paul  malpractice  with  unlimited  tail,  excellent  ben- 
efit package/bonuses  to  full-time  physicians.  Numer- 
ous other  locales.  Acute  Care,  Inc,  P.O.  Box  515, 
Ankeny,  IA,  50021,  phone  1-800-729-7813. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

LINCOLN  NEBRASKA:  Progressive  practice  with 
opportunity  to  practice  with  BC  colleagues  in  all  areas 
of  primary  care.  Full  professional  autonomy  with  solid 
financial  security.  Call  of  1:7.  Contact  Bernie 
Wiesemann,  1-800-765-3055  or  fax  your  CV  to  314- 
726-3009.  Mailing  address:  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105. 

LINCOLN  NEBRASKA:  Progressive  practice  with 
BC  colleagues  in  all  areas  of  primary  care.  Competitive 
compensation.  Call  of  1 :7.  Great  security  and  time  for 
family  and  personal  interests.  Contact  Bernie 
Wiesemann,  1-800-765-3055  or  fax  your  CV  to  314- 
726-3009.  Mailing  address  222  S.  Central,  Suite  700, 
St.  Louis,  MO  63105. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certified 
family  physicians  seek  associate  for  this  "All  America" 
community  in  west  central  Nebraska.  Obstetrics  re- 
quired. Send  CV  to  Gothenburg  Family  Practice  Asso- 
ciates, Doctors  David  Hult  and  Larry  Wilson,  902  20th 
St.,  Gothenburg,  NE  69138. 

PRACTICE  OPPORTUNITIES:  Openings  nationally 
in  all  specializations.  Excellent  salary  and  benefit  pack- 
ages including  partnership  opportunities,  100%  paid 
malpractice.  Moving  and  relocation  expenses.  License 
assistance  up  to  6 weeks  paid  vacation.  On  site  inter- 
view expenses  paid.  Toll  free  24  hours  1-800-759- 
0104,  Fax  (602)  481-0522,  La  Salle  Medical  Croup, 
6599  East  Thomas  Road,  Suite  2097,  Scottsdale,  AZ 
85251. 

LINCOLN  NEBRASKA  - MUTUAL  OF  OMAHA 
HEALTH  PLANS  OF  LINCOLN  - PRIMARY  CARE  HMO 


CROUP  PRACTICE:  Seeking  dedicated  health  care 
providers  who  wish  to  practice  preventive  medicine 
and  devote  quality  time  to  patients.  Mutual  of  Omaha 
Health  Plans  of  Lincoln  offers  competitive  salary,  com- 
prehensive benefits,  4 - 416  day  work  week,  excellent 
call  rotation,  superior  specialist  referral  network,  and 
strong  community  hospitals.  Come  and  enjoy  a fulfill- 
ing practice  with  fewer  administrative  headaches.  For 
more  information,  contact  Stacy  Scholtz,  Clinical  Ser- 
vices Director,  Mutual  of  Omaha  Health  Plans  of 
Lincoln,  220  South  1 7th  Street,  Lincoln,  NE  68508.  Call 
1-800-574-2377  or  Fax  (402)  475-6003.  An  equal  op- 
portunity employer. 

IMPERIAL,  NEBRASKA:  Needs  a family  practice 
physician,  current  in  OB  to  join  an  established,  busy 
group  practice  of  3.  Share  call,  weekend  ER  coverage 
and  an  active  family  life  with  a group  and  community 
that  promotes  family  values.  Contact  Jim  O'Neal,  ad- 
ministrator  of  Chase  County  Community  Hospital,  600 
W.  1 2th  St.,  Imperial,  NE  69033.  Telephone  (308)  882- 
7111. 

EXCEPTIONAL  OPPORTUNITY  AT  BLUE  CROSS 
AND  BLUE  SHIELD  OF  NEBRASKA:  We  have  an 
immediate  opening  for  a Chief  Medical  Officer,  a 
senior  management  position.  We're  looking  for  a phy- 
sician with  at  least  fifteen  years  experience,  preferably 
in  Internal  Medicine  or  other  broad  specialty  to  help 
develop  and  guide  our  corporate  medical  policies.  Our 
environment  is  fast-paced,  competitive,  and  rapidly 
changing.  Interested  candidates  should  see  themselves 
as  leaders,  capable  of  interacting  with  our  medical 
community  as  well  as  business  and  legislative  leaders. 
We're  looking  for  a physician  with  vision,  business 
savvy,  and  extensive  knowledge  of  current  medical 
issues  as  well  as  an  understanding  of  today's  health  and 
managed  care  environment.  Must  be  licensed  to  prac- 
tice medicine  in  the  State  of  Nebraska.  Candidates  with 
impeccable  medical  track  records  and  business  expe- 
rience should  call  Micki  Baldino,  Sr.  Vice  President, 
Human  Resources,  in  Omaha,  (402)  390-1813.  We  are 
an  equal  opportunity  employer  M/F. 

NEW  OPENINGS  DAILY!  FP,  IM  (GENERAL),  PED: 
Lincoln,  Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des 
Moines,  Cincinnati  and  over  2,000  rural  communities. 
We  track  every  community  in  the  country.  Call  now  for 
details.  The  Curare  Group,  Inc.,  (800)  880-2028. 

FACULTY  POSITION:  Family  Practice  full  time  fac- 
ulty member  at  the  assistant  professor/associate  pro- 
fessor level  needed  immediately  at  a Midwestern  uni- 
versity-based residency  program  with  a strong,  25-year 
history  of  Family  Practice  education.  Previous  teaching 
experience  desirable,  but  strong  clinical  skills  and  a 
genuine  desire  to  teach  are  most  important.  Creighton 
University  offers  a competitive  salary/benefits  package 
and  presently  is  expanding  both  its  educational  and 
clinical  mission.  Creighton  is  located  in  Omaha,  Ne- 
braska, city  of  600,000  consistently  noted  for  its  quality 
of  life  in  national  surveys. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  FirSIter  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 
-Legal  Referral  Assistance 

-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  FirSIIer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101  -0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Emptoyw/Grom 

Addess 

Social  Sec  # 

Bus.  Phone!  ) 

Incomes 

No.  ol  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  child  sipport,  or  separate  mantenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  rt  considered  as  a bass  for  repayng  the  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

FtnanaaJ  Institution  Address  City  State  Zip  Savings  Acct.  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/ House  Payment  $ 

Emptoyter/Grocp 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  chid  sipport  or  separate  martenance  payments  need  not  be  revealed 
11  you  do  not  choose  to  have  it  considered  as  a bass  for  repaying  the  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  curent  bank  credit  card  balance 

Accourt  Nirter 

Balances 

Payment 

Address 

Acaxirt  Nutter 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everytfwig  stated  n the  application  is  true  and  complete  RrsTier  Bank  is  authorized  to  nvestigate  the  rtormatwn.  obtan  my  credrt  reports,  answer  inquiries  about  its  credt  experience  with 
me  and  request  addmonaf  rtormatwn  as  necessary  to  process  the  applcatwn  My  9gtatue  ncfcates  agreement  to  terms  and  condtwns  accompanyrg  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatue  Date  Co-Applcant  Sgnatire  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

SO 

Late  Fee,  Overlimit  Fee,  and  Returned 
Check  Charge 

1 . Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2 Overlimit  fee  - $10.00  and  3.  Returned  check 
fee -$15.00 

Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Vanable  Rate  Information 

The  variable  rate  will  be  determined  by  the  “Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  dosing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993.  when  it 
was  printed.  This  information  may  change  after  the  printing  date.  To  find  out  what  may  have  changed,  call  us  at 

1 -000-432-3209  Or.  write  to  us  at  FirsTw  Bank  Credit  Card  Center.  P 0 Box  7.  Omaha  NE  68101  -0007  FirsTier«  Bank,  N A,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations  JUtiy 


1 1995 


Save  $25°° 


now  on  the  purchase  of  the  RICOH 
FAX240  with  your  Nebraska  Medical 
Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


ICina 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd. 

Omaha  9864  M St. 


402/486-7200 

402/593-6363 


Medical  Society 
County  ... 


™eStRiul 


Medical  Services 


Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


the  NEW  YORK  ACADEMY  OF  MED., 

LIBRARY  SERIALS  DEPT. 

1216  FIFTH  AVENUE 
HEW  YORK,  NY  10029 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio Vascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Looks  can  be  deceiving 


Mild  traumatic  brain  injuries  can  be  subtle  and  difficult  to  diagnose. 
Yet  left  untreated,  TBI  can  result  in  Attention  Deficit  Disorder,  learning 
disabilities  and  other  complications.  Symptoms  of  mild  TBI  include: 

• headaches  and  neck  pain 

• difficulty  concentrating 

• short-term  memory  problems 

• loss  of  balance 

• behavioral/emotional  changes 

• subtle  hemiparesis 

• seizures 

Madonna  Rehabilitation  Hospital  has  earned  the  highest  CARF 
accreditation  for  its  traumatic  brain  injury  programs.  For  a TBI 
consultation  or  evaluation,  contact  Annamaria  Guidos,  M.D.,  Director 
of  Traumatic  Brain  Injury  programs  at  Madonna,  402-483-9531. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  • 402-489-7102 


Send  Young  Patients  On  An 

Adventure  In 


Healthy  Eating 


k When  you’re  1 2 you’ll  eat  anything  that 
f resembles  food,  but  nothing  recom- 
■ mended  by  an  adult.  However,  you  may 
^ pay  attention  to  an  exciting  video  that 
transforms  your  body  into  a manned 
spaceship  fueled  by  what  you  eat. 

Your  eating  habits  may  improve 
without  even  realizing  it! 


“Eating  Healthy:  The  Adventure  Begins”  is 
a multimedia  health  education  program  that 
captures  the  attention  of  today’s  technol- 
ogy-savvy young  people.  They’ll  learn  how 
to  eat  healthy — and  may  even  wantXo  eat 
healthy — after  you  present  this  colorful  in- 
school program. 


This  action-packed  kit  was  developed  with  the  Illinois  Academy  of  Family 
Physicians  for  grades  4 to  6.  It  is  reviewed  favorably  by  the  American 
Academy  of  Family  Physicians  Foundation.  This  integrated  program  includes: 

• A 10-minute  video 

• Teaching  guide  and  scripts 

• Overhead  transparencies 

• Food  Guide  Pyramid  poster  and  handouts 

This  entire  kit  is  yours  free  of  charge.  To  order  yours  today,  contact  the 
Nebraska  Beef  Council. 


Nebraska  Beef  Council 

P.O.  Box  2108  • Kearney,  Nebraska  68848-2108 
800/421-5326  • 308/234-8701  fax 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Insomnia,  irrational  fears,  nervousness,  muscular 
tension  and  agoraphobia  are  all  symptomatic  of 
anxiety,  a widespread  but  treatable  condition.  As 
a physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 


ii 


782-3160 


METHODIST  30 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


CREATE  A MEDICAL 
BREAKTHROUGH. 


Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 
Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


HMO 

MEDICAL  DIRECTOR 

Community  Health  Plan  is  a non-profit  community 
owned  HMO,  being  developed  throughout  North- 
west MO.  We  currently  seek  a half-time  Medical 
Director.  If  you  can  continue  to  practice  half-time  and 
have  managed  care  administrative  background  (pre- 
fer HMO  management  experience),  you  should  con- 
sider Community  Health  Plan  in  St.  Joseph,  MO.  Use 
your  extensive  communication,  leadership,  and  clini- 
cal skills.  This  position  is  responsible  for  the  day-to-day 
clinical  review  activities  of  the  Plan,  medical  care 
delivery  model  development,  chairing  several  physi- 
cian committees,  and  assisting  our  providers  in  our 
communities  with  education  and  support  for  our 
managed  care  activities. 

Send  resume  to  Community  Health  Plan,  5301 
Faraon,  St.  Joseph,  MO  64506,  Attn:  Joan 
Copeland  or  call  800-990-9247. 


Heartland 
Health  System 
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NMA  NEWS  NOTE 

ACTION  ON  NURSE  PRACTITIONER 
BILL  (LB  414)  DELAYED  UNTIL  1996 

The  Nebraska  Legislature  did  not  debate  LB 
414,  the  bill  to  allow  independent  practice  for 
nurse  practitioners,  before  adjourning  this  year. 
Although  the  bill  appeared  on  the  agenda  for 
several  days  during  the  last  three  weeks,  the 
Legislature  became  bogged  down  in  consider- 
ing other  proposed  bills  and  ran  out  of  time  to 
consider  the  bill. 

Under  the  procedures  which  the  Legislature 
follows  LB  414  will  be  carried  over  until  next 
year.  Because  it  is  a Committee  priority  bill,  it  is 
likely  to  be  considered  soon  after  the  Legisla- 
ture reconvenes  in  January. 

We  still  have  much  work  to  do  during  1995 
to  prepare  for  the  legislative  debate  on  LB  41 4 
in  early  1 996.  Please  continue  to  visit  with  vour 
senator  about  this  proposal.  We  know  that  the 
advocates  of  the  bill  will  be  very  active  during 
the  interim  and  we  must  continue  to  let  sena- 
tors know  of  our  concerns. 
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The  Salvation  of  the  State  Medical  Association 
Is  The  Watchfulness  Of  Its  Members 

DAVID  L.  BACON,  M.D. 


Above  the  north  entrance  of  our  state 
capital  one  can  read  the  inscription,  "The 
salvation  of  the  state  is  the  watchfulness  of 
the  citizen."  As  a youth  attending  Boys  State 
I was  first  introduced  to  this  inscription. 
Since  that  time  I have  often  thought  of  this 
statement  and  its  relevance  to  our  political 
lives.  For  the  past  few  months  I have  be- 
come increasingly  aware  that  the  statement 
has  applications  in  our  medical  lives.  At  this 
juncture  in  the  course  of  our  profession,  this 
statement  is  of  particular  importance  to  our 
Nebraska  Medical  Association.  The  first  area 
we  should  consider  is  that  of  membership. 
The  membership  of  our  Association  is  con- 
tinuing to  grow.  Some  of  our  members  have 
worked  very  hard  in  this  endeavor.  MOMS 
has  sponsored  a resolution  in  our  House  of 
Delegates  recommending  an  ongoing  pro- 
gram of  recruitment  and  retention.  A pilot 
program  has  been  conducted  and  new  infor- 
mation documents  and  brochures  are  being 
produced.  The  Board  of  Directors  introduced 
a plan  of  recruitment  and  retention  which 
incorporates  the  following  items: 

1.  Identify  nonmembers  of  a locale 

2.  Engage  NMA  members  as  contact 
persons 

3.  Send  letters,  brochures  and  applica- 
tion to  nonmembers 

4.  Contact  of  potential  members  by  NMA 
members 

5.  Follow-up  of  nonresponders  with  a 
repeat  letter  and  application  in  one 
month 

6.  Contact  by  NMA  officer  with  NMA 
members  who  do  not  renew 

7.  Send  a yearly  report  card  on  NMA 
activities  to  members  when  the  dues 
statement  is  mailed. 

The  membership  also  needs  to  watch 
developments  in  ethical  matters,  with  the 
help  and  guidance  of  the  AMA  Council  on 
Ethical  and  Judicial  Affairs.  As  scientific 
knowledge  increases,  new  ethical  problems 


David  L.  Bacon,  M.D. 

develop.  We  need  to  keep  abreast  of  these 
new  developments.  The  ramifications  of 
some  of  these  issues  are  profound.  For  in- 
stance, the  State  of  Illinois  has  modified  the 
Medical  Practice  Act  stating  that  participa- 
tion in  execution  of  convicts  would  not  be 
construed  as  the  practice  of  medicine.  This 
means  that  physicians  and  pharmacists  can 
prepare  individuals  for  execution,  adminis- 
ter the  lethal  drugs  and  pronounce  the  indi- 
vidual dead  without  facing  professional  dis- 
ciplinary hearings.  The  notion  that  a state 
can  legislate  professional  standards  is  chill- 
ing. It  is  only  a step  to  the  state  ordering 
executions  of  dissidents  in  large  numbers. 

The  use  of  anencephalic  neonates  as  or- 
gan donors  is  being  explored.  The  Council 
on  Ethical  and  Judicial  Affairs  recommends 
it  only  be  done  in  rigorously  controlled  situ- 
ations, where  the  parents  of  the  anencepha- 
lic child  initiate  the  dialogue,  two  physicians 
not  connected  with  the  transplantation  con- 
firm the  diagnosis  and  a single  center  be  the 
study  center.  However,  the  issue  still  raises 
concerns  about  life  and  the  status  of  living 
donors. 

Human  embryo  research  has  come  under 
scrutiny.  The  director  of  the  NIH  convened 
an  ad  hoc  group  in  September  of  1 993.  This 


July  1995 


Nebraska  Medical  Journal  163 


NIH  Embryo  Research  Panel  had  members 
involved  in  basic  and  clinical  research,  eth- 
ics, law,  public  health,  public  policy  and 
social  science.  "The  AMA  Council  on  Ethical 
and  Judicial  Affairs  (CEJA)  has  established 
definitive  guidelines  on  fetal  research  (Opin- 
ion 2.10,  Fetal  Research  Guidelines),  most 
of  which  could  be  adapted  for  ex  utero 
preimplantation  embryo  research.  With  re- 
spect to  in  vitro  fertilization,  CEJA  Opinion 
2.14  reads  in  relevant  part:  "Because  of  seri- 
ous ethical  and  moral  concerns  . . . any 
fertilized  egg  that  has  the  potential  for  hu- 
man life  and  that  will  be  implanted  in  the 
uterus  of  a woman  should  not  be  subjected 
to  laboratory  research."  However,  the  CEJA 
opinion  permits  laboratory  research  on  em- 
bryos that  are  not  destined  for  implantation. 
The  opinion  does  not  distinguish  between 
embryos  left  over  from  infertility  programs 
and  those  created  specifically  for  research 
purposes.  In  addition,  CEJA  presented  a re- 
port in  favor  of  pre-embryo  splitting  (twin- 
ning) at  the  AMA  House  of  Delegates  In- 
terim Meeting,  December  4-7,  1994.  That 
statement  is  contrary  to  the  decision  of  the 
NIH  Human  Embryo  Research  Panel  to  re- 
view this  topic  further.  The  CEJA  report  ar- 
gued that  pre-embryo  splitting  would  be 
ethically  justified  for  infertile  couples  who 
wish  to  have  a child,  on  the  grounds  that  it 
has  the  potential  to  eliminate  the  risks  of 
adverse  effects  from  large  doses  of  ovarian 
stimulant  drugs  and  of  subjecting  women  to 
the  ovarian  retrieval  process  during  IVF."1 

The  third  area  we  should  be  concerned 
about  is  the  influence  of  managed  care  orga- 
nizations on  professional  association  activi- 
ties of  physician  employees.  There  has  been 
a broad  experience,  when  physicians'  prac- 
tices are  bought  by  managed  care  organiza- 
tions, that  the  employed  physicians  rely  on 
the  managed  care  organization  for  money 


for  professional  education  and  dues.  A prime 
example  comes  from  one  of  our  sister  states 
in  the  North  Central  Conference.  That  state 
lost  the  membership  of  1 00  doctors  because 
the  managed  care  organization  took  the 
money  that  the  doctors  previously  had  used 
for  association  activities  and  continuing 
medical  education,  lumped  the  money  into 
a single  sum  for  the  doctors'  use,  then  halved 
the  total  of  money  available  to  the  physi- 
cians. At  this  point  the  physician  had  to 
decide  on  whether  to  attend  continuing 
medical  education  courses  or  join  a medical 
association,  or  participate  at  lower  levels  in 
both  of  these  useful  activities.  As  one  would 
guess,  the  professional  physician  opted  to 
increase  his  medical  knowledge  and  intel- 
lectual skills  so  that  he  would  be  a better 
physician.  The  loser  was  the  association.  In 
the  long  run,  the  loser  may  be  the  profession 
of  medicine.  Never  in  the  history  of  this 
country  has  there  been  a greater  need  for  a 
strong  professional  organization  to  speak  to 
the  issues  of  the  profession.  Those  issues  are 
appropriately  ethics,  professional  discipline 
and  appropriate  practice  patterns.  In  addi- 
tion, our  professional  associations  promote 
continuing  medical  education,  improvement 
of  one's  intellect  and  association  with  fellow 
professionals  to  reinforce  those  things  we 
hold  most  important.  During  the  next  year 
your  association  will  work  hard  to  strengthen 
the  NMA  so  we  may  more  effectively  ad- 
dress the  issues  which  concern  us.  We  so- 
licit your  involvement  with  the  various  ac- 
tivities of  the  association. 


REFERENCES 

1.  Board  of  Trustees  Report  13  A-95.  AMA  Policy 
and  Council  on  Ethical  and  ludicial  Affairs  Opinions. 
p.2,  lines  28-42. 


164  Nebraska  Medical  Journal  July  1995 


EDITORIAL 


Violence  - Physicians  Need  A Response 

KENTON  L.  SHAFFER,  M.D.,  FAA.P. 

Pediatrician 


Violence  is  becoming  increasingly  promi- 
nent in  our  society  and  for  the  first  time  in 
my  life  I feel  threatened,  even  in  central 
Nebraska.  Recently,  we  have  witnessed  the 
bombing  of  a federal  building  in  Oklahoma 
City  with  resultant  tragedy  and  loss  of  lives. 
We  have  seen  the  National  Rifle  Association 
position  itself  against  government  intrusion 
into  gun  control,  and  domestic  violence  has 
been  brought  to  the  television  screen  daily 
with  the  O.J.  Simpson  trial.  Almost  daily  I 
read  the  paper  and  hear  the  news  about 
deaths  of  innocent  people  in  gang  related  or 
drive-by  shootings.  I am  experiencing  vio- 
lence in  my  own  practice  as  the  last  several 
years  we  have  begun  caring  for  severe  head 
injuries  which  have  caused  death  and  per- 
manent disability  from  child  abuse  and  child 
neglect,  and  have  also  experienced  "acci- 
dental" gunshot  wounds  occurring  to  chil- 
dren and  adolescents. 

Recently,  the  Academy  of  Pediatrics  pub- 
lished data  that  on  an  average  day  in  the 
United  States,  fourteen  children  or  adoles- 
cents under  the  age  of  20  die  from  gunshot 
wounds.  Furthermore,  firearm  murders  of 
children  age  19  and  under  increased  125% 
between  1 984  and  1 990.  In  1 990,  more  U.S. 
teenagers  died  from  firearm  related  injuries 
than  from  all  natural  diseases  combined.  In 
recent  years,  the  number  of  children  under 
the  age  of  19  receiving  trauma  care  for 
gunshot  wounds  has  nearly  doubled.  Fire- 
arms were  the  second  leading  cause  of  death 
for  all  youth  ages  10  to  19,  behind  motor 
vehicle  injury  fatalities.  It  is  estimated  that 
160,000  children  stay  home  from  school 
annually  due  to  fear  of  school  violence,  and 
approximately  100,000  students  take  guns 
to  school  every  day. 

Physical  abuse  is  the  leading  cause  of 
serious  head  injuries  in  infants.  In  1993, 
close  to  3,000,000  cases  of  suspected  abuse 
and  neglect  were  reported  to  Child  Protec- 
tive Services  in  the  United  States. 


According  to  the  American  Psychological 
Association,  children  watch  an  average  of 
8,000  murders  and  100,000  other  violent 
acts  on  television  before  finishing  elemen- 
tary school. 

The  Academy  of  Pediatrics  believes  that 
proliferation  of  violence  in  our  society  should 
be  treated  like  any  other  public  health  prob- 
lem. Prevention  is  the  most  reasonable  and 
cost  effective  approach  to  reducing  the 
amount  of  violence  in  society,  and  protect- 
ing children  from  injury  and  disability. 

Physicians  must  begin  to  speak  up  against 
violence  in  our  society.  We  need  to  be  role 
models  for  society  in  violence  prevention. 
We  must  begin  teaching  parents  and  young 
children  and  art  of  conflict  resolution  - nego- 
tiating settlements  of  conflicts  and  problems 
rather  than  aggressive  "in  your  face"  yelling 
and  fighting.  We  also  need  to  be  concerned 
about  the  impact  of  violence  in  the  media 
on  children  and  convince  families  that  watch- 
ing that  type  of  television  or  movies  is  inap- 
propriate. 

We  need  to  condemn  violence  against 
children  and  support  efforts  that  would  pro- 
tect children  and  put  an  end  to  child  abuse 
and  neglect.  We  need  to  support  parent 
education,  and  I am  almost  convinced  we 
need  to  make  it  a mandatory  part  of  high 
school  education  as  well  as  mandating 
parenting  classes  as  children  grow.  If  the 
current  funding  for  the  child  welfare  and 
protective  service  programs  is  converted  to 
state  block  grants  or  lump  sums  of  money 
for  states  to  distribute  as  they  wish,  we  need 
to  insure  that  adequate  standards  are  estab- 
lished for  protection  of  children. 


Reprint  request  and  correspondence  to:  Kenton  L.  Shaffer, 
M.D.,  Pediatric  and  Adolescent  Medicine,  211  West  33rd 
Street,  Kearney,  NE  68847,  Telephone:  (308)  237-2141 . 
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We  need  to  reduce  children's  accessibil- 
ity to  firearms.  If  we  cannot  make  each 
owner  responsible  for  keeping  these  guns 
out  of  the  hands  of  children,  then  we  will 
need  to  support  legislative  and  regulatory 
measures  banning  assault  weapons  and  hand 
guns. 

We  need  to  be  involved  in  our  individual 
communities  with  efforts  to  prevent  youth 


crimes  and  violence  through  recreational 
and  mentoring  programs,  and  alcohol  and 
drug  abuse  prevention  programs. 

I encourage  every  member  of  the  Ne- 
braska Medical  Association  to  take  a mo- 
ment to  decide  how  they  can  impact  this 
major  public  health  problem  and  what  they 
can  do  to  make  a difference  in  their  family, 
their  practice  and  their  community. 
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ORIGINAL  ARTICLE 

Brainstem  Auditory  Evoked  Potentials 
In  Liver  Transplant  Candidates 

R.J.  ELLINGSON,  M.D.,  PhD.1  *Z.K.  WSZOLEK,  M.D.1J  J.D.  KENDALL,  R.  EEG  T.2  J.P.  DONOVAN,  M.D.3  D.F.  SCHAFER,  M.D.,  PhD.3 

University  of  Nebraska  Medical  Center,  Omaha,  Nebraska  (USA),  Department  of  Internal  Medicine,  Section  of  Neurology' 

Clinical  Neurophysiology  Laboratory2 

Department  of  Internal  Medicine,  Section  of  Gastrointestinal  Disorders,  Omaha,  Nebraska  (USA)3 


INTRODUCTION 

HEPATIC  encephalopathy  (HE)  is 
one  of  the  major  complications 
of  both  acute  and  chronic  liver 
disease.  Traditionally,  the  clinical  diagnosis  of  HE 
and  its  staging  have  been  done  by 
neuropsychological  examination,  often  includ- 
ing EEG.1  Although  such  testing  is  usually  satisfac- 
tory, quantitation  is  often  imprecise  and  early 
signs  of  HE  may  be  missed.  In  the  last  decade, 
cerebral  evoked  potential  studies  of  HE  have 
been  undertaken,  and  some  encouraging  results 
have  been  reported.2  7 

A pilot  study  was  conducted  to  determine 
whether  quantitatively  analyzed  EEG  and  evoked 
potential  data  combined  show  promise  of  im- 
proving the  reliability  and  validity  of  HE  evalua- 
tion and  detecting  early  HE  that  is  not  yet  clini- 
cally evident  in  liver  transplant  candidates.  The 
brain  stem  auditory  evoked  potential  (BAEP) 
results  appeared  to  be  interesting  enough  to 
warrant  a separate  report. 

METHOD 

Subjects  The  experimental  group  consisted  of 
1 8 patients  (22-55  years  old,  mean  37.7  years;  1 0 
males)  in  end  stage  liver  disease  under  evalua- 
tion for  liver  transplantation.  Exclusion  criteria 
included  history  of  neurological  disorder,  mental 
retardation  or  learning  disability,  any  diagnosed 
psychiatric  disorder,  hypertension,  diabetes.  Pa- 
tients and  appropriate  relatives  signed  informed 
consents. 

Fifteen  of  the  18  patients  ultimately  under- 
went liver  transplants,  of  whom  1 0 remain  alive 
at  the  time  of  writing.  One  patient  was  treated 
conservatively  and  remains  alive.  Two  died  await- 
ing transplants. 

BAEP  control  data  were  obtained  from  50 
normal  adults  (2 1 -50  years  old,  mean  29.6  years; 
23  males)  collected  monaurally  (100  ears). 

Procedure  A clinical  test  battery  to  measure 
the  degree  of  hepatic  encephalopathy  was  ad- 


ministered by  one  of  us  (ZKW).  In  consisted  of 
(1)  Clinical  Encephalopathy  Grading  Scale;  (2) 
Mini-Mental  Scale;  (3)  Number  Connection  Test; 
(4)  Limited  Neurological  Examination;  (5) 
Glasgow  Coma  Scale. 

On  the  same  working  day,  usually  within  6 
hours,  and  with  the  patient  at  the  highest  level  of 
consciousness,  averaged  BAEPs  and  flash  VEPs 
were  obtained,  and  a conventional  ink-written 
EEG  was  recorded  with  segments  stored  for  off- 
line quantitative  analysis.  BAEPS  were  recorded 
according  to  American  EEG  Society  Guidelines9, 
save  that  binaural  stimuli  were  used.  Recording 
was  from  electrode  pairs  Cz-AI , Cz-A2,  and  A1  - 
A2.  Stimulation  and  recording  parameters  were 
as  follows:  Stimuli  were  0.1  msec  clicks  as  an 
intensity  of  75  dB  hearing  level;  rate  11.1  hz; 
analysis  time  10  msec;  minimum  2000  events 
averaged.  The  procedure  was  replicated  at  least 
once,  and  the  averages  superimposed  (Fig.  1). 
Two  patients  were  tested  twice,  one  3 times,  and 
one  4 times. 

Data  Analysis  The  independent  variable  was 
clinical  status:  patients  vs.  controls.  The  patients 
were  also  divided  into  2 subgroups;  those  with 
demonstrable  HE  at  time  of  testing  (HE  group) 
and  those  without  (nonHE  group)  as  determined 
by  scores  on  the  clinical  scales.  Stringent  criteria 
of  the  nonHE  were  used  as  follows;  (1 ) Clinical 
Encephalopathy  Grading  Scale  0 (range  of  pos- 
sible score  0-4);  (2)  Mini-Mental  Scale  30-28 
(range  30-0);  (3)  Number  Connection  Test  0 or 
1 + (range  0-4+);  (4)  Limited  Neurological  Exami- 
nation 0 or  1 (range  0-15);  (5)  Glasgow  Coma 
Scale  1 5 (range  3-1 5).  A patient  was  included  in 
the  nonHE  group  only  if  the  criterion  scores  were 
reached  on  all  5 tests.  Eight  patients  were  classi- 
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fied  as  HE  and  8 nonHE.  The  2 other  patients 
were  among  those  who  had  been  tested  more 
than  once  and  were  classified  as  HE  on  1 occa- 
sion and  nonHE  on  another  occasion.  Their 
BAEP  data  on  both  occasions  were  included  for 
this  purpose  only,  making  the  number  1 0 in  both 
the  HE  and  nonHE  subgroups.  Of  the  other  2 
patients  tested  more  than  once,  the  first  data  set 
was  used  in  each  case. 


The  independent  variables  were  (1 ) presence 
or  absence  of  BAEP  peaks  I to  V and  (2)  l-V,  l-lll 
and  lll-V  interpeak  latencies  (IPLs),  based  arbi- 


FICURE  I 

BAEPs  (All  Cz-AI)  of  3 liver  transplant  candidates, 
all  of  whom  received  transplants  and  remain  alive.  [A] 
Twenty-three  year  old  female  without  evidence  of 
hepatic  encephalopathy  (HE)  as  defined  in  text.  The 
l-V  IPL  just  exceeds  the  1%  confidence  level  (4.51 
msec)  as  determined  by  control  group  data:  the  l-lll 
IPL  is  within  normal  limits;  the  lll-V  just  exceeds  the 
5%  confidence  limit  (2.22  msec).  [B]  Fifty  year  old 
male,  encephalopathic  by  all  5 clinical  criteria;  EEG 
grade  3/5.  Wave  V location  was  confirmed  in  the  Cz- 
A2  derivation  where  wave  V was  more  obvious.  The 
l-V  IPL  exceeds  the  1%  confidence  limit;  the  l-lll  is 
just  within  normal  limits;  the  lll-V  exceeds  the  1% 
confidence  limit  (2.35  msec).  [C]  Twenty-nine  year 
old  female,  encephalopathic  by  all  clinical  criteria; 
EEG  grade  2/5.  Waves  II  and  IV  not  identifiable  in  this 
or  the  Cz-A2  derivation.  All  IPLs  within  normal  limits. 


trarily  on  Cz-AI  data.  BAEPs  were  essentially 
identical  in  the  Cz-AI  and  Cz-A2  derivations  in 
1 9 of  the  25  testing  sessions,  and  differed  only 
slightly  in  the  other  6. 

RESULTS 

BAEP  configuration  Wave  II  was  absent  in  1 
patient  classified  as  nonHE.  Waves  II  and  V were 
absent  and  wave  III  was  weak  in  1 patient 
classified  as  HE,  who  was  moderately 
encephalopathic  (Fig.  1c).  In  all  other  patients, 
BAEP  configuration  was  excellent  and  waves  I to 
V all  easily  identified  in  either  Cz-AI,  Cz-A2  or 
most  often  both  (Fig.  1,  a and  b). 

IPLs  Results  are  summarized  in  table  I.  All 
mean  IPLs  of  the  patients  exceed  those  of  the 
controls.  All  l-V  and  lll-V  differences  from  the 
controls  are  statistically  significant;  none  of  the  I- 
III  differences  is.  No  differences  between  mean 
IPLs  of  the  HE  and  nonHE  subgroups  is  signifi- 
cant, although  those  for  the  HE  group  are  consis- 
tently longer. 


TABLE  I 

BAEP  interpeak  latencies  in 
liver  transplant  patients  and  controls  (in  msec). 


IPL 

Controls 

All  Pts. 

nonHE 

HE 

l-V 

Mean 

5.05 

4.442 

4.35' 

4.59’ 

SD 

0.20 

0.48 

0.36 

0.57 

l-lll 

Mean 

2.14 

2.23 

2.19 

2.28 

SD 

0.16 

0.32 

0.17 

0.35 

lll-V 

Mean 

1.92 

2.21 2 

2.16' 

2.322 

SD 

0.19 

0.32 

0.33 

0.37 

N 

50 

1 83 

103 

103 

1.  P<0. 05  vs.  controls 

2.  P<0.01  vs.  controls 

3.  BAEP  were  recorded  on  2 patients,  both  when  encephalo- 
pathic and  nonencephalopathic  and  both  are  included  in 
the  subgroup  data,  but  not  in  AIL  Pts.  data. 

The  ranges  of  IPL  values  of  the  patients  were 
also  greater  than  those  of  the  controls,  which  is 
reflected  in  the  larger  standard  of  deviations.  A 
question  therefore  arises  as  to  the  discriminative 
power  of  the  IPLs  in  this  situation.  The  l-V  IPLs  of 
the  patients  exceeded  the  5%  confidence  limit 
( 1 -tailed  test)  based  on  the  control  data  in  1 3 of 
the  20  testings  (65%)  and  the  1 % limit  in  8 of  the 
20  (40%).  The  respective  figures  for  the  controls 
were  3 (6%)  and  1 (2%),  close  to  the  theoretical 
expectation  of  5%  and  1%.  In  those  3 control 
subjects  the  values  exceeded  the  fiducial  limits 
for  only  1 ear,  those  for  the  other  ear  were  within 
normal  limits.  Respective  figures  for  the  patient's 
l-lll  IPLswere25%and  1 0%,  and  for  the  lll-V  IPLs 
45%  and  30%,  well  below  the  sensitivity  of  the  I- 
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V IPL.  None  of  the  3 IPLs  discriminated  between 
HE  and  nonHE  subgroups. 

There  were  no  correlations  between  IPLs  and 
EEC  grades9  or  grades  of  any  of  the  5 clinical 
scales,  probably  due  to  a combination  of  small 
(for  correlation  purposes)  N and  clusteringof  the 
clinical  scores  at  the  high  (nonHE)  end  (re- 
stricted" range  of  talent"). 

DISCUSSION 

There  is  no  evidence  in  these  data  of  consis- 
tentorsignificantchanges  in  BAEP  configuration 
associated  with  HE,  but  the  possibility  remains 
that  there  might  be  such  in  patients  with  more 
severe  HE  than  seen  in  this  study. 

The  observation  that  relatively  small  groups  of 
both  HE  and  nonHE  patients  show  consistent 
significant  differences  from  controls  suggest  that 
the  BAEP  (especially  the  l-V  IPL)  is  a sensitive 
measure  of  HE  and  may  even  be  sensitive  enough 
to  detect  incipient  HE. 

The  data  also  indicate  that  1 1 l-V  IPL  prolonga- 
tion is  the  principal  contributor  to  the  l-V  prolon- 
gation. The  well  known  difference  between  l-lll 
and  lll-V  IPLs  is  virtually  eliminated  in  the  liver 
patients.  This  suggests  greater  central  than  pon- 
tine effects  of  HE  since  the  lll-V  IPL  reflects  only 
central  events  whereas  the  l-lll  is  partially  depen- 
dent upon  peripheral  mechanisms.  It  is  possible 
that  the  l-lll  IPL  differences  between  patients  and 
controls  would  also  become  statistically  signifi- 
cant with  an  increase  in  sample  size,  but  lll-V 
differences  would  most  likely  remain  the  more 
striking. 

Limitations  and  irregularities  in  data  collection 
and  analysis  must  be  considered.  (1  )The  control 
group  was  not  specific  to  this  study,  but  the  data 
were  collected  using  exactly  the  same  protocol 
and  equipment,  and  BAEP  IPL  data  are  known  to 
be  stable  across  most  of  the  life  span10,  well 
beyond  the  age  range  of  our  subjects.  Further, 
our  IPL  norms  correspond  almost  exactly  (within 
a few  hundredths  of  a msec)  to  those  of  several 
other  laboratories  across  the  country  with  which 
they  have  been  compared.  (2)  Using  2 sets  of 
data  points  for  each  of  the  2 patients  who  fell  in 
both  the  HE  and  nonHE  subgroups  is  an  irregu- 
larity, but  we  feel  this  small  liberty  to  be  permis- 
sible in  a pilot  study.  The  significance  levels 
obtained  would  not  have  changes  in  any  case. 
(3)  Did  the  use  of  binaural  stimulation  affect  the 
results?  We  cannot  be  sure,  but  we  doubt  it,  since 
our  results  are  generally  consistent  with  previous 
observations  (see  below).  (4)  Would  results  have 
been  different  if  the  Cz-A2  derivations  had  been 


used  for  latency  measurements  instead  of  Cz- 
A1?  The  answer  is  no.  The  mean  IPLs  of  the 
patient  group  would  have  been  in  fact  slightly 
greater.  (5)  The  criteria  of  encephalopathy  (the  5 
clinical  scales)  are  not  exhaustive.  It  could  well 
be  that  more  extensive  neurophysiological  test- 
ing would  have  demonstrated  deficiencies  in  at 
least  some  of  the  patients  in  our  nonHE  group. 
On  the  other  hand,  these  scales  are  in  common 
use  for  estimating  degree  of  encephalopathy  in 
the  clinical  setting.  In  actual  clinical  practice 
fewer  are  usually  used,  often  only  one.  Even  in 
previous  research  studies  (cited  below)  either 
the  criteria  of  HE  were  not  specified  or  only  one 
scale  was  used. 

A handful  of  relevant  studies  have  been  pub- 
lished in  the  past  decade.  Martines  et  al2  reported 
increased  wave  V absolute  latencies  and  conse- 
quent prolonged  l-V  IPLs  in  cirrhosis  patients 
with  HE,  and  also  in  those  without  HE  when 
stimulus  frequency  was  increased  to  87  Hz. 
Pierelli  etaPfound  prolonged  IPLs  in  1 of  1 0 liver 
patients  without  HE  and  in  7 of  1 0 with  mild  HE. 
l-V  IPLs  were  prolonged  in  all  8 cases.  Prolonged 
l-lll  and  lll-V  IPLs  were  found  in  only  3 cases  in 
each  subgroup.  Yang  et  al11  and  Chu  and  Yang7 
failed  to  demonstrate  prolonged  IPSs  in  patients 
with  hepatic  disease  secondary  to  viral  hepatitis 
with  or  without  HE,  but  in  the  latter  study  did  find 
prolonged  l-V  IPLs  in  liver  disease  due  to  alcohol- 
ism and  in  Wilson's  disease.  Prolonged  IPLs  have 
also  been  observed  in  chronic  alcoholics  without 
HE12,  and  those  with  neurological  complica- 
tions.13 Although  not  pointed  out  in  the  original 
publications,  there  was  greater  prolongation  of 
lll-V  than  l-lll  IPLs  in  3 of  these  studies.2713  The 
results  of  these  studies  are  consistent,  in  one 
respect  or  another,  with  our  findings.  Ours  is  the 
first  study  in  which  the  greater  prolongation  of  III- 
IV  IPLs  has  been  specifically  demonstrated. 

SUMMARY 

BAEPs  were  recorded  on  1 8 patients  before, 
and/or  after  liver  transplantation.  Clinical  assess- 
ment included  5 standardized  scales.  Data  were 
divided  by  stingent  criteria  into  2 groups:  clinical 
hepatic  encephalopathy  present  (HE)  or  absent 
(nonHE).  Dependent  variables  were  BAEP  con- 
figuration and  l-V,  l-lll  and  lll-V  IPLs.  The  follow- 
ing comparisons  were  made:  all  patients  vs. 
controls;  HE  vs.  controls;  nonHE  vs.  controls;  HE 
vs.  nonHE.  BAEP  configuration  changes  were  not 
significantly  associated  with  HE.  l-V  and  lll-V  IPLs 
were  prolonged  for  all  patients,  nonHE  patients, 
and  HE  patients  vs.  controls;  l-lll  IPL  differences 
were  not  significant.  There  were  no  correlations 
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between  BAEP  variables  and  EEG  grade  or  grades 
on  any  single  clinical  scale.  The  results  suggest 
that  BAEP  IPLs  (especially  the  l-V  IPL)  are  a 
sensitive,  although  not  specific,  measure  of  HE 
and  may  be  sensitive  enough  to  detect  incipient 
HE. 
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INTRODUCTION 

Suprascapular  nerve  entrapment  by  a gan- 
glion cyst  is  a relatively  uncommon  cause  of 
shoulder  pain.  Rotator  cuff  disease  may  be 
secondary  to  nerve  compression  and  subse- 
quent rotator  cuff  impingement  from  weak- 
ness of  the  cuff  musculature.  A rare  case  of 
suprascapular  nerve  compression  from  a gan- 
glion cyst  is  presented. 

CASE  REPORT 

This  patient  is  a 31-year-old  right  hand 
dominant  man  who  presented  with  a nine 
month  history  of  left  shoulder  pain.  He  de- 
nied any  history  of  injury  or  trauma.  He  is 
active  and  participates  in  weight  lifting.  He 
had  noticed  progressive  pain  and  weakness 
in  his  left  shoulder  three  months  prior  to 
presentation.  The  patient  works  in  a job 
requiring  repetitive  overhead  use  of  his  up- 
per extremities. 


Examination  revealed  full  range  of  motion 
of  his  left  shoulder  both  passive  and  active. 
He  had  pain  with  forward  flexion  and  pain 
posteriorly  over  the  infraspinatus.  He  had 
loss  of  external  rotation  strength  against 
resistance. 

Radiographs  of  the  left  shoulder  were 
obtained  (Fig.  1)  and  revealed  a lytic  lesion 
of  his  left  scapula  measuring  2x3  cm.  with 
a well  marginated  border.  An  MRI  (Fig.  2) 
was  positive  for  a bilobed  cyst  located  within 
both  the  supraspinatus  and  infraspinatus 
fossae  of  the  scapulae.  The  cyst  appeared  to 
have  entrapped  the  suprascapular  nerve  (Fig. 
3).  An  EMC  was  positive  for  a severe  left- 
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FIGURE  1 

Radiograph  demonstrating  lytic  lesion  in  the  scapula 
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FIGURE  2 

Position  of  the  cyst  is  demonstrated  by  MRI. 


FIGURE  3 

MRI  showing  position  of  the  cyst  and 
compression  of  the  suprascapular  nerve. 


sided  suprascapular  mononeuropathy  affect- 
ing the  branch  to  the  infraspinatus  muscle. 

Surgical  intervention  was  recommended 
secondary  to  ongoing  neurological  involve- 
ment. A posterior  surgical  approach  was 
chosen  to  obtain  access  to  the  suprascapular 
notch.  The  deltoid,  supraspinatus  and 


infraspinatus  muscles  were  elevated  in  a 
subperiosteal  manner  to  expose  the  gan- 
glion which  was  located  within  the 
spinoglenoid  notch.  The  ganglion  was  found 
to  be  adherent  to  the  suprascapular  nerve 
and  vascular  structures.  A scapular  spine 
osteotomy  was  performed  at  the  level  of  the 
spinoglenoid  notch.  This  provided  exposure 
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to  both  the  supraspinatus  and  infraspinatus 
fossae.  The  ganglion  was  carefully  dissected 
free  and  amputated  at  its  base.  The 
osteotomy  was  then  anatomically  reduced 
and  held  in  place  with  a plate  and  cortical 
screws.  Post-operatively  the  patient  was 
placed  in  a shoulder  immobilizer  with  re- 
striction of  overhead  activity  for  four-six 
weeks.  He  has  returned  to  work  without 
restrictions  three  months  post-operatively. 

DISCUSSION 

The  suprascapular  nerve  arises  from  the 
upper  trunk  of  the  brachial  plexus.  After 
passing  through  the  suprascapular  notch  it 
supplies  motor  innervation  to  the 
supraspinatus  muscle.  The  nerve  then  passed 
laterally  and  inferiorly  through  the  spino- 
glenoid  notch  to  innervate  the  infraspinatus 
muscle.2'3  Compression  of  the  nerve  can 
occur  at  the  suprascapular  or  spinoglenoid 
notch.4 

There  have  been  few  reports  in  the  litera- 
ture of  ganglion  cysts  about  the  shoulder.1'4 
Canzhorn  and  Neviaser  have  reported  cases 
of  suprascapular  nerve  entrapment  second- 
ary to  ganglionic  compression,  in  particular 
the  branch  to  the  infraspinatus  muscle.2,3 

Compression  of  the  nerve  can  cause  a 
variety  of  symptoms  including  pain  and 
weakness.  In  this  case,  the  ganglion  was 
compressing  the  branch  of  the  suprascapular 
nerve  to  the  infraspinatus.  On  examination 
this  nerve  compression  can  cause  weakness 
of  the  supraspinatus  and  infraspinatus 
muscles.  This  can  mimic  rotator  cuff  weak- 
ness or  injury.  In  our  case  the  patient  had 
weakness  in  external  rotation  and  pain.  It 


was  felt  this  represented  a rotator  cuff  in- 
jury. Plain  radiographs  can  show  some  cys- 
tic changes  to  help  diagnose  a ganglion  as 
the  cause  of  compression,  but  with  the  ad- 
dition of  MRI  as  a diagnostic  aid  for  shoul- 
der injuries  the  number  of  ganglion  being 
identified  about  the  shoulder  is  increasing.5 
We  feel  that  when  a patient  presents  with 
shoulder  pain  and  weakness,  a ganglion  cyst 
about  the  shoulder  should  be  considered  on 
the  differential  diagnosis.  In  the  workup  of 
rotator  cuff  disease  an  MRI  may  reveal  a 
ganglion  but  this  may  in  fact  be 
asymptomatic.  An  EMG  is  indicated  to  dif- 
ferential symptomatic  nerve  compression 
when  a ganglion  has  been  identified.  Injec- 
tion tests  with  lidocaine  into  the  subacromial 
space  can  also  be  very  helpful  in  making  the 
differentiation  between  rotator  cuff  impinge- 
ment and  symptomatic  ganglions  of  the 
scapula. 
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THE  term  "cerebral  palsy"  (CP)  de- 
scribes a collection  of  nonpro- 
gressive, but  not  unchanging, 
motor  disorders  that  manifest  as  abnormalities 
in  motor  coordination,  posture  and  reflexes  as 
a result  of  central  nervous  system  injury  to  or  a 
developmental  anomaly  of  an  immature  brain. 
Other  central  nervous  system  (CNS)  impair- 
ments are  often  present  including  hearing,  vi- 
sual, cognitive,  speech  and  language  disorders, 
and  seizures.  Children  suspected  of  having  CP 
deserve  an  aggressive  search  for  etiology  and 
associated  CNS  impairments.  In  this  first  of  a 
two  part  series,  we  present  the  classification 
and  etiology  of  CP.  Discussions  of  important 
diagnostic  evaluations  and  conditions  which 
may  mimic  CP  will  be  presented  as  etiology  is 
reviewed.  Clinical  presentations  in  infancy  and 
issues  in  early  intervention  will  be  reviewed 
next  month  in  Part  II. 

CLASSIFICATION: 

Several  classification  schemes  for  CP 
exist.  No  one  system  has  universal  acceptance 
or  is  free  of  ambiguity  or  limitations.  That  being 
the  case,  for  the  purposes  of  this  presentation, 
we  will  use  the  Swedish  classification  system. 
According  to  this  schema,  cerebral  palsy  is 
divided  into  the  four  broad  categories  of  Spas- 
tic, Dyskinetic,  Ataxic  and  Mixed.  Some  would 
include  or  incorporate  with  ataxic  CP,  another 
category  of  "Hypotonic  CP".  Spastic  CP  is  fur- 
ther divided  according  to  body  region  affected. 
Any  body  distribution  could,  in  theory,  be  de- 
scribed but  the  most  common  patterns  are 
quadriplegia,  diplegia  and  hemiplegia. 
Quadrigpegia  implies  that  all  four  extremities 
are  significantly  affected,  with  lowers  affected 
more  than  uppers,  but  with  trunk  and  bulbar 
involvement  as  well.  Diplegia  refers  to  primarily 
lower  extremity  involvement  with  subtle  trunk 
and  upper  extremity  effects.  Hemiplegia  refers 
to  unilateral  involvement  with  upper  extremi- 
ties more  affected  than  lowers,  and  often  with 
ipsilateral  bulbar  involvement.  Further  discus- 
sion of  the  clinical  presentation  of  the  various 


forms  of  CP  will  be  presented  in  Part  II  of  this 
series. 

ETIOLOGY 

Cerebral  palsy  occurs  in  approximately  2.5  of 
1000  births  for  which  no  cause  can  be  deter- 
mined in  at  least  25%  of  cases.1  Older  sources 
site  a higher  percentage  of  cases,  up  to  75%,  as 
unknown.7  The  decrease  may  be  due  to  an 
improved  ability  to  evaluate  prenatal  causes 
through  higher  quality  CNS  imaging  and  use  of 
placental  examinations.  The  insult  can  occur 
prenatally,  perinatally  or  in  the  first  few  years 
postnatally.1 

Perinatal  asphyxia  until  recently  has  been 
proposed  as  the  most  common  cause  for  cere- 
bral palsy.  Recent  large  scale  studies  have  shown 
that  this  is  actually  a minor  cause  of  CP.  Through 
CP  risk  does  increase  in  the  presence  of  true 
perinatal  asphyxia3,  the  "dose"  of  perinatal  as- 
phyxia necessary  to  produce  CP  in  the  term 
infant  is  very  close  to  the  lethal  dose.7  Evidence 
of  asphyxia  should  be  evident  during  labor  with 
signs  of  fetal  distress,  in  the  delivery  room  with 
continued  need  for  resuscitation  beyond  the  5 
minute  APGAR,  and  in  the  nursery  with  docu- 
mentable  hypoxic  encephalopathy  and  hypoxic 
injury  to  other  organ  systems.7  The  majority  of 
infants  with  perinatal  asphyxia  do  not  have  CP 
and  the  majority  of  infants  with  CP  have  no 
history  of  perinatal  asphyxia.53  Perinatal  as- 
phyxia may  account  for  only  8%  of  the  cases  of 
spastic  CP.3  Even  when  perinatal  asphyxia  can 
be  clearly  established,  a prenatal  insult  may 
have  predisposed  an  infant  to  an  abnormal 
partum  period  and  the  asphyxia  may  not  have 
been  preventable.7  Perinatal  asphyxia  may  be 
an  early  sign  of  CP  representing  the  effect  of  a 
prenatal  brain  abnormality.3,5 
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Low  birth  weight  (<2500  gm)  is  a major  factor 
associated  with  an  increased  risk  of  cerebral 
palsy.  This  risk  increases  with  decreasing  birth 
weight.1  While  a full  review  of  the  literature 
regarding  the  unique  susceptibility  of  prema- 
ture infants  is  beyond  the  scope  of  this  article, 
periventricular  vascular  regions  represent  a 
vulnerable  "watershed"  and  are  the  areas  most 
typically  injured  regardless  of  the  insulting  event. 
The  risk  of  CP  increases  with  the  severity  of  the 
insult  and  with  the  appearance  of  cystic  lesions 
on  CNS  imaging.  Many  infants  with  documented 
lower  grade  interventricular  hemorrhages  will 
not  develop  CP  but,  if  present,  the  close  prox- 
imity to  the  ventricles  of  the  pyramidal  tracks  of 
the  lower  extremities  will  typically  yield  a pat- 
tern of  spastic  diplegia.  Even  in  this  population, 
evidence  is  increasing  that  many  children  with 
cystic  brain  lesions  and  CP  have  a prenatal 
origin  of  their  brain  injury.  One  series  has 
described  14  of  512  preterm  infants  in  whom 
CNS  imaging  performed  soon  after  birth  was 
able  to  "date"  cystic  CNS  injuries  (often  associ- 
ated with  CP)  as  originating  prior  to  onset  of 
labor.2 

As  indicated  above,  prenatal  factors  are  in- 
creasingly being  recognized  as  important  fac- 
tors in  the  causation  of  CP.  The  role  of  prenatal 
maternal  infections  (TORCHS  infections)  is  well 
established.  Untreated  maternal  PKU  is  also  a 
significant  risk.  Microcephaly  at  birth  is  a com- 
mon presentation  for  both.  Maternal  factors 
which  interfere  with  fetal  nutrition/oxygenation 
increase  the  risk  of  CP.1  Abnormalities  of  pla- 
cental function  (subacute  or  chronic  intrauter- 
ine hypoxia  from  decreased  uteroplacental 
blood  flow)  often  result  in  brain  damage.4  De- 
tailed examination  of  the  placenta  is  helping  to 
define  these  issues.4  It  is  critical  that  a placental 
examination  be  requested  for  any  delivery  with 
adverse  outcome.  Conditions  associated  with 
intrauterine  hypoxia  include  maternal  anemia, 
pregnancy  induced  hypertension,  multiple  ges- 
tation, maternal  diabetes,  maternal  alcohol  and 
drug  use,  third  trimester  hypotension  and  post 
maturity.  Intrauterine  growth  retardation  and 
other  fetal  anomalies  are  also  associated.4  Cen- 
tral nervous  system  (CNS)  imaging,  especially 
magnetic  resonance  imaging  (MRI),  can  define 
the  injury  and,  as  previously  noted,  assist  in 
dating  the  insult.  Imaging  can  also  assist  in 
identifying  neuronal  migration  errors  such  as 
lissencephaly,  midline  developmental  anoma- 
lies such  as  lobar  holoprosencephaly  and  other 
features  of  abnormal  brain  development  which 


may  present  with  neuromotor  impairment  and 
be  described  as  CP.68  Dysmorphic  features  of 
the  head  and  face  may  offer  clues  to  these 
situations.  Dysmorphia  may  also  indicate  a 
need  for  high  resolution  chromosomes  as  an- 
other diagnostic  tool. 

Postnatal  causes  account  for  approximately 
1 0%  of  all  cases  of  CP1  and  most  sources  limit 
this  to  the  first  few  months  of  life.  Meningitis, 
encephalitis,  accidents,  and  abuse  are  all  risks. 
Hemophilus  influenza  vaccine,  public  educa- 
tion on  accident  and  abuse  prevention  and  car 
seat  use  should  help  to  decrease  this  risk. 
Metabolic  evaluations  are  indicated  in  some 
children  with  apparent  postnatal  CP.  Nonketotic 
hyperglycinemia  type  1 can  present  as  an  ap- 
parent but  undefined  "encephalitis"  with  re- 
sidual neurologic  injury.  Ornithine  tran- 
scarbamylase  deficiency  (OTC)  and  medium 
chain  acyl  co-A  dehydrogenase  deficiency 
(MCAD)  may  present  with  cyclical  vomiting  or 
dehydration  and  altered  consciousness  with 
minor  intercurrent  illnesses  and  produce  neuro- 
logic injury.  These  conditions  are  largely  pro- 
gressive, and  should  be  distinguished  from  the 
true  "static  encephalopathy"  of  CP.  Specific 
diagnosis  may  offer  treatments  to  help  prevent 
subsequent  injury  from  metabolic  crises. 

In  summary,  we  have  presented  a classifica- 
tion scheme  for  cerebral  palsy,  reviewed  the 
etiology  including  prenatal,  perinatal  and  post- 
natal causes  and  discussed  important  diagnos- 
tic tools.  We  have  reviewed  the  minor  impact  of 
perinatal  asphyxia  in  causing  CP  and  presented 
emerging  evidence  for  a prenatal  cause  in 
many  cases. 
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THE  term  "cerebral  palsy"  (CP)  de- 
scribes a collection  of  nonpro- 
gressive, but  not  unchanging, 
motor  disorders  that  manifest  as  abnormalities 
in  motor  coordination,  posture  and  reflexes.  It 
results  from  central  nerves  system  injury  to,  or 
a developmental  anomaly  of,  an  immature  brain. 
Other  central  nervous  system  (CNS)  impair- 
ments are  often  present  including  hearing,  vi- 
sual, cognitive,  speech  and  language  disorders 
and  seizures.  Children  suspected  of  having  CP 
deserve  an  aggressive  search  for  etiology  and 
associated  CNS  impairments.  Part  I of  this  series 
reviewed  the  classification  and  etiology  of  CP 
and  discussed  important  diagnostic  evaluations. 
Part  II  will  review  clinical  presentations  in  in- 
fancy and  discuss  issues  in  early  intervention. 

Early  identification  of  cerebral  palsy  from  the 
neuromotor  examination  is  very  difficult  in  the 
first  few  weeks  or  months  of  life  in  all  but  a few 
of  the  most  severely  affected  children.  Non- 
specific behavioral  clues  which  may  suggest 
the  possibility  of  cerebral  palsy  in  early  infancy 
include  excessive  lethargy  or  irritability;  a high 
pitched  cry;  poor  head  control;  weak  suck  with 
tongue  thrust,  tonic  bite,  and  oral  hypersensitiv- 
ity; decreased  interest  in  surroundings;  unusual 
posturing;  and  asymmetric  movements.9 

Delays  in  early  gross  motor  milestone  attain- 
ment are  a common  feature  in  children  who  are 
later  diagnosed  with  cerebral  palsy  (CP).  Ob- 
taining a history  of  such  delayed  milestone 
attainment  on  a sequential  basis  serves  a as 
screening  test  for  children  at  risk  for  cerebral 
palsy.8  9 The  child  whose  motor  delay  is  likely  to 
be  caused  by  cerebral  palsy,  however,  experi- 
ences not  only  delays  but  also  deviations  in  the 
process  of  obtaining  motor  control.1-9  Abnor- 
malities in  tone  and  reflex  activity  are  also 
expected.  Identifying  the  infant  or  young  child 
with  cerebral  palsy  therefore  requires  not  only 
recognizing  the  delays  in  milestone  acquisition 
that  usually  occur  but  also  the  deviations  in 
development  of  movement  control  and  the 
presence  of  abnormal  tone  and  reflexes. 

Infant  motor  development  typically  proceeds 


in  an  orderly  fashion  as  primitive  reflexes  inte- 
grate, equilibrium  and  protective  reactions 
emerge,  and  a cranial  to  caudal  progression  of 
movement  control  proceeds.  Other  principles 
in  the  development  of  motor  control  include 
symmetrical  development  (after  4 months  of 
age  as  the  asymmetric  tonic  neck  reflex  or 
"fencing  response"  integrates),  midline  orienta- 
tion, a reciprocal  quality  in  moving  through 
space  (belly  crawling,  crawling  and  walking), 
and  rotation  thorough  the  long  axis  of  the  body 
in  moving  between  planes  (rolling,  moving  into 
and  out  of  sitting).  Also,  for  any  given  skill,  a 
maturation  pattern  occurs.  Some  of  what  we 
recognize  as  movement  patterns  typical  of  the 
child  with  CP  are  seen  briefly  when  the  skill  is 
new  or  as  a variation  in  the  typical  infant. 
Examples  might  include  lack  of  rotation  in  get- 
ting into  sitting  and  "W"  sitting. 

The  abnormal  movement  patterns  in  cere- 
bral palsy  are  fairly  predictable  but  vary  with  the 
type  of  cerebral  palsy.1  The  quality  of  the  abnor- 
mal tone  will  influence  the  pattern  of  abnormal 
movement  or  posturing  as  the  child  attempts  to 
move  despite  an  abnormal  motor  control  sys- 
tem. General  features  characterizing  the  most 
common  forms  (spastic,  dyskinetic  and  mixed 
CP)  are:  1)  persistence  of  primitive  reflexes 
beyond  the  age  they  are  expected  to  integrate, 
2)  delayed  equilibrium  and  protective  reac- 
tions, 3)  abnormal  tone  (spastic,  rigid,  fluctuat- 
ing), 4)  increased  DTR's  (especially  in  spastic 
CP),  and  5)  movement  that  is  asymmetrical  or 
lacks  reciprocal  quality  or  use  of  rotation. 

Those  children  with  ataxic  or  hypotonic  CP 
differ  in  their  presentation  from  children  with 
spastic  or  dyskinetic  forms.  Primitive  reflexes 
for  this  group  may  integrate  at  the  expected 
time  but  equilibrium  and  protective  reactions 
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are  again  late  in  appearance.  Tone  is  low  or  low 
normal  and  deep  tendon  reflexes  are  normal  or 
diminished. Tremor,  truncal  titubation,  dysmetria 
and  true  ataxia  may  be  seen  but  the  effects  of 
hypotonia  on  antigravity  movement  and  pos- 
tures is  also  a prominent  feature.  Unless  the 
CNS  process  itself  is  asymmetrical,  symmetry 
and  reciprocal  quality  of  movement  are  present 
but  rotation  in  sitting,  requiring  sustained  anti- 
gravity control,  is  usually  avoided  in  favor  of 
straight  patterns  of  movement. 

Cerebral  palsy  is  described  as  a "static" 
nonprogressive  encephalopathy  but  the  clini- 
cal presentation  is  not  unchanging  and  the 
clinical  findings  may  evolve  over  time.9  There  is 
often  a hypotonic  phase  even  in  spastic  quad- 
riplegia  and  the  duration  of  this  hypotonic 
phase  is  quite  variable.  Because  of  this  evolu- 
tion of  tone,  children  can  appear  to  "get  worse" 
over  time.  The  initially  hypotonic  child  may 
"progress"  (evolve)  to  have  increased  lower 
extremity  tone,  followed  by  significant  upper 
extremity  hypertonicity  and  bulbar  involvement 
and  manifest  the  full  expression  of  spastic  quad- 
riplegia.  Some  of  this  "progression"  of  disability 
may  be  more  a consequence  of  increased 
expectations  based  on  age  in  the  child  whose 
maturation  of  motor  control  is  problematic  than 
due  to  changes  in  underlying  tone  or  evolution 
of  motor  control  itself.  (This  may  especially  be 
seen  with  oromotor  function  or  in  fine  motor 
control).  Children  with  dyskinesia  may  be  1 2 to 
18  months  of  age  before  fluctuating  increased 
tone,  choreoathetosis  and  dystonic  posturing 
with  attempts  to  move,  position  changes  and 
emotion  are  seen.9  In  mixed  spastic/dyskinetic 
CP,  the  dyskinesia  may  appear  months  after 
spasticity  is  evident  leading  to  an  outcome 
better  than  initially  expected  with  a lower  risk  of 
debilitating  contractures  and  improved  ability 
to  move  about.  In  both  situations  persistence  of 
primitive  reflexes  and  hyper-reflexia  would  be 
expected,  in  conjunction  with  selected  diag- 
nostic evaluations,  to  help  distinguish  between 
the  early  phase  of  hypotonia  in  CP  and  other 
causes  of  hypotonia.  Conversely,  especially  in 
the  pre-term  infant,  early  signs  of  increased 
tone  or  extensor  posturing  may  resolve  repre- 
senting "transient  dystonia"7  or  allowing  the 
child  to  become  indistinguishable  from  peers 
by  24  months  of  age.9  A child  who  appears  to 
be  worsening  even  through  following  the  ex- 
pected evolution  of  CP  also  needs  careful  con- 
sideration and  diagnositc  evaluations  to  rule 
out  truly  progressive  disorders. 


EARLY  INTERVENTION 

One  rational  for  early  identification  of  chil- 
dren with  cerebral  palsy  is  to  offer  early  inter- 
vention. Research  into  benefits  of  specific  com- 
ponents of  intervention,  especially  physical 
therapy  have  not  always  shown  clear  benefits6 
and  controversy  does  exist.  Research  into  spe- 
cific therapies  may  have  failed  to  show  benefit 
due  to  the  methods  used  to  measure  change. 
Most  have  used  group  research  models  and 
measures  that  may  not  detect  functional  change 
over  time  in  patients  with  CP.4,2'3  Research 
protocols  using  single  case  studies  with  the 
subjects  serving  as  their  own  controls  and 
incorporationg  tools  which  detect  change  in 
children  with  CP  (Gross  Motor  Function  Mea- 
sure) have  shown  benefits  of  physical  therapy 
services.2  There  are  certain  principles  of  early 
intervention  where  benefit  has  clearly  been 
defined.  Proven  benefits  include,  for  example: 
1)  team  approaches  are  more  effective  than 
individual  therapies,  2)  the  whole  development 
of  the  child  should  be  considered,  3)  home- 
based  programs  are  more  effective  than  center 
based  programs  for  young  children,  4)  parental 
involvement  in  partnership  with  professionals  is 
essential;  programs  in  which  parental  skills  are 
increased  are  most  effective  and  5)  enrollment 
beginning  early  in  preschool  years  is  better  than 
later  enrollment.5 

In  the  state  of  Nebraska,  children  with  a 
physician  confirmed  diagnosis  of  cerebral  palsy 
are  entitled  to  intervention  services  through 
their  local  public  school  systems  usually  under 
the  category  of  "orthopedically  impaired".  Some 
children  with  multiple  disabilities  may  be  served 
under  the  category  "multiply  handicapped". 
Nebraska  does  not,  however,  authorize  ser- 
vices for  children  with  non-specific  develop- 
mental delay  or  neuromotor  impairment  who 
may  be  "at  risk"  for  CP. 

As  reviewed  above,  cerebral  palsy  is  difficult 
to  diagnose  before  4 to  6 months  of  age  and, 
given  the  usual  patterns  of  evolution  of 
neuromotor  findings,  most  children  are  not 
diagnosed  until  9 to  1 8 months  of  age.  Younger 
"at  risk"  infants  may  benefit  from  services  but  be 
difficult  to  qualify.  It  may  be  tempting  to  apply 
a diagnosis  of  CP  early  on,  even  though  a 
definitive  diagnosis  is  pending.  However,  ap- 
plying the  "label"  of  CP  earlier  than  is  clinically 
prudent  to  qualify  a child  for  school  services 
may  divert  efforts  to  obtain  the  ultimate  diagno- 
sis and  delay  needed  interventions.  Medical 
funding  sources  may  authorize  time  limited  PT 
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and/or  OT;  this  can  provide  therapy  and  benefi- 
cial information  to  parents  on  positioning  and 
handling  techniques  or  stategies  to  address 
specific  gross,  fine  or  oromotor  concerns.  This 
is  often  an  excellent  temporizing  measure  when 
the  diagnosis  is  uncertain.  This  does  not,  how- 
ever, provide  a "whole  child"  approach  as  these 
sources  will  not  fund  educational  services. 

Some  children  in  the  "at  risk"  category  may 
qualify  for  school  services  due  to  an  associated 
disability,  such  as  sensory  impairment,  or  on  the 
basis  of  results  of  studies  performed  in  the 
diagnositc  evaluation.  The  results  of  CNS  imag- 
ing, if  a specific  abnormality  was  defined,  may 
be  used  to  qualify  a child  under  the  category 
"other  health  impaired".  Pre-term  infants  with 
severe  bronchopulmonary  dysplasia  experience 
poor  endurance  sufficient  to  adversely  affect 
developmental  progress  and  may  also  qualify 
as  "other  health  impaired".  These  situations 
require  a physicians  statement  regarding  the 
medical  status  and  its'  impact  on  development. 
The  family  centered  team  approach  to  interven- 
tion provides  access  to  any  necessary  special 
education  or  related  service  regardless  of  the 
specific  verifying  condition. 

In  summary  cerebral  palsy  is  usually  not 
diagnosed  before  4 to  6 months  in  the  full  term 
infant  or  even  later  based  on  corrected  age  in 
the  pre-term  child.  Being  alert  to  risk  factors, 
early  behavioral  clues,  delayed  acquisition  of 
motor  milestones,  abnormalities  in  tone  and 
DTR's  and  deviations  in  the  development  of 
motor  control  will  assist  in  identifying  children 
with  CP.  An  appreciation  for  the  typical  evolu- 
tion of  findings  in  CP  is  also  helpful.  Children 


with  CP  and  those  "at  risk"  can  benefit  from 
comprehensive  early  intervention  and  from 
selected  therapies.  Children  with  possible  CP 
who  can  expect  to  benefit  from  a comprehen- 
sive early  intervention  program  do  not  need  to 
wait  until  they  are  "bad  enough"  to  need  help. 
They  may  have  associated  deficits  also  in  need 
of  support,  specific  medical  problems  which 
impact  development  or  defined  structural  CNS 
abnormalities  which  can  qualify  them  for  early 
intervention  services  through  their  school  sys- 
tems. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  )R.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  Do  HMOs,  PPOs  and  other  managed  care  pro- 
grams report  physician  status  to  the  National 
Practitioner  Data  Bank? 

The  Data  Bank  law  states  that  health  care  entities 
required  to  report  include  "an  entity  that  provides 
health  care  services,  and  engages  in  professional 
review  activity  through  a formal  peer  review  process 
for  the  purpose  of  furthering  quality  health  care,  or  a 
committee  of  that  entity."  § 60.3(b).  Thus,  most  such 
organizations  are  reporting  adverse  decisions  con- 
cerning member  (but  not  applicant)  physicians. 

2.  In  a physician  state  licensure  discipline  proceed- 
ing, what  are  the  respective  roles  of  the  Attorney 
General,  the  Board  of  Examiners  in  Medicine 
and  Surgery  and  the  Director  of  the  Department 
of  Health? 

The  Attorney  General  serves  as  the  "prosecutor" 
representing  the  State  and  makes  the  final  decision 
on  the  filing  of  charges,  with  advice  from  the  Board  of 
Examiners.  The  Director  of  Health  is  the  "judge"  and 
makes  the  determination  as  to  guilt  or  innocence  and 
sets  the  "sentence,"  again,  with  advice  from  the  Board 


of  Examiners  on  the  latter.  The  Director  usually  ap- 
points a hearing  officer  who  presides  at  the  hearing 
and  then  refers  the  matter  to  the  Director  for  his/her 
decision. 

3.  Is  there  an  appeal  from  the  Directors'  decision? 

Yes,  a physician  may  appeal  the  matter  and  have 
another  hearing  before  a Nebraska  District  Court 
Judge. 

4.  Who  from  the  State  can  settle  a case? 

The  Attorney  General,  with  input  from  the  Board 
of  Examiners  and  final  approval  of  the  Director. 


★★★ 

"Ask  a Lawyer"  is  a feature  of  theNebraska  Medical  Journal.  If  you  have 
a legal  question  of  general  interest,  please  write  the  Nebraska  Medical 
Journal.  Answers  to  your  questions  will  be  provided  by  the  Nebraska 
Medical  Association's  legal  counsel,  Cline,  Williams,  Wright,  Johnson  & 
Oldfather,  1 900  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue 
were  provided  by  Charles  M.  Pallesen  Jr.  of  Cline  Williams  Law  Firm. 
Questions  relating  to  specific  detailed  factual  situations  should  continue  to 
be  referred  to  your  own  counsel. 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


CHARLES  E.  HRANAC,  M.D.—  (Born  April  8, 1 91 8-  died  May 
19,  1995)  Medical  Specialty  - Family  Practice.  Doctor 
Hranac  was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 943  and  practiced  in  Cozad  and 
Omaha.  He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Association.  Doctor 
Hranac  is  survived  by  his  wife,  Barbara;  four  sons,  Dr. 
Richard  of  Kearney,  Dr.  Robert  of  Estherville,  I A,  Dr.  Joseph 
of  Lincoln,  and  John  of  Golden,  CO;  and  1 3 grandchildren. 

PAUL  G.  GOETOWSKI,  M.D.—  (Born  August  23, 1 91 5 -died 
April  1 3,  1 995)  Medical  Specialty  - Orthopaedic  Surgery. 
Doctor  Goetowski  was  a graduate  of  the  Creighton  Univer- 
sity School  of  Medicine  in  1 944  and  practiced  in  Lincoln. 
He  was  a member  of  the  Nebraska  Medical  Association 
and  the  American  Medical  Association.  Doctor  Goetowski 
is  survived  by  his  wife,  Marilynn;  son  Dr.  Paul,  Aiken,  SC; 
daughters,  Mary  Jo  Johnsen,  Glenwood,  IA;  Susan  Covolki, 
Lincoln;  sisters  Bertha  Poikonen,  Port  Richey,  Florida,  Alice 
Marien,  Westminster,  MA;  and  1 2 grandchildren. 


RICHARD  E.  DONALDSON,  M.D.  — (Born  September  3, 
1941  - died  March  19,  1995)  Medical  Specialty  - Family 
Practice.  Doctor  Donaldson  was  a graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  and  practiced  in 
North  Platte.  He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Association.  Doctor 
Donaldson  is  survived  by  his  wife,  Dee;  his  daughters  Jill  of 
Omaha  and  Mitz  of  Grand  Island  and  two  stepchildren, 
Boyd  of  Bennett  and  Brenda  of  Grand  Island. 

THEODORE  F.  HUBBARD,  M.D. — (Born  November  1 3, 1 921 
- died  March  7,  1995)  Medical  Specialty  - Cardiology. 
Doctor  Hubbard  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1946  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Association.  Doctor 
Hubbard  is  survived  by  his  wife,  Claire;  a son,  Theordore 
Hubbard,  Jr  of  Omaha;  a daughter,  Dr.  Anne  Hubbard  of 
Philadelphia;  and  one  grandson. 
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ALLIANCE 


Address  to  State  Convention 
April  29th,  1995 

CARMEN  KLEAGER 

NMAA  President 


Rainbows  — Find  a rainbow,  Be  a rain- 
bow. This  is  the  theme  that  I have  chosen  for 
the  coming  year.  It  seems  a bit  unusual,  so 
I'd  like  to  explain  the  meaning  of  it.  Last  year 
at  our  Alliance  convention  in  Chicago,  we 
had  the  opportunity  of  hearing  Maya 
Angelou,  a black  author,  speak.  Maya  talked 
about  her  childhood.  She  grew  up  in  the 
deep  South,  being  very  poor.  She  was  raised 
by  her  grandmother,  after  being  abandoned 
by  her  parents  following  their  divorce.  She 
was  a victim  of  rape  and  incest  at  a very 
early  age.  She  said  that  life  was  very  hard, 
and  that  to  survive  the  difficult  times  then, 
and  also  the  difficult  times  now,  she  finds  a 
rainbow,  something  that  will  help  her.  In  this 
time  of  continued  transition  in  medicine,  it 
is  very  important  that  we  be  there  for  each 
other,  and  that  we  find  our  rainbows  in  each 
other.  As  Dr.  Bacon  and  I talked  about  re- 
cently, we  need  to  celebrate  and  support 
each  other  in  our  medical  communities.  Thus, 
the  first  part  of  the  theme,  "find  a rainbow." 

Maya  then  went  on  to  say  that  sometimes 
we  need  to  be  a rainbow  to  someone  else, 
someone  who  might  need  help  through  a 
difficult  time,  someone  who  needs  some 
support  and  encouragement.  The  health  is- 
sue that  the  Alliance  will  focus  on  for  the 
coming  year  is  that  of  family  violence.  We 
are  considering  several  different  projects 
that  address  family  violence  and  especially 
spouse  abuse.  Dr.  McAfee,  President  of  the 


AMA,  and  the  AMA  have  also  highlighted 
this  and  are  encouraging  each  physician  to 
become  a member  of  the  AMA's  Coalition 
Against  Family  Violence.  This  can  be  accom- 
plished by  ordering  a packet  from  the  AMA 
when  it  becomes  available.  It's  still  very  new. 
The  packet  will  include  materials  to  display 
in  the  office  — a poster  and  a certificate  that 
will  say  that  this  physician  does  belong  to 
the  Coalition  Against  Family  Violence.  The 
packet  will  also  provide  other  resource  ma- 
terial that  can  help  the  physician  and  office 
staff  become  more  comfortable  with  includ- 
ing questions  about  violence  or  abuse  in 
regular  exams.  We  have  learned  that  asking 
a question  is  very  important  because  a vic- 
tim will  rarely  seek  help.  They  will,  however, 
respond,  gratefully,  if  asked,  and,  if  they  feel 
safe.  Alliance  members  may  be  calling  on 
physicians  promoting  this.  So,  physicians, 
be  prepared  to  hear  from  your  spouses. 
Thus,  it  is  hoped  that,  through  our  health 
projects,  we  can  provide  a rainbow  to  some- 
one else,  or  to  several  "someones."  "Be  a 
rainbow." 

Maya  Angelou  closed  her  talk  with  a very 
significant  message  — one  that  is  very  mean- 
ingful. And,  I too,  would  like  to  end  with  that 
same  message.  The  message  is  that  often 
when  you  provide  a rainbow  to  someone 
else,  you  actually  find  your  own  personal 
rainbow  of  happiness  and  contentment.  I 
would  like  it  to  be  a year  of  rainbows. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JULY  22,  1 995  — Heart  Disease  and  the  Athlete: 
Diagnosis,  Screening  and  Evaluation  of  the 
Athlete  with  Heart  Disease,  Henry  Doorly  Zoo, 
Omaha,  NE. 

JULY  26-27,  1995  — Fourth  Annual:  Current 
Concepts  in  Sub-Acute  Care  - Marriott  Hotel, 
Omaha,  NE. 

AUGUST  11-13,  1995  — Family  Medicine  Up- 
date - Cheyenne,  Wyoming. 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
thesiology Conference  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  6, 1 995  — Come  Home  To  Creighton 

- Creighton  University,  Omaha,  NE. 

OCTOBER  1 2-1 5,  1 995  — American  Association 
of  Cardiovascular  and  Pulmonary  Rehabilita- 
tion - Minneapolis  Convention  Center,  Minne- 
apolis, MN. 

NOVEMBER  3-4,  1995  — Day  With  The 
Perinatologist  - Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  1 8, 1 995  - Gastroenterology  Update 

- Marriott  Hotel,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.  D„  Associate  Dean,  Creighton  University  CMP  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

OCTOBER  18-20,  1995  • 13th  Biennial  Great 
Lakes  Regional  Conference  - "Prevention  Strat- 
egies for  Cardiovascular  Diseases",  12  Cat- 
egory I Hours,  Mayo  Medical  Center,  Roches- 
ter, Minnesota.  Fee:  $125. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

TUESDAY-FRIDAY,  JULY  25-28,  1 995  — 2nd  An- 
nual Pan  Pacific  Lymphoma  Conference,  Ritz 
Carlton  Kapalua,  Maui,  Hawaii.  Target  Audi- 
ence: Physicians  and  researchers  interested  in 
the  field  of  Oncology/Hematology.  Fee:  $450. 

SATURDAY,  SEPTEMBER  9, 1 995—  Cancer  Care 
in  the  21st  Century  from  a Primary  Care  Per- 
spective, Eppley  Science  Hall,  UNMC,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care  Phy- 
sicians. Fee:  $20  physicians,  $10  nurses/other 
health  professionals. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$65. 

MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  1 995:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Physicians/ 
others  providing  care  in  the  ER.  Fee:  $750. 

FRIDAY,  OCTOBER  6, 1 995— 3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 

SATURDAY  MORNING,  OCTOBER  13,  1995, 
Genetics  Update  for  Primary  Care  Physcians, 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Primary  Care  Physicians 
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THURSDAY-SUNDAY,  DECEMBER  7-1 0, 1 995- 
Obstetrics  and  Gynecology  Conference,  Bally's, 
Las  Vegas,  Nevada,  Target  Audience:  Primary 
Care  Physicians.  Fee:  $295. 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1 5/96,  $450  after. 

1 1 DAYS,  MARCH  1 8-29, 1 996 — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 

11  DAYS,  APRIL  15-26,  1996  • Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

ANNUAL  SESSION 
APRIL  28-30,  1995 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Frederick  F Paustian,  M.D.,  Omaha  - Chairman;  David  L.  Bacon,  M.D., 
Kearney;  Christopher  C.  Caudill,  M.D.,  Lincoln;  Charles  F.  Damico,  M.D., 
Hastings;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Ronald  W.  Klutman, 
M.D  . Columbus;  David  R.  Little,  M.D.,  Hastings;  Darroll  J.  Loschen,  M.D., 
York;  Richard  H.  Meissner,  M.D.,  Omaha;  Robert  C.  Osborne,  M.D., 
Lincoln;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Scott  A.  Shipman,  Omaha 

The  Board  of  Directors  met  on  five  occasions 
subsequent  to  the  1994  Fall  Session  and  presents  the 
following  report  to  the  House  of  Delegates  for  its 
consideration  and  approval. 

1.  RESOLUTION  #1  (F94)  BYLAWS  AMENDMENT 

TO  ALLOW  V.A.  HOSPITAL  PHYSICIANS  TO 

JOIN  ASSOCIATION  WITHOUT  VALID 

NEBRASKA  LICENSE 

The  House  did  not  adopt  this  resolution  which 
would  have  called  for  a bylaw  amendment  to  permit 
physicians  practicing  in  V.A.  institutions  within  the 
State  of  Nebraska  to  join  the  Association  by  virtue  of 
"any  valid  state  license  to  practice"  so  long  as  their 
primary  station  remains  within  the  state. 

2.  RESOLUTION  #2  (F94)  AMA  LEADERSHIP 

CONFERENCE 

Due  to  conflicting  dates  with  the  1995  NMA  An- 
nual Session,  this  resolution  directed  the  NMA  del- 
egates to  the  AMA  to  propose  to  the  AMA  House  of 
Delegates  that  the  previous  format  of  the  Leadership 
Conference,  as  well  as  the  previous  method  of  select- 
ing a venue  for  such  conference  be  resumed.  The 
House  adopted  this  resolution  which  was  forwarded 
to  the  AMA  House  of  Delegates  for  its  consideration 
in  December  1994.  The  House  referred  the  resolution 
to  the  AMA  Board  of  Trustees  with  the  directive  that 
the  Board  report  back  at  the  June  1 995  session  of  the 
House.  The  date  of  the  1 995  AMA  Leadership  Confer- 
ence was  subsequently  changed  to  March  26-29. 

3.  RESOLUTION  #3  (F94)  MEDICAID  CO-PAY 

This  resolution  proposed  that  the  Association  lobby 
for  repeal  of  the  legislation  which  authorized  the 
Medicaid  co-pay  system.  The  House  adopted  this 
resolution,  noting  that  the  reference  committee  had 
recognized  that,  due  to  the  implementation  of  the 
Medicaid  Managed  Care  Program,  the  resolution  had 
a short-term  value  and  recommended  that  the  Asso- 
ciation not  spend  tremendous  assets  to  repeal  the 
legislation.  The  Board  of  Directors  referred  this  reso- 
lution to  the  Ad-Hoc  Committee  on  Medicaid  Ser- 
vices for  consideration  by  that  group  and  a report 
back  to  the  Board. 

4.  RESOLUTION  #4  (F94)  STATE  & COUNTY 

STRUCTURE 


The  House  of  Delegates  referred  Resolution  #4  to 
the  Board  of  Directors  for  consideration  and  report 
back.  The  resolution  proposed  that  the  Nebraska 
Medical  Association  and  the  component  medical 
societies  identify  and  pursue  process  and  relationship 
changes  that  will  enhance  their  ability  to  serve  their 
member  physicians  and  patients.  No  specific  action 
was  taken  as  the  intent  related  to  NMA  structural 
reorganization  which  is  under  active  study  by  the 
Commission  on  Association  Affairs. 

5.  RESOLUTION  #5  (F94)  PATIENT  PROTECTION  ACT 

The  House  adopted  this  resolution  which  instructed 

that  the  Association  incorporate  the  principles  and 
suitable  language  of  the  American  Medical 
Association's  Patient  Protection  Act  into  new  state 
legislation  that  pertains  to  protection  of  consumer 
choice,  certification  of  managed  care  plans  and  utili- 
zation review  programs,  choice  requirements  for  point 
of  service  plans,  and  choice  of  health  plans  for  enroll- 
ment. The  Association  developed  this  legislation  and 
it  was  introduced  in  the  1995  session  of  the  Nebraska 
Legislature.  The  final  outcome  of  this  legislation  has 
not  been  determined  at  the  time  of  preparation  of  this 
report.  Additional  information  on  this  legislation  ap- 
pears in  the  report  of  the  Commission  on  Legislation 
and  Governmental  Affairs. 

6.  RESOLUTION  #6  (F94)  QUALITY  ADVOCACY 

This  resolution  directed  that  the  Association  edu- 
cate the  physician  members  regarding  quality  im- 
provement including  outcome,  performance,  process 
and  other  measures  such  as  those  developed  by  the 
National  Committee  for  Quality  Assurance.  The  House 
adopted  Resolution  12  in  lieu  of  Resolution  6. 

7.  RESOLUTION  #8  (F94)  DEPARTMENT  OF  SOCIAL 

SERVICES  APPEAL  MECHANISM 

This  resolution  proposed  that  the  Association  study 
the  appeals  mechanism  utilized  by  the  Department  of 
Social  Services  and  the  Sunderbruch  Corporation 
when  doing  pre-certification  and  utilization  review 
for  the  Medicaid  program.  The  resolution  proposed 
that  the  Association  study  the  mechanism  and  in 
consultation  with  the  Department  of  Social  Services 
develop  a more  acceptable  mechanism  for  the  adju- 
dication of  appeals  utilizing  contract  physicians  rather 
than  employed  attorneys  for  the  process.  The  refer- 
ence committee's  recommendation  was  that  the  As- 
sociation communicate  with  the  Sunderbruch  Corpo- 
ration and  the  Department  of  Social  Services  in  an 
effort  to  develop  a better  method  of  communication 
with  physicians  regarding  the  mechanism  of  review  of 
medical  necessity  and  the  process  of  reconsideration 
and  appeals.  The  Board  referred  this  resolution  to  the 
Ad-Hoc  Committee  on  Medicaid  Services  for  its  con- 
sideration. 

8.  RESOLUTION  #9  (F94)  PATIENT  FREEDOM 

OF  CHOICE 

This  resolution  was  not  adopted  as  resolution  #5 
was  adopted  in  lieu  thereof.  This  resolution  called  on 
the  Association  to  continue  to  work  on  reintroduc- 
tion of  patient  freedom  of  choice  legislation  in  the 
1995  Nebraska  Unicameral. 

9.  RESOLUTION  #10  (F94)  PATIENT  PROTECTION  ACT 

The  House  adopted  this  resolution  which  called  on 
the  NMA  Commission  on  Legislation  and  Govern- 
mental Affairs  to  review  the  AMA's  Patient  Protection 
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Act  and  incorporate  it  into  any  state  legislation  that 
pertains  to  managed  health  care  plans.  The  legislation 
was  introduced  by  the  Association  in  the  1995  ses- 
sion of  the  Nebraska  Legislature  and  the  final  legisla- 
tive determination  of  this  action  had  not  been  de- 
cided as  of  the  time  of  the  preparation  of  this  report. 
A more  detailed  explanation  of  the  legislation  is 
carried  in  the  report  of  the  NMA  Commission  on 
Legislation  and  Governmental  Affairs. 

10.  RESOLUTION  #11  (F94)  QUALITY  ASSURANCE 
This  resolution  proposed  that  the  Association  re- 
quest the  Nebraska  Legislature  provide  protections 
and  safeguards  to  physicians  performing  quality  as- 
surance activities  in  non-hospital  settings.  The  House 
referred  the  resolution  to  the  Board  of  Directors  for 
further  consideration.  The  Board  initiated  a study  of 
this  issue  and  as  this  report  is  being  prepared,  input 
on  the  matter  has  been  requested  from  the  American 
Medical  Association  to  ascertain  how  the  matter  has 
been  handled  in  other  states.  The  Board  maintains  a 
concern  that  introduction  of  this  legislation  could 
have  a possible  adverse  affect  on  the  current  statutes 
regarding  quality  assurance  activities  that  exist  in  the 
State  of  Nebraska. 

1 1 . RESOLUTION  #12  (F94)  NATIONAL  COMMITTEE 
FOR  QUALITY  ASSURANCE  (NCQA) 

This  resolution  directed  that  the  Association  edu- 
cate the  members  about  NCQA  requirements  and 
how  they  will  affect  their  office  practice,  and  directed 
that  a resolution  be  provided  to  the  AMA  House  of 
Delegates  instructing  that  it  continue  to  take  a role  in 
modifying  and  monitoring  those  NCQA  protocols 
which  impact  upon  a physician's  practice.  Under  the 
auspices  of  the  NMA  Nebraska  Physician  Organiza- 
tion Advisory  Group,  a representative  of  the  NCQA 
was  invited  to  address  Nebraska  physicians  at  a Feb- 
ruary 16,  1995  seminar.  Secondly,  a resolution  was 
forwarded  to  the  AMA  House  of  Delegates  for  consid- 
eration at  its  December  1994  meeting.  The  AMA 
House  reaffirmed  an  existing  policy  regarding  this 
matter  and  determined  that  the  Board  of  Trustees 
should  submit  a report  on  the  status,  membership, 
authority  and  actions  of  the  National  Committee  for 
Quality  Assurance  at  the  AMA  House  session  in  June 
of  1995  and  annually  thereafter.  Resolution  #12  was 
adopted  in  lieu  of  Resolution  #6. 

12.  RESOLUTION  #14  (F94)  WILLING  PROVIDER 
The  House  revised  and  adopted  this  resolution 

which  instructed  the  NMA  to  forward  a resolution  to 
the  AMA  House  of  Delegates  directing  that  the  Cen- 
ter for  Health  Policy  Research  investigate  the  true 
fiscal  impact  of  patient  freedom  of  choice  of  M.D./ 
D.O.  legislation  and  the  consequences  of  the  loss  of 
continuity  in  the  physician/patient  relationship.  The 
AMA  House  of  Delegates  referred  this  resolution  to 
the  AMA  Board  of  Trustees  for  report  back  to  the 
House  at  its  June  1995  annual  meeting. 

13.  RESOLUTION  #15  (F94)  LIMITED  X-RAY 
SYSTEM  OPERATOR  EDICT 

The  House  adopted  this  resolution  which  called 
on  the  NMA  to  protest  the  action  of  the  Department 
of  Health  regarding  education  requirements  for  lim- 
ited radiographers  which  might  circumvent  the  intent 
of  the  original  legislation  as  passed  by  the  Legislature. 
It  also  called  on  the  Association  to  support  legislation 


which  would  require  the  Department  of  Health  to 
develop  reasonable  education  requirements  which 
would  conform  with  the  previously  adopted  statute. 
The  Association  worked  with  representatives  of  the 
Department  of  Health  and  other  organizations  to 
negotiate  a legislative  proposal  for  consideration  in 
the  1995  session  of  the  Nebraska  Legislature.  A de- 
tailed analysis  of  the  legislation  is  carried  in  the  report 
of  the  NMA  Commission  on  Legislation  and  Govern- 
mental Affairs. 

14.  RESOLUTION  #16  (F94)  NMA  ENDORSEMENT 

OF  THE  COMMISSION  ON  OFFICE 

LABORATORY  ACCREDITATION  (COLA) 

The  House  adopted  this  resolution  which  directed 
that  the  Association  endorse  the  accreditation  for 
physician  office  laboratories  program  of  the  Commis- 
sion on  Office  Laboratory  Accreditation.  The  House 
also  directed  the  Association  publicize  information 
about  COLA,  encouraging  all  physicians  who  own  or 
operate  office  laboratories  to  seek  accreditation 
through  COLA  as  their  peer  review  alternative  to 
CLIA  and  state  licensure.  Information  on  the  resolu- 
tion and  its  recommendations  was  carried  in  the 
NMA  newsletter  published  shortly  after  the  Septem- 
ber 1994  session  of  the  House  of  Delegates. 

15.  RESOLUTION  #17  (F94)  PAYMENT  DENIAL 

EXPLANATION  ON  MEDICARE  BENEFIT 

STATEMENTS 

The  House  adopted  this  resolution  which  in- 
structed the  Association  and  the  American  Medical 
Association  to  lend  their  efforts  to  petition  HCFA  to 
change  wordage  in  the  Medicare  benefits  statements 
from  categorization  as  "medically  unnecessary",  to 
better  reflect  the  fact  that  "while  the  care  may  have 
been  necessary  it  is  not  covered  by  Medicare  or  is 
beyond  the  scope  of  Medicare  coverage".  The  AMA 
House  of  Delegates  amended  and  adopted  the  reso- 
lution directing  that  the  AMA  request  that  HCFA 
instruct  Medicare  carriers  not  to  use  wording  on  the 
Medicare  Explanation  of  Medicare  Benefits  that  is 
inflammatory  and  misleading  but  rather  use  language 
that  accurately  reflects  the  reason  for  the  denial.  The 
second  portion  of  the  resolution  instructed  that  the 
AMA  should  transmit  a copy  of  the  resolution  to  all 
carrier  advisory  committees  and  urge  them  to  seek 
this  change  through  HCFA. 

16.  RESOLUTION  #18  (F94)  AIDS  TREATMENT 

AND  REIMBURSEMENT  PLAN 

This  resolution  directed  that  the  Association  con- 
sult with  the  State  Health  Department  and  the  Depart- 
ment of  Social  Services  regarding  the  advisability  of 
developing  a network  of  treatment  centers  for  AIDS 
patients  and  provide  for  adequate  reimbursement 
rather  than  the  current  per  diem  rates  mechanism. 
The  NMA  Task  Force  on  AIDS  considered  this  resolu- 
tion and  is  recommending  that,  due  to  the  changing 
methods  used  in  treating  AIDS  patients,  that  the 
preferable  approach  is  to  provide  a network  of  physi- 
cians available  as  resources  either  for  questions  and 
advice  or  actual  transfer  of  patients.  In  the  near  future 
the  task  force  plans  to  publish  the  list  of  Association 
members  willing  to  serve  in  this  resource  capacity 
and  to  provide  an  article  to  the  Nebraska  Medical 
lournal  for  publication. 

17.  NMA  BLUE  CROSS/BLUE  SHIELD  GROUP 

HEALTH  INSURANCE  PLAN 
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The  Board  approved  and  implemented  a settle- 
ment agreement  with  Nebraska  Blue  Cross/Blue  Shield 
which  took  affect  on  January  28,  1993.  The  settle- 
ment agreement  with  the  Association's  group  health 
insurance  carrier  provides  that  the  Association  is  and 
will  be  involved  in  decisions  regarding  how  any  ex- 
cess premiums  will  be  dispersed  following  the  comple- 
tion of  a plan  year.  At  the  completion  of  the  Septem- 
ber 30,  1994,  plan/contract  year,  an  exceptionally 
favorable  claim  experience  provided  a net  settlement 
amount  of  $540,948.  The  Board  determined  that  all 
physicians  participating  in  the  plan  be  provided  a one 
month  premium  holiday  which  took  place  in  March  of 
this  year.  The  Board  also  determined  that  Blue  Cross/ 
Blue  Shield's  PPO  Nebraska  coverage  should  be  added 
as  an  additional  coverage  option  for  Association 
members,  their  families  and  their  staffs.  Also,  the  Rx 
Nebraska  Prescription  Drug  Card  has  been  added  to 
our  package  of  coverages.  In  April,  Blue  Cross  and 
Blue  Shield  of  Nebraska  is  scheduled  to  send  informa- 
tion regarding  the  changes  in  the  NMA  insurance 
plans  to  presently  insured  groups.  Association  mem- 
bers not  currently  covered  under  the  plan  are  encour- 
aged to  consider  coverage.  Information  can  be  ob- 
tained from  the  Association  office. 

18.  MEDICAL  DISCIPLINARY  CASE 

INSURANCE  COVERAGE 

The  Board  studied  the  issue  of  recommending  a 
physician  discipline  insurance  policy  to  Association 
members.  It  was  determined  that  this  issue  should  be 
explored  in  depth.  It  was  found  that  the  primary 
professional  liability  insurance  carriers  offering  cover- 
age in  Nebraska  do  not  currently  offer  this  type 
coverage;  however,  one  carrier  providing  professional 
liability  coverage  to  a single  specialty  in  Nebraska  did 
provide  such  coverage.  The  Board  referred  this  matter 
to  the  Ad-Hoc  Committee  on  Professional  Liability  for 
discussion  and  recommendation  back  to  the  Board. 

19.  SUBPOENAS  FOR  MEDICAL  RECORDS 

The  Board  has  continued  to  address  the  issue  of 
the  reimbursement  level  and  processes  utilized  in  the 
provision  of  medical  records  as  the  result  of  a sub- 
poena. The  Executive  Committee  of  the  Board  held  a 
meeting  with  representatives  of  the  Committee  on 
Judicial  Procedure  of  the  Nebraska  Bar  Association, 
4/6/95,  for  purposes  of  discussing  the  matter  in 
detail.  A recommendation  is  now  being  made  to  the 
leadership  of  the  NBA  and  NMA  to  update  the  medi- 
cal-legal interprofessional  code  which  will  include 
guidelines  for  reimbursement  of  medical  records  re- 
quests and  subpoenas.  A combined  medical-legal 
committee  is  being  proposed. 

20.  UNMC  NURSE  PRACTITIONER  REQUEST 

The  Board  received  a communication  from  the 
UNMC  College  of  Nursing  which  requested  the  Asso- 
ciation assist  in  seeking  out  the  names  of  clinical 
preceptors  in  the  Lincoln  and  Omaha  area  who  would 
be  willing  to  work  with  nurse  practitioners  who  plan 
to  become  faculty.  The  Board  referred  the  issue  to  the 
Metro  Omaha  Medical  Society,  the  Lancaster  County 
Medical  Society,  and  to  the  Nebraska  Academy  of 
Family  Physicians  for  their  consideration.  NMA  Presi- 
dent Frederick  F.  Paustian,  M.D.,  met  with  UNMC 
College  of  Nursing  representatives  and  suggested 
that  the  preceptees  might  be  better  trained  in  a rural 
setting  as  a major  reason  for  educating  nurse  practi- 


tioners is  to  have  them  practice  in  underserved  rural 
areas. 

21.  ANNUAL  AUDIT 

The  Association  finished  1994  with  a general  fund 
balance  of  $1 1 1 ,851 . The  reserve  fund  of  the  Associa- 
tion decreased  in  value  by  1.46%  during  calendar 
year  1994  due  to  the  fluctuation  in  the  investment 
market.  The  Board  has  considered  this  matter  in  detail 
and  attributes  this  situation  to  the  economy,  recog- 
nizing that  this  is  a matter  which  should  correct  itself 
during  1995,  and  indeed  it  has.  The  Board  requested 
an  analysis  of  the  situation  by  Gofen  and  Glossberg, 
the  investment  agency  utilized  by  the  Association. 
The  analysis  has  been  received  and  will  be  considered 
by  the  Board  at  its  April  meeting. 

Membership  dues  are  the  primary  source  of  in- 
come for  the  Association  and  the  Board  continually 
monitors  the  membership  situation  in  considerable 
detail.  The  Association  also  generates  supplemental 
income  from  administrative  fees  from  Association 
endorsed  products  and  from  support  services  that  are 
provided  to  various  specialty  groups  and  organiza- 
tions. The  Board  continues  to  encourage  Association 
members  to  take  advantage  of  endorsed  products 
and  services  such  as  the  Bartling  & Hinkle,  P.C. 
collection  services,  the  Blue  Cross/Blue  Shield  group 
health  insurance  coverages,  cellular  phones,  elec- 
tronic pagers,  office  phone  systems,  fax  machines, 
and  the  Physicians'  Directory  listing  as  it  appear  in  the 
Nebraska  Medical  lournal.  The  Association  also  en- 
dorses the  Visa  Gold  personal  card  under  the  aus- 
pices of  the  FirsTier  Bank,  N.A.,  and  the  NMA  Visa 
Corporate/Business  card. 

The  Board  continually  monitors  the  financial  situ- 
ation of  the  Association  and  will  provide  updated 
information  in  future  reports  to  the  House  of  Del- 
egates. 

22.  MEMBERSHIP 

The  Nebraska  Medical  Association  finished  1994 
with  a total  membership  of  1,929.  Our  dues-paying 
membership  continues  to  increase  and  the  Board 
appreciates  the  support  and  continuing  participation 
of  our  member  physicians.  The  Board  also  appreci- 
ates the  membership  recruitment  efforts  of  the  county 
medical  societies  and  requests  that  members  of  the 
House  of  Delegates  maintain  an  active  role  in  encour- 
aging non-members  to  join  the  Association. 

Officers  of  the  Association  are  finalizing  a one-on- 
one  membership  recruitment  project  which  is  being 
implemented  in  selected  areas  of  the  state.  The  mecha- 
nism and  the  process  are  being  tested  in  various 
locations  with  the  thought  that  the  effort  will  be 
refined  and  expanded  to  additional  areas  of  the  state 
in  coming  months. 

The  chairman  of  the  Board  and  NMA  staff  have 
been  meeting  with  student  and  house  staff  represen- 
tatives to  discuss  expansion  of  membership  solicita- 
tion efforts  and  mechanisms. 

A detailed  report  presenting  various  membership 
statistics  will  be  presented  at  the  Fall  Session. 

23.  LIFE  AND  ASSOCIATE  MEMBERSHIP  REQUESTS 

During  the  1994  Fall  Session  of  the  House  of 

Delegates,  a question  arose  as  to  whether  or  not 
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some  members  of  the  Association  had  gone  unrecog- 
nized for  these  membership  categories  due  to  the  fact 
that  some  local  medical  societies  may  have  become 
inactive.  A list  of  retired  physicians  who  have  no 
membership  category  was  prepared  and  reviewed  by 
the  NMA,  the  Metro  Omaha  Medical  Society  and  the 
Lancaster  County  Medical  Society.  It  was  noted  that 
there  were  very  few  former  active  members  who  had 
retired  and  did  not  now  hold  an  Associate  or  Life 
Membership  category.  Some  former  active  members 
who  had  retired  were  provided  information  on  subse- 
quent membership  classifications  and  opted  not  to 
proceed  with  one  of  the  retired  member  categories. 
Contact  has  and  is  being  made  with  former  members 
who  might  still  have  an  interest  in  a membership 
category. 

24.  TIMOTHY  A.  BURD,  STUDENT  CHAPTER 
BOARD  REPRESENTATIVE 

The  Nebraska  Medical  Association's  student  chap- 
ters at  the  University  of  Nebraska  College  of  Medi- 
cine and  the  Creighton  University  School  of  Medicine 
nominated  Tim  Burd  to  serve  as  the  student  chapter 
representative  on  the  NMA  Board  for  the  upcoming 
year.  The  Board  accepted  the  nomination  and  wel- 
comes Tim  Burd  to  the  Board  as  the  student  represen- 
tative. The  Board  adopted  a motion  commending 
Scott  Shipman  for  his  service  and  dedication  on  the 
Board  as  the  first  student  member  to  serve  in  that 
capacity.  It  is  the  Board's  opinion  that  Scott  set  an 
excellent  example  of  a student  representative  on  the 
Board  of  Directors. 

25.  COMMISSION  ON  MEDICAL  SOCIO-ECONOMICS 
The  Executive  Committee  of  the  Board  recom- 
mended and  the  Board  concurred  that  a Commission 
on  Medical  Socio-economics  be  added  to  the  com- 
mission structure  of  the  Association.  This  subject  area 
has  been  of  increasing  importance  to  the  Association 
over  the  past  several  years  and  consequently,  we  feel 
that  a formal  commission  should  be  structured.  The 
committees  and  subject  areas  under  this  commission 
would  include  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  and  Medical  Delivery  Systems  and  its  Health 
Plan  Technical  Advisory  Committee,  the  PRO  Over- 
view Committee  and  its  Grievance  Committee,  the 
Ad-Hoc  Committee  on  Medicaid  Services,  the  Ad- 
Hoc  Committee  Re:  Medicare,  and  the  Nebraska 
Physician  Organization  Advisory  Group.  It  is  recom- 
mended to  the  House  that  the  Commission  on  Medi- 
cal Socio-economics  be  authorized  and  that  appropri- 
ate bylaw  wordage  be  prepared  for  consideration  at 
the  1995  Fall  Session  of  the  House  of  Delegates. 

26.  CONFLICT  OF  INTEREST  STATEMENT 

The  Board  studied  the  question  of  whether  it 
should  develop  a conflict  of  interest  position  to  serve 
as  a guideline  for  the  Board  during  its  deliberations. 
The  following  NMA  Board  of  Directors  Conflict  of 
Interest  Guideline  was  formulated,  approved  by  the 
Board  12/14/94,  and  is  presented  for  information: 

"When  there  is  a perceived  conflict  of  interest, 
each  member  of  the  Board  will  provide  verbal 
disclosure  as  to  what  that  conflict  is  and  the 
Board  of  Directors  will,  by  vote,  determine 
participation  of  that  member  relative  to  that 
specific  action  in  both  discussion  and  voting." 


27.  LONG  RANGE  PLANNING 

The  Board  considered  whether  or  not  it  should 
have  a specific  retreat  for  purposes  of  long  range 
planning.  The  Board  determined  that  a long  range 
planning  retreat  should  take  place  and  it  should  be 
scheduled  during  the  summer  of  1 995.  It  was  thought 
the  numerous  forces  which  are  impacting  the  prac- 
tice of  medicine  and  interphysician  relationships  ne- 
cessitate carefully  considered  long  range  planning. 
The  results  of  the  effort  will  be  reported  to  the  mem- 
bers of  the  Association. 

28.  JOB  SPECIFICATIONS 

The  Board  has  implemented  an  action  whereby 
job  specifications/responsibilities  for  NMA  officers, 
Board  members,  chairholders,  and  Executive  Staff 
members  should  be  documented.  In  addition,  the 
Board  decided  that  performance  expectations  should 
be  established  as  a part  of  this  activity.  The  activity  is 
currently  in  the  development  stage  and  will  be  com- 
pleted in  coming  months. 

29.  EXPANSION  OF  CHIROPRACTIC  SCOPE 

OF  PRACTICE 

The  chiropractic  scope  of  practice  has  been  sig- 
nificantly expanded  by  the  Department  of  Health 
following  a favorable,  permissive  opinion  by  the  State 
Attorney  General.  There  are  two  methods  of  chal- 
lenge which  could  be  undertaken,  legal  or  legislative 
action.  The  Board  is  studying  whether  to  challenge 
the  scope  expansion  and,  if  so,  which  would  be  the 
most  effective  method  of  reversing  the  Department  of 
Health  action. 

30.  NOMINATIONS  AND  APPOINTMENTS 

• LR  467  STUDY  GROUP  ON  GENETIC  TESTING 

The  Board  recommended  Michael  A.  Schmidt, 

M.D.,  Lincoln,  and  Ruth  Purtilo,  M.D.,  Omaha,  as 
nominees  to  serve  on  a study  committee  on  genetic 
testing.  The  names  were  subsequently  submitted  to 
the  Nebraska  Legislature's  Health  and  Human  Ser- 
vices Committee. 

• HCFA'S  PRACTICING  PHYSICIAN  ADVISORY 
COUNCIL 

Ronald  W.  Klutman,  M.D.,  Columbus,  was  nomi- 
nated by  the  Association  to  serve  on  the  Health  Care 
Financing  Administration's  Practicing  Physician  Advi- 
sory Council.  Several  organizations  including  the 
American  Medical  Association  and  the  American 
Academy  of  Family  Physicians,  as  well  as  members  of 
Nebraska's  Congressional  Delegation,  wrote  letters 
of  support  regarding  the  nomination. 

• BOARD  OF  ADVANCED  EMERGENCY 
MEDICAL  CARE 

The  Board  nominated  Doak  P.  Doolittle,  M.D., 
Holdrege,  for  an  additional  term  on  the  Board  of 
Advanced  Emergency  Medical  Care. 

• BOARD  OF  HEARING  AND  INSTRUMENT 
DISPENSERS  AND  FITTERS 

The  Board  nominated  Albert  P.  Olson  II,  M.D., 
Omaha,  to  serve  an  additional  term  on  the  Board  of 
Hearing  and  Instrument  Dispensers  and  Fitters. 

• BOARD  OF  EXAMINERS  IN  MEDICINE 
AND  SURGERY 
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The  Board  nominated  Gordon  Adams,  M.D.,  Norfolk, 
for  appointment  to  the  Board  of  Examiners  in  Medi- 
cine and  Surgery. 

SPECIAL  NOTE:  The  Association  is  periodically 
invited  to  provide  a nominee  for  a position.  The  Board 
encourages  members  who  are  interested  in  serving 
on  state  boards  and  committees  of  various  groups 
inside  and  outside  of  state  government  to  inform  the 
Association  office  of  their  willingness  to  serve. 

The  Board  of  Directors  presents  this  report  to  the 
House  of  Delegates  for  adoption,  and  stands  ready  to 
consider  items  which  may  be  referred  to  the  Board 
during  the  Annual  Session. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  AMA  House  of  Delegates  met  in  Honolulu  on 
4-7  December  1994,  and  considered  190  resolutions 
and  92  Board  and  Council  reports  on  topics  affecting 
medical  practice  and  the  public  health  of  the  Ameri- 
can people.  There  were  413  delegates  seated,  repre- 
senting every  state  and  virtually  every  national  medi- 
cal specialty  society. 

NEBRASKA  RESOLUTIONS 

Four  resolutions  submitted  by  the  NMA  delegation 
were  considered  by  the  AMA  House  of  Delegates. 

The  first  resolution  asked  that  the  AMA  continue  to 
take  a role  in  modifying  and  monitoring  those  Na- 
tional Committee  for  Quality  Assurance  (NCQA)  pro- 
tocols which  impact  upon  a physician's  practice.  The 
House  reaffirmed  existing  policy  in  this  regard  and 
determined  that  the  AMA  Board  should  submit  a 
report  on  the  status,  membership,  authority,  and  ac- 
tions of  the  NCQA  at  the  AMA  Annual  Session  on 
1995,  and  annually  thereafter. 

The  House  amended  and  adopted  an  NMA  resolu- 
tion directing  that  the  AMA  request  that  HCFA  in- 
struct Medicare  carriers  not  to  use  pejorative  word- 
ing on  the  Medicare  Explanation  of  Medicare  Benefits 
(EOMB).  The  second  portion  of  this  resolution  in- 
structed the  AMA  to  transmit  a copy  of  this  resolution 
to  all  Carrier  Advisory  Committees  and  urge  them  to 
seek  this  change  through  HCFA. 

The  third  resolution  asked  that  the  AMA  investi- 
gate the  true  fiscal  impact  of  patient  freedom  of 
choice  of  physician  legislation  and  the  consequences 
of  the  loss  of  continuity  in  the  physician-patient  rela- 
tionship. This  resolution  was  referred  to  the  AMA 
Board  of  Trustees  for  report  back  to  the  House  at  the 
1995  Annual  Meeting. 

The  fourth  resolution  asked  that  the  AMA  Board 
revert  to  the  previous  format  for  the  AMA  National 
Leadership  Conference,  as  well  as  utilization  of  the 
previous  method  of  selecting  a site  for  this  confer- 
ence. The  NMA's  concern  was  that,  not  only  were 
many  state  societies  adversely  impacted  by  this  change, 
but  the  combining  of  the  Leadership  Conference  and 
the  Washington,  D.C.  lobbying  effort  had  the  poten- 
tial of  weakening  both  endeavors.  The  House  referred 
this  resolution  to  the  Board  with  a directive  that  they 
report  back  at  the  1995  Annual  Session  in  June. 

MANAGED  CARE  AND  THE  AMA'S 
PRIVATE  SECTOR  INITIATIVE 

The  House  approved  a report  of  the  Board  that 
described  current  trends  in  managed  care;  summa- 
rized risks  and  opportunities  for  physicians  and  pa- 


tients; and  presented  a detailed  AMA  strategy  for 
managed  care  and  the  private  sector.  This  report 
emphasized  the  principles  of  professionalism,  patient 
and  physician  autonomy,  patient  and  physician  rights, 
and  practical  assistance  to  physicians. 

The  House  also  adopted  a resolution  calling  on  the 
AMA  to  undertake  or  continue  to  support  (at  the 
federal  and  state  level)  the  "Patient  Protection  Act", 
identify  and  publish  those  cost  factors  contributing  to 
the  escalation  of  health  care  costs  with  particular 
attention  to  patient  responsibility  and  administrative 
costs;  support  state  and  county  efforts  on  behalf  of 
member  physicians  deselected  by  managed  care  plans 
for  other  than  quality  reasons;  investigate  and  publi- 
cize the  ways  managed  care  can  be  involved  in 
education,  training,  and  research;  and  evaluate  the 
impact  of  managed  care  plans  on  medical  care  quality 
and  medical  ethics,  and  identify  those  practices  that 
adversely  affect  the  delivery  of  quality  health  care 
services. 

The  House  also  adopted  policies  pertaining  to 
managed  care  reflecting  the  issues  of  financial  incen- 
tives, post-operative  services,  pediatric  subspecialists, 
board  certification,  residents,  medical  consensus, 
physician/patient  decision-making,  physician  contracts 
and  services,  patient  education,  and  population-based 
practices.  The  NMA  delegates  will  be  happy  to  re- 
spond to  any  specific  questions  about  these  areas  of 
health  care  reform. 

HEALTH  CARE  REFORM 

The  AMA  Board  submitted  a report  that  presented 
an  update  on  AMA  efforts  to  advance  its  health 
system  reform  policy  and  goals.  It  included  recom- 
mendations and  objectives  for  1995.  The  House 
adopted  the  following  recommendations: 

1.  That  the  AMA  continue  to  vigorously  pursue 
with  Congress  and  the  Administration  the 
strengthening  of  the  AMA's  health  care  system 
for  the  benefit  of  all  patients  and  physicians  by 
advocating  policies  that  put  patients  and  the 
patient/physician  relationship,  at  the  forefront. 

2.  That  the  AMA  seek  an  incremental  approach  to 
health  system  reform. 

3.  The  central  focus  of  the  AMA's  reform  cam- 
paigns in  1995  be  the  Patient  Protective  Act. 

4.  That  the  AMA  reaffirm  the  profession's  historic 
commitment  to  public  health,  public  service, 
and  to  providing  care  to  those  in  need. 

5.  That  the  AMA  continue  to  fight  for  adequate 
funding  for  federal  health  care  programs. 

6.  That  the  AMA  reaffirm  policy  which  calls  on  the 
AMA  to  continue  to  provide  meaningful  assis- 
tance on  state  health  care  reform  matters  to 
state  medical  societies. 

OTHER  ISSUES 

The  House  also  considered  initiatives  considering 
employer  control  of  health  insurance  choices,  repeal 
of  the  McCarran-Ferguson  Act,  state  health  care  re- 
form, antibiotic  usage  of  bacterial  resistance,  control 
of  E.  coli  infection,  Weekly  Reader  influence  on 
children's  attitudes  about  smoking,  among  many  other 
sweeping  issues. 

The  House  commended  the  Board  and  the  EVP  on 
the  1995  Plan  and  Budget.  These  officials  presented 


July  1995 


Nebraska  Medical  Journal  187 


new  strategic  directions  for  the  AMA  at  the  opening 
of  the  House  and  also  reported  on  the  new  organiza- 
tional activities  designed  to  address  these  new  direc- 
tions and  the  allocation  of  resources  needed  to  achieve 
these  goals.  Consolidated  operating  revenues  are 
budgeted  at  SI 99  million  and  consolidated  operating 
expenses,  including  income  taxes,  at  $196.8  million, 
leaving  the  AMA  with  budgeted  revenues  in  excess  of 
expenses  of  $2.2  million. 

The  NMA  Delegates  to  the  AMA  continue  to  enjoy 
the  confidence  expressed  in  them  by  the  NMA  House 
of  Delegates,  and  will  be  happy  to  respond  to  any 
questions  or  concerns  by  any  member  of  the  House. 
The  Delegates  would  particularly  welcome  any  input 
from  the  membership  regarding  the  function  of  the 
AMA  House  or  the  issues  considered  therein. 

Respectfully  submitted, 

D.J.  Loschen,  M.D. 

REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

As  you  may  have  read  or  heard,  61%  of  the  Class 
of  1995  matched  in  primary  care  residencies.  This  is 
a significant  increase  over  the  44%  in  the  1994 
match.  We  attribute  this  rise  to  the  efforts  of  the 
faculty  in  fostering  primary  care  in  the  new  curricu- 
lum and  to  the  changing  health  care  environment. 

The  College  of  Medicine  faculty  recently  voted  to 
make  a passing  grade  on  the  USMLE  1 examination 
(formerly  the  National  Board  Part  1 exam)  a require- 
ment for  graduation.  The  USMLE  exam  is  now  the 
only  path  to  licensure.  I anticipate  that  we  will  soon 
require  a passing  grade  on  the  USMLE  2 for  gradua- 
tion as  well.  Until  now,  it  was  not  a College  of 
Medicine  requirement  to  take  the  USMLE  even  though 
most  students  did  sit  for  the  exam  while  in  medical 
school. 

Approximately  nine  months  ago.  I appointed  a 
Task  Force  to  review  and  update  the  Promotion  and 
Tenure  Guidelines.  The  proposed  new  guidelines, 
which  are  now  under  consideration,  facilitate  recog- 
nition of  the  contributions  of  the  clinician-educator 
more  than  in  the  past.  This  approach  is  more  in  line 
with  current  reality  in  academic  medicine. 

I am  pleased  to  announce  that  Dr.  Keith  Mueller  of 
the  Department  of  Preventative  and  Societal  Medi- 
cine has  received  a sizeable  federal  grant  from  the 
Agency  of  Health  Care  Policy  and  Research  to  create 
a Program  of  Rural  Health  Demonstration  Activities  in 
collaboration  with  the  University  of  Iowa  and  the 
Offices  of  Rural  Health  in  Iowa  and  Nebraska.  Keith 
is  nationally  recognized  for  his  expertise  in  rural 
health  care  policy  and  a consultant  in  national  rural 
health  policy  development. 

The  College  of  Medicine  recently  completed  its 
strategic  plan,  a year-long  effort  of  the  faculty.  In 
addition  to  its  emphasis  on  excellence  in  education, 
the  plan  targets  cross-disciplinary  programs  in  primary 
care,  cancer,  transplantation,  cardiovascular  sciences 
and  neurosciences.  It  also  focuses  on  goals  and 
strategies  for  enhancing  customer  satisfaction,  fac- 
ulty reward  and  recognition,  and  diversity  within  the 
faculty  and  staff.  We  are  now  moving  forward  to  plan 
the  implementation  of  priorities  within  the  plan. 


I am  pleased  to  announce  the  appointment  of  the 
following  Deans:  Mary  Haven,  Associate  Dean  for  the 
School  of  Allied  Health  Professions  (effective  January 
1,  1995);  James  Linder,  M.D.,  Associate  Dean  for 
Academic  and  Faculty  Affairs  (effective  July  1);  Jeff 
Hill,  M.D.,  Assistant  Dean  for  Admissions  (effective 
July  1),  and  John  Windle,  M.D.,  Assistant  Dean  for 
Continuing  Medical  Education  (effective  January  1, 
1995). 

My  best  wishes  for  a successful  spring  meeting. 

Respectfully  submitted, 
Harold  M.  Maurer,  M.D. 
Dean 

College  of  Medicine 
University  of  Nebraska 
Medical  Center 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL  STUDENT 
CHAPTER,  UNMC 

The  primary  objectives  of  the  Nebraska  Medical 
Association-Medical  Student  Chapter  (NMA-MSC)  are 
to  implement  programs  which  expose  its  members  to 
the  various  aspects  of  organized  medicine  and  to 
actively  serve  the  community.  Throughout  this  past 
year  we  have  sought  to  actively  expand  on  the  suc- 
cesses and  accomplishments  of  years  previous  in 
meeting  these  objectives. 

We  have  also  strived  to  increase  medical  student 
involvement,  particularly  in  the  third  and  fourth  years. 
Four  third  year  medical  students  served  in  executive 
positions,  and  several  others  were  actively  involved  in 
various  chapter  projects  throughout  the  year.  Further, 
stipulations  of  two  new  positions  created  last  year, 
Medical  Student  Representative  to  the  NMA  Board  of 
Directors  and  NMA-MSC  State  Chairperson,  require 
students  in  these  positions  to  be  in  their  third  or 
fourth  year.  Liesl  Goering  was  elected  NMA-MSC 
State  Chairperson  for  1995. 

NMA-MSC  (UNMC)  members  continue  to  be  ac- 
tive at  the  national  level  as  well.  In  the  past  year 
sufficient  funding  was  secured  from  the  NMA,  AMA, 
and  several  departments  at  UNMC  for  our  chapter  to 
be  represented  at  the  1994  AMA  Annual  and  Interim 
Meetings.  The  Annual  Meeting  in  Chicago  was  at- 
tended by  both  AMA  delegates  and  twelve  non- 
voting participants.  The  Interim  Meeting  in  Honolulu 
was  attended  by  both  AMA  delegates  and  ten  non- 
voting participants.  AMA  Delegates  Liesl  Goering 
and  Ashok  Gupta  submitted  two  resolutions  on  behalf 
of  the  chapter.  Jeff  Hannel  served  on  one  of  the 
Reference  Committees.  Scott  Shipman  served  as  AMA 
Student  Representative  to  the  Liaison  Committee  on 
Medical  Education. 

NMA-MSC  (UNMC)  organized  a panel  of  speakers 
to  discuss  health  care  reform  with  UNMC  students 
and  faculty.  We  also  presented  the  seventh  biennial 
Residency  Symposium,  designed  to  aid  students  in 
the  process  of  interviewing  and  applying  for  residen- 
cies. The  program  attracted  over  250  students  from 
UNMC  and  Creighton.  The  UNMC  and  Creighton 
chapters  held  joint  meetings  featuring  congressional 
candidates  from  the  2nd  District. 
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Our  chapter  continues  to  serve  the  community  as 
well.  In  conjunction  with  the  UNMC  Fitness  Center, 
we  again  sponsored  the  "UNMC  Run  for  the  Hills",  the 
proceeds  of  which  went  to  Multiple  Sclerosis.  Several 
groups  of  students  participated  in  a series  of 
vaccinization  clinics  for  the  elderly  through  the  Red 
Cross  this  past  fall.  We  have  continued  to  participate 
in  the  litter  control  "Adopt-a-Highway"  project  for  a 
stretch  of  Highway  275  outside  of  Valley,  NE.  Over  80 
medical  students  were  involved  in  the  Youth  Out- 
reach Program,  designed  to  deliver  an  anti-smoking, 
anti-drug  message  to  Metro  area  school  children. 

NMA-MSC  (UNMC)  was  again  fortunate  to  have 
student  representatives  attend  commission  meetings 
of  the  NMA  and  report  back  to  our  chapter,  thus 
allowing  the  students  a close-up  view  of  organized 
medicine  in  the  state.  Similar  representation  was 
arranged  for  each  of  the  Metro  Omaha  Medical 
Society's  committees.  NMA-MSC  (UNMC)  members 
were  also  involved  with  UNMC  Perinatal  Program, 
which  matches  students  with  pregnant  patients  in 
underserved  areas  of  the  community.  The  students 
accompany  their  patients  to  all  prenatal  exams,  and 
are  present  for  the  delivery  of  the  child. 

We  are  indebted  to  the  Nebraska  Medical  Associa- 
tion for  its  continued  support  and  guidance  of  the 
student  chapter.  This  dedication  to  tomorrow's  physi- 
cians serves  the  profession  and  the  community  well, 
now  and  in  the  future. 

Respectfully  submitted, 

Michael  P.  Clare 

President,  NMA-MSC  (UNMC) 

REPORT  OF  THE  BOARD  OF 
EXAMINERS  IN  MEDICINE  & SURGERY 

1 994  was  a year  of  change  for  the  Board  of  Examiners 
and  I would  like  to  iterate  some  of  the  more  important 
alterations  with  the  board  and  its  function  and  review 
some  of  its  activities  with  you. 

First  of  all,  Dr.  Robert  Harry  decided  against  a second 
term  and  Dr.  Larry  Toalson  resigned  secondary  to  health 
concerns,  and  finally  Jack  Donaldson,  our  lay  member, 
finished  his  two  terms  and  rotated  off  the  board.  To  fill 
their  vacancies,  Dr.  John  Reed  of  Lincoln  and  Dr.  Cordon 
Adams  of  Norfolk  were  nominated  by  the  Nebraska 
Medical  Association.  Kay  Kayla,  a teacher  from  York, 
Nebraska  and  Marie  Martinez,  who  is  from  Omaha  and 
works  for  Hyatt  Hotels,  have  filled  Jack  Donaldson's  seat 
and  an  additional  lay  seat  that  was  formed  by  a new 
statute. 

From  the  legal  perspective,  besides  the  second  lay 
person  that  was  added  to  the  board,  the  grounds  for 
discipline  were  changed  to  include  a pattern  of  negli- 
gence as  opposed  to  previous  statutes  that  require  gross 
negligence  for  licensure  sanctioning.  Unprofessional 
conduct  statute  was  changed  to  include  prescribing 
controlled  substances  to  one  self  or,  except  in  an  emer- 
gency, to  spouse  or  child.  And,  of  course,  you  are 
probably  aware  of  the  self  reporting  statute  under  which 
we  received  no  complaints  that  I am  aware  of  so  far. 

In  1994  there  were  220  complaints  logged  against 
M.D.s  and  D.O.s  and  94  of  those  complaints  were  opened 
for  investigation.  80  investigations  were  completed  and 


21  actions  were  taken.  The  actions  included  eight  peti- 
tions resulting  in  disciplinary  action,  five  assurance  of 
compliance  agreements,  and  eight  letters  of  concern. 
The  latter  two  categories  are  nondisciplinary  and  are  not 
a matter  of  public  record,  however,  are  placed  in  the 
licensee's  disciplinary  file. 

As  you  may  have  been  aware,  there  has  been  a recent 
reorganization  of  the  Department  of  Health  which  I do 
not  believe  will  radically  change  the  function  of  the 
Board  of  Examiners  although  the  responsibilities  of  some 
of  the  staff  members  will  probably  change  and  the  chain 
of  command  in  the  Department  of  the  Investigators  has 
been  altered  somewhat.  All  in  all,  I do  not  believe  the 
reorganization  will  adversely  affect  the  board's  activity 
at  all  and  hopefully  will  be  a money  saving  structural 
change  that  adds  efficiency  to  the  Department  of  Health 
in  general. 

Although  our  mandate  at  the  board  is  to  protect  the 
citizens  of  the  state  of  Nebraska,  we  continue  to  attempt 
to  do  that  in  a fashion  that  does  not  disrupt  the  profes- 
sional lives  of  any  of  our  colleagues  unnecessarily.  In 
these  times  of  media  scrutiny,  free  communication  be- 
tween the  Medical  Association  and  other  physician  pro- 
fessional organizations  in  the  state  and  the  Board  of 
Examiners,  is  both  necessary  and  welcomed.  If  the  asso- 
ciation or  its  individual  members  have  concerns,  we  on 
the  board  welcome  the  opportunity  to  communicate 
individually  or  as  a group. 

Respectfully  submitted, 

William  A.  Shiffermiller,  M.D. 

Chairman 

REPORT  OF  THE  STATE 
DEPARTMENT  OF  HEALTH 

Governor's  State  Of  The  State  Address 

The  theme  of  Governor  Nelson's  State  of  the  State 
Address  in  January  was  changing  the  face  of  govern- 
ment by  promoting  efficiency  and  flexibility.  As  part  of 
his  Government  Efficiency  Package,  the  governor  is 
requiring  agency  directors  to  find  efficiencies  and 
savings  in  their  budgets. 

One  proposed  streamlining  initiative  is  the  cre- 
ation of  the  Health  Policy  Project  to  identify,  coordi- 
nate and  consolidate  health  care  programs  currently 
scattered  among  several  health-related  agencies  to 
ensure  Nebraskans  effective,  comprehensive  and  af- 
fordable health  care.  This  project  will  oversee  the 
development  of  health  care  policy,  and  advise  the 
Governor  on  health  care  policy,  planning  and  man- 
agement. State  agency  directors,  under  the  direction 
of  Lt.  Governor  Kim  Robak,  will  work  to  realign  state 
health  and  human  services  agencies  to  make  them 
more  efficient  and  responsive. 

In  his  speech,  the  Governor  said  that  "the  citizens 
of  Nebraska  deserve  to  be  healthy.  We  must  be 
healthy  to  be  productive.  And  we  must  be  productive 
to  be  prosperous.  Even  though  we  have  come  far  in 
providing  more  health  care  options,  some  Nebras- 
kans may  still  be  unable  to  get  health  care.  We  will 
work  this  year  to  make  health  care  more  accessible  by 
making  government  health  care  programs  more  efficient." 

Reorganization  Of  The  Department  Of  Health 

The  Department  of  Health  has  begun  the  process 
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of  implementing  a plan  for  reorganizing  the  agency  to 
streamline  its  operations  and  make  it  more  efficient 
and  responsive  to  the  public  health  needs  of  Nebraskans. 

The  reorganization  is  a product  of  the  Process 
Improvement  Program  which  was  initiated  in  August 
1993.  The  process  examined  ways  to  improve  the 
Department's  effectiveness  and  to  enable  it  to  re- 
spond effectively  to  the  changing  environment  of 
public  health.  The  project  involved  a review  and 
assessment  of  department  programs  and  associated 
work  processes  to  identify  the  most  promising  oppor- 
tunities for  improvement. 

The  reorganization  plan  reduces  the  number  of 
management  positions  and  redirects  resources  to  key 
department  initiatives.  It  also  consolidates  support 
services  within  the  department  and  groups  programs 
in  a manner  that  allows  them  to  focus  on  the 
department's  essential  activities:  health  systems  plan- 
ning and  evaluation,  professional  and  occupational 
licensure,  environmental  health,  and  health  promo- 
tion and  disease  prevention. 

Reducing  the  number  of  management  positions 
will  enable  decisions  to  be  made  more  quickly  and 
clients  served  more  effectively.  The  money  saved  by 
the  reorganization  will  be  put  back  into  programs  so 
that  more  services  can  be  provided  with  the  same 
resources.  The  primary  goal  of  the  restructuring  has 
been  to  enable  the  Department  to  work  more  effi- 
ciently. 

Public  Health  Week 

The  Nebraska  Department  of  Health  observed  its 
first  Public  Health  Week  this  year  to  promote  aware- 
ness and  appreciation  of  the  important  role  public 
health  plays  in  the  well-being  of  Nebraskans.  Gover- 
nor Nelson  signed  a proclamation  declaring  the  week 
of  April  3-9  as  the  state's  Public  Health  Week. 

Many  public  health  organizations,  with  the  sup- 
port of  the  Association  of  State  and  Territorial  Health 
Officials  and  the  U.S.  Public  Health  Service,  have 
planned  events  and  releases  of  information  to  coin- 
cide with  this  observance.  The  Nebraska  Department 
of  Health  participated  with  an  informational  display, 
a cholesterol  screening  at  the  State  Capitol  Building, 
and  news  releases.  Local  health  departments  and 
community  action  agencies  also  participated  in  events 
to  promote  awareness  of  public  health. 

I want  to  take  this  opportunity  to  say  thank  you  to 
the  Nebraska  Medical  Association  and  Nebraska  phy- 
sicians for  their  continuous  support  of  public  health 
efforts. 

Priorities  For  Maternal  And  Child  Health 

The  Maternal  and  Child  Health  Division,  with  the 
assistance  of  the  Maternal  and  Child  Health  Advisory 
Committee,  has  determined  its  priorities  for  Title  V 
block  grant  funding  for  the  next  five  years.  The  Priori- 
ties are  based  on  the  "Healthy  People  2000:  National 
Health  Promotion  and  Disease  Prevention  Objec- 
tives." The  chosen  priorities  are: 

1 ) Increase  to  at  least  90  percent  the  proportion  of 
all  pregnant  women  who  receive  prenatal  care  in  the 
first  trimester  of  pregnancy. 

2)  Increase  to  at  least  95  percent  the  proportion  of 


children  eligible  for  the  Early  Periodic  Screening  Diag- 
nosis and  Treatment  Program  (EPSDT)  who  participate 
in  the  full  range  of  EPSDT  services,  including  physical 
health,  mental  health,  oral  health,  vision  and  hearing, 
all  periodic  screening  as  recommended  by  the  Ameri- 
can Academy  of  Pediatrics,  any  indicated  interperiodic 
screening,  and  all  needed  diagnosis  and  treatment. 

3)  Reduce  pregnancies  among  girls  aged  17  and 
younger  to  no  more  than  50  per  1,000  adolescents. 

4)  Establish  a statewide  network  of  comprehen- 
sive, community-based  health  care  systems  that  serve 
women  of  reproductive  age,  infants,  children,  adoles- 
cents, and  children  with  special  health  care  needs;  the 
systems  will  assure  family-centered,  culturally-compe- 
tent,  coordinated  services. 

Many  of  the  programs  supported  by  Title  V of  the 
Social  Security  Act  serve  the  Medicaid  population. 
With  the  advent  of  the  Nebraska  Medicaid  Managed 
Care  Plan,  other  funding  and  services  will  be  affected, 
in  particular  Maternal  and  Child  Health  Block  Grant 
funds.  Because  there  is  a need  to  understand  more 
completely  the  impact  that  managed  care  will  have  on 
current  services  provided  through  Title  V,  the  Depart- 
ment of  Health  has  decided  to  delay  funding  of  new 
grant  projects  until  January  1,  1996.  Currently  funded 
projects  have  the  opportunity  to  continue  to  receive 
Title  V support  from  July  1,  1995,  through  December 
31,  1995  by  submitting  a revised  work  plan  for  addi- 
tional funding. 

PHHS  Block  Grant  Award 

The  Preventive  Health  and  Health  Services  block 
grant  available  for  FY95  will  be  $2,668,167,  an  in- 
crease of  $13,221  for  the  current  year.  This  grant 
focuses  on  the  accomplishments  of  selected  objec- 
tives from  Healthy  People  2000:  National  Health  Pro- 
motion and  Disease  Prevention  Objectives,  as  well  as 
emergency  medical  services  and  data  collection  for 
program  evaluation.  The  priorities  for  use  of  the  FY1 995 
funds  were  developed  with  input  from  the  Nebraska 
Preventive  Health  Advisory  Committee  and  from  the 
public.  The  Department  of  Health  has  submitted  to  the 
Centers  for  Disease  Control  and  Prevention  a plan  for 
the  use  of  those  funds.  The  selected  objectives  are: 
educational  and  community-based  services,  emergency 
medical  services,  heart  disease  and  stroke,  sexually 
transmitted  diseases,  violent  and  abusive  behavior, 
unintentional  injuries,  cancer,  surveillance  and  data 
systems,  and  HIV  infection.  The  current  funding  cycle 
has  been  extended  until  December  31,  1995. 

Office  Of  Rural  Health  Receives  Grants 

The  Department's  Office  of  Rural  Health  has  re- 
ceived grant  funds  from  the  Robert  Wood  Johnson 
Foundation  and  the  Health  Care  Financing  Adminis- 
tration (HCFA)  of  the  U.S.  Department  of  Health  and 
Human  Services. 

The  Robert  Wood  Johnson  Foundation's  grant  award 
is  $801,000  for  a period  of  three  years.  One  of  the 
major  goals  is  to  continue  developing  multi-county 
integrated  service  delivery  networks  in  the  Panhandle, 
south-central,  southwest,  and  central  areas.  These 
networks  will  focus  on  linking  primary  care  and  pre- 
ventive services  and  developing  relationships  with 
other  health  care  providers. 

The  Robert  Wood  Johnson  Foundation  also  awarded 


190  Nebraska  Medical  Journal  July  1995 


a $100,000  grant  to  the  Department  as  part  of  its 
"State  Initiatives  in  Health  Care  Reform."  This  funding 
will  be  used  to  study  the  potential  merits  of  medical 
savings  accounts,  to  explore  the  creation  of  voluntary 
health  purchasing  cooperatives,  and  to  further  de- 
velop health  data  systems. 

The  grant  from  HCFA,  of  approximately  $229,000 
will  be  used  to  develop  three  additional  multi-county 
networks  in  other  areas  of  the  state.  These  areas  will 
be  selected  on  a competitive  basis  by  a statewide 
committee.  These  networks  will  receive  in-depth  tech- 
nical assistance.  Part  of  the  grant  will  be  used  to 
develop  guidelines  for  referring  patients  from  the 
primary  care  physician  to  other  specialists  and  provi- 
sions for  the  return  of  referred  patients  back  to  their 
communities. 

Community  Health  Services  Plan 

The  Department  has  developed  a proposal  for  the 
design  and  implementation  of  a system  of  community 
health  services  for  the  state.  The  plan  calls  for  the 
establishment  of  a regional  community  health  services 
administrator  within  each  of  six  health  planning  re- 
gions. With  the  assistance  of  a regional  advisory 
committee  and  an  internal  steering  committee,  an 
annual  health  plan  will  be  developed  for  each  region. 

Department  staff  have  been  meeting  with  repre- 
sentatives from  community  action  agencies,  rural 
hospitals,  and  county  health  departments  to  identify 
common  goals  in  public  health  for  Nebraska.  These 
"partners  in  public  health"  have  been  very  receptive  to 
discussions  about  strengthening  linkages  between 
public  health  and  primary  care  providers,  and  using 
community  needs  assessment  as  the  basis  for  the 
development  of  a sustainable  community  health  sys- 
tem. These  discussions  are  continuing  and  will  be 
very  helpful  in  carrying  out  the  Community  Health 
Services  Plan. 

Two  Grants  Awarded  For  Public  Health  Projects 

The  Department  of  Health  has  made  two  commu- 
nity health  planning  grants  to  projects  to  examine  the 
public  health  needs  of  residents  and  develop  options 
for  meeting  those  needs.  Central  Nebraska  Commu- 
nity Services  in  Loup  City  and  Columbus  Community 
Hospital  in  Columbus  have  each  received  $30,000 
from  the  federal  Preventive  Health  and  Health  Ser- 
vices block  grant  administered  by  the  department. 

The  funding  will  enable  the  recipients  to  collect 
data  about  the  health  status  and  behaviors  of  the 
people  in  the  areas  they  serve,  assess  their  needs,  and 
evaluate  available  resources.  The  recipients  will  work 
with  citizens  and  community  leaders  to  determine 
what  additional  resources  are  needed  to  improve  the 
health  of  their  communities  and  to  consider  a range 
of  public  health  services  that  might  be  made  available, 
including  the  feasibility  of  establishing  a local  health 
department  to  serve  as  a provider  and  coordinator  of 
local  health  promotion  and  prevention  services.  The 
Nebraska  Department  of  Health  will  provide  techni- 
cal assistance  in  developing  and  carrying  out  the 
projects. 

Hantavirus 

The  Department's  office  of  medical  entomology 
has  confirmed  the  presence  of  hantavirus  infection  in 
small  rodents  in  Nebraska.  A sampling  of  rodents, 


primarily  field  mice,  from  five  counties  found  that 
approximately  four  percent  tested  positive  for  the  Sin 
Nombre  virus  and  five  percent  showed  reactivity  to 
the  Seoul  virus.  The  Sin  Nombre  virus  has  been 
referred  to  as  the  "Four  Corner's"  strain  because  of  its 
connection  to  a cluster  of  cases  in  the  southwestern 
U.S.  This  is  the  strain  responsible  for  95  human  cases 
confirmed  in  20  states  as  of  November  2,  1994.  Fifty- 
two  percent  of  the  cases  have  resulted  in  death. 

Rodents  were  tested  from  Nemaha,  Lancaster, 
Hall,  Kearney,  and  Scotts  Bluff  counties.  With  the 
exception  of  Hall  County,  rodents  collected  in  all  the 
other  counties  were  found  to  be  carrying  the  Sin 
Nombre  virus. 

Humans  get  infected  with  hantavirus  most  often  by 
inhalation  of  airborne  virus  particles  associated  with 
rodent  saliva,  urine  or  feces.  Person-to-person  trans- 
mission does  not  occur.  The  first  symptoms  are  flu-like 
and  appear  two  to  three  weeks  after  infection  with 
the  virus.  They  include  fever,  muscle  and  body  aches, 
chills,  cough,  headaches,  nausea  or  vomiting,  diar- 
rhea, and  fatigue.  The  illness  usually  advances  rapidly 
to  respiratory  failure.  Human  cases  have  not  yet  been 
confirmed  in  Nebraska. 

HIV/AIDS 

There  were  96  cases  of  AIDS  reported  to  the 
Nebraska  Department  of  Health  last  year,  compared 
to  190  reported  in  1993,  the  year  the  case  definition 
was  expanded  to  include  four  additional  indicator 
conditions.  The  new  cases  bring  to  587  the  total 
number  of  cases  of  AIDS  reported  in  the  state  since 
the  first  case  in  1 983.  New  requirements  for  reporting 
HIV  infection  will  likely  result  in  earlier  detection  of 
additional  AIDS  cases. 

The  breakdown  for  1994: 


AGE  GENDER 

CASES  PER  YEAR 

Under  1 3 1 Male  88 

1983 

1 

13-19  0 Female  8 

1984 

2 

20-29  17 

1985 

7 

30-39  47 

1986 

10 

40-49  23 

1987 

24 

Over  50  8 

1988 

51 

1989 

35 

EXPOSURE  CATEGORY 

1990 

58 

Men  who  have  sex  with  men 

57 

1991 

63 

Injecting  drug  use 

10 

1992 

60 

Men  who  have  sex  with  men 

1993 

180 

and  use  injecting  drugs 

1 1 

1994 

96 

Treatment  of  hemophilia 

3 

Heterosexual  contact 

8 

Total 

587 

Transfusion 

2 

Undetermined 

4 

Mother  at  risk 

1 

RACE 

White  71 

Black  19 

Hispanic  2 

Asian/PI  0 

Native  Am.  4 

HIV  Estimates 

The  HIV/AIDS  Program  has  modified  its  method 
for  estimating  the  prevalence  of  HIV  infection  in  the 
state,  based  on  methods  supplied  by  the  federal  Cen- 
ters for  Disease  Control  and  Prevention.  The  current 
estimate  of  HIV-infected  persons  in  Nebraska  in  1994 
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is  approximately  1200,  compared  to  the  previous 
estimate  of  4,000  to  5,000  which  was  derived  from  a 
crude  factor  based  on  the  national  number  of  AIDS 
cases  and  the  estimate  of  nationwide  HIV  prevalence. 
The  new  estimate  is  based  on  a better  understanding 
of  the  progression  of  HIV-infection  to  AIDS. 

Abortion  Statistics 

The  1994  Nebraska  Statistical  Report  of  Abortions 
was  released  earlier  this  year  as  required  by  statute. 
The  number  of  abortions  performed  in  1994  in  the 
state  dropped  three  percent  from  the  previous  year  to 
5,486.  The  ratio  of  abortions  to  live  births  dropped 
from  234.6  abortions  for  every  1,000  live  births  in 
1993  to  229.3  last  year. 

Medicaid  Managed  Care 

The  Medicaid  Managed  Care  Commission  met  in 
February  for  the  first  time  since  last  May  and  plans  to 
meet  on  a monthly  basis  before  the  implementation 
date  of  July  1.  The  Commission  will  evaluate  perfor- 
mance standards  by  which  to  evaluate  the  accessibil- 
ity, quality,  and  cost  of  Medicaid  managed  care. 

The  15-member  commission,  comprised  of  state, 
health  care,  insurance,  and  business  representatives, 
was  created  by  LB  816,  passed  during  the  1993 
Legislative  Session.  The  legislation  provides  that  the 
commission  will  evaluate  the  managed  care  system  as 
to  its  health  care  outcomes  and  cost-effectiveness. 

Chronic  Renal  Disease  Program 

The  Chronic  Renal  Disease  Program  has  increased 
the  amount  of  reimbursement  paid  for  each  renal- 
related  charge  for  eligible  patients  to  100  percent  of 
the  approved  amount.  Since  the  beginning  of  this 
fiscal  year,  the  program  has  been  paying  only  50 
percent  because  of  concerns  about  the  sufficiency  of 
funding  to  last  through  the  fiscal  period.  The  Chronic 
Renal  Disease  Program  provides  financial  assistance 
to  low-income  persons  for  dialysis,  kidney  transplant 
drugs  and  related  expenses. 

State  Immunization  Initiative 

The  Immunizations  Program  has  ordered  vaccine 
from  a federal  supplier  with  state  funding  provided  last 
year  by  LB  1223  as  a supplement  to  the  federal 
vaccine  program.  LB  1223  established  a statewide 
program  to  immunize  Nebraska  children  by  providing 
vaccine  without  cost  to  private  physicians'  offices.  The 
vaccine  will  be  sent  directly  from  the  supplier  to 
Nebraska  physicians  who  agree  to  participate  in  the 
program.  Providers  may  charge  an  administration  fee 
but  may  not  charge  for  the  vaccine.  Letters  have  been 
sent  to  primary  care  providers  inviting  them  to  partici- 
pate in  the  program. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 


REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC. 

During  the  1995  Annual  Session,  the  Foundation 
will  once  again  present  two  scholarship  checks.  One 


student  from  the  University  of  Nebraska  College  of 
Medicine  and  one  student  from  the  Creighton  Uni- 
versity School  of  Medicine  will  each  receive  a $3,000 
scholarship.  The  initial  $1,500  payment  will  be  pro- 
vided to  each  of  the  two  students  when  they  have 
completed  a written  report  of  their  activity  and  it  has 
been  received  by  the  Foundation. 

The  Nebraska  Medical  Foundation  C.A.  McWhorter, 
M.D.,  Memorial  Scholarship  will  also  be  presented 
during  this  Annual  Session.  This  is  an  annual  scholar- 
ship to  a student  enrolled  in  medicine  at  the  Univer- 
sity of  Nebraska  College  of  Medicine.  The  amount  of 
the  scholarship  for  1995  is  $1,000. 

The  Nebraska  Medical  Foundation  Frank  H.  Tan- 
ner, M.D.,  Memorial  Scholarship  in  the  amount  of 
$1,000  will  be  presented  during  this  Annual  Session. 
This  scholarship  alternates  annually  between  the 
Creighton  University  School  of  Medicine  and  the 
University  of  Nebraska  College  of  Medicine.  The 
1995  scholarship  will  be  presented  to  a Creighton 
University  School  of  Medicine  medical  student. 

Two  Nebraska  Medical  Foundation/Lancaster 
County  Medical  Alliance  Foundation  scholarships  will 
be  awarded  during  this  Annual  Session.  These  schol- 
arships were  established  as  a result  of  financial  con- 
tributions from  the  members  of  the  Lancaster  County 
Medical  Alliance  Foundation.  The  two  $1,000  schol- 
arships will  be  awarded  to  students  from  Lancaster 
County  enrolled  in  medicine  at  the  University  of 
Nebraska  College  of  Medicine. 

The  Board  of  Directors  has  finalized  the  criteria  for 
the  Nebraska  Medical  Foundation  H.  Bernice  Shanklin 
Memorial  Scholarship  and  the  initial  $1,000  scholar- 
ship will  be  awarded  during  this  Annual  Session.  Ms. 
Shanklin's  estate  has  provided  sufficient  funds  to 
allow  the  earnings  on  the  fund  to  provide  this  schol- 
arship in  her  memory  on  an  annual  basis. 

All  scholarships  will  be  awarded  during  the  House 
of  Delegates'  session  on  Sunday,  April  30. 

The  Nebraska  Cancer  Registry  Program  continues 
to  operate  under  the  auspices  of  the  Foundation 
through  an  agreement  with  the  Nebraska  Department 
of  Health  and  the  Howard  Hunt  Tumor  Registry/ 
Methodist  Hospital.  F.  William  Karrer,  M.D.,  who 
chairs  the  NMA  Ad-Hoc  Committee  on  Tumor  Regis- 
try, along  with  his  committee,  continue  to  deserve  a 
great  deal  of  credit  for  carrying  out  this  important 
activity. 

The  current  balance  of  outstanding  loans  in  the 
Foundation's  medical  student  loan  program  is 
$76,155.97. 

The  Foundation  is  pleased  to  report  that  physicians 
contributed  $7,895.00  during  the  past  year.  In  addi- 
tion, $3,093.01  was  contributed  by  and  through  the 
efforts  of  the  Nebraska  Medical  Association  Alliance. 
Each  year  the  Alliance  has  a contest  regarding  the 
contributions  to  the  Nebraska  Medical  Foundation 
provided  by  county  medical  society  alliances.  The 
total  contribution  winner  for  the  past  year  is  recog- 
nized as  is  the  highest  per  capita/per  member  contri- 
bution winner.  The  Nebraska  Medical  Foundation  is 
most  appreciative  of  the  contributions  and  support 
shown  by  Association  and  Alliance  members. 

Respectfully  submitted, 

John  H.  Casey,  M.D.  President 
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REPORT  OF  THE  REPRESENTATIVE 
TO  THE  AMA  LEADERSHIP  CONFERENCE 

I had  the  distinct  honor  and  privilege  of  being 
sponsored  to  attend  the  1995  American  Medical 
Association  National  Leadership  Conference,  this  year 
set  in  Washington,  D.C.  While  at  first  I was  not 
overwhelmingly  excited  at  the  prospect  of  going  to 
such  a conference,  this  has  probably  proven  to  be  one 
of  the  most  enjoyable  experiences  with  organized 
medicine  that  I have  participated  in  to  date.  The 
following  narrative  was  a brief  summary  of  my  activi- 
ties and  involvement  with  the  conference.  In  addition, 
I have  provided  some  insight  into  my  overall  assess- 
ment of  the  conference  and  its  impact. 

The  conference  was  divided  into  a series  of  large 
group  presentations  in  the  main  ballroom,  and  then 
several  "breakout1'  sessions  and  various  other  areas. 
The  smaller  breakout  sessions  were  very  informative, 
and  lended  insight  into  many  various  aspects  of 
current  trends  in  medicine.  The  large  group  presenta- 
tions included  an  excellent  list  of  presenters,  several 
of  whom  are  very  notable,  active,  and  powerful  within 
the  current  legislative  body. 

Negotiation  skills  was  the  theme  of  one  of  the 
small  group  sessions,  and  this  focused  on  trust  and 
compromise  as  essential  ingredients  to  accomplish- 
ing results.  The  thrust  of  the  discussion  focused  on 
negotiation  skills,  but  obviously  applied  the  current 
situation  with  managed  care  organizations  and  vari- 
ous other  applications  in  which  the  physicians  finds 
himself  involved  more  frequently.  Keeping  an  open 
mind,  listening  to  the  other  parties'  standpoints  and 
reserving  judgements  from  the  outset  are  all  key 
ingredients  to  developing  a good  negotiating  rela- 
tionship. This  was  an  informative  session. 

I was  able  to  catch  a portion  of  the  interview  skills 
update,  by  a presenter  who  has  apparently  been  here 
in  Lincoln  previously.  She  did  a very  admirable  job 
with  regards  to  discussing  the  physician's  standpoint 
in  an  interview  process,  and  in  defending  several  of 
the  most  commonly  attacked  physicians.  She  empha- 
sized preparation  in  any  given  situation.  Another 
focal  point  for  take  off  on  discussion  was  with  regards 
to  caps  being  placed  upon  reimbursements.  She  of- 
fered the  philosophy  that  this  stance  places  the  dollar 
first  before  the  patient.  In  regards  to  income,  she 
stated  vehemently  that  acknowledging  this  fact  will 
basically  make  the  issue  go  away  in  any  given  conver- 
sation or  discussion.  She  further  emphasized  the  fact 
that  9%  of  the  health  care  dollar  is  actually  what  is 
allotted  to  physicians.  She  also  emphasized  the  fact 
that  physicians  earn  the  income  based  upon  their 
time  and  involvement.  She  again  emphasized  the  fact 
not  to  defend  the  issue,  but  simply  to  acknowledge  it. 

A separate  session  on  health  care  legislation  up- 
date was  informative.  A significant  amount  of  work 
and  effort  has  gone  into  a liability  cap,  and  a great 
amount  of  effort  from  the  American  Medical  Associa- 
tion in  working  with  Congress  has  produced  results  in 
the  House  on  this  issue.  Another  important  issue  in 
this  same  session  was  the  discussion  of  medical  sav- 
ings accounts.  Further  legislation  and  discussion  on 
that  topic  is  pending.  Later  in  the  general  sessions, 
Mr.  Gingrich  did  discuss  this  as  well,  and  stated  that 
it  has  a strong  possibility  for  passage. 


The  Informatics  Session  discussed  the  available  on 
line  services  including  MedLine,  Grateful  Med,  The 
Visible  Human  Project,  and  applications  through  the 
Internet.  Many  changes  in  the  way  in  which  we 
practice,  receive  CME  credits,  and  obtain  consulta- 
tions, are  all  pending  with  further  involvement  of 
computers  with  medicine. 

The  general  sessions  included  presentations  by 
Mrs.  Jeane  Kirkpatrick,  the  former  U.S.  Ambassador  to 
The  United  Nations.  She  is  a very  powerful  and 
energetic  speaker,  and  it  was  a delight  to  listen  to  her. 
Some  of  her  major  points  focused  on  the  changes 
which  have  occurred  internationally  this  century.  This 
includes  the  failure  of  collectivism  in  such  forms  as 
fascism,  communism,  and  socialism.  Conditions  un- 
der socialism  have  become  obviously  poor,  and  those 
systems  have  failed  on  that  basis.  She  finds  it  some- 
how cruelly  ironic  that  at  this  point  in  time  the  United 
States,  the  leader  of  the  free  market  system  in  the 
world,  is  now  trying  to  take  a giant  step  backwards 
and  socialize  the  management  of  medicine.  She  feels 
that  this  will  lead  to  pollutionization  of  the  system  and 
ultimate  failure.  She  also  states  that  within  a bureau- 
cracy, even  very  good  people  will  lose  sight  of  a goal 
due  to  the  time  of  dealing  with  bureaucratic  aspects. 
Solutions  to  the  current  problems  with  our  medical 
system  must  not  remove  the  freedoms,  and  must  not 
have  bureaucracy.  A solution  which  includes  salaries, 
caps,  rules  and  bureaus  will  ultimately  lead  to  de- 
creased quality. 

Several  speakers  addressed  the  aspects  of  vio- 
lence in  America.  This  included  Donna  Shalala,  the 
current  Secretary  of  Health  and  Human  Services. 
These  discussions  focused  on  what  we  as  physicians 
can  do  to  help  prevent  violence,  and  also  to  ulti- 
mately reduce  the  cost  of  health  care  in  our  society. 
This  is  a very  important  aspect  of  preventative  medi- 
cine. 

I found  the  very  most  energetic  speaker  of  the 
entire  program  to  be  The  Honorable  Mr.  Newt 
Gingrich.  Mr.  Gingrich  is  very  outspoken  in  his  views, 
and  first  focused  on  several  points  of  pending  legisla- 
tion and  his  feelings  as  to  how  some  of  the  health  care 
reform  must  be  accomplished.  He  addressed  the 
issue  of  medical  savings  accounts,  and  their  potential 
future  impact.  He  felt  it  was  an  absolute  necessity  to 
eliminate  pre-existing  conditions  for  insurance  cover- 
age. The  transformation  of  the  welfare  system  is  a 
debatable  topic  with  much  input  currently  from  Capi- 
tol Hill.  Reform,  however,  must  be  accomplished.  His 
overwhelming  point  with  regards  to  the  current  trends 
is  that  any  bureaucracy  is  inefficient.  He  also  states 
that  it  is  profoundly  wrong  not  to  have  a choice. 
Maintaining  the  freedom  of  choice  within  our  current 
system  is  of  paramount  necessity.  He  pointed  out 
several  very  important  dates  including  1997  where 
the  interest  on  the  debt  will  exceed  the  military 
budget.  At  its  current  rate,  Medicare  will  run  out  of 
funds  by  the  year  2003.  The  baby  boomers  will  begin 
to  retire  by  2008.  These  dates  loom  ever  closer  on  the 
horizon,  and  major  changes  need  to  be  accomplished 
in  order  to  anticipate  those  upcoming  major  events. 
His  other  major  point  concerns  that  fact  that  we 
cannot  have  an  irresponsible  free  society.  Extending 
a helping  hand  is  a very  important  thing  to  do,  but 
those  receiving  the  help  must  be  willing  to  do  their 
part  as  well.  Simply  providing  a hand  out  in  whatever 
form,  is  not  a solution  to  the  problems  that  exist. 
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By  and  large,  this  was  an  exceptional  conference. 
I was  most  impressed  at  the  assembled  body  of 
presenters,  but  even  more  so  with  the  authority  and 
respect  with  which  the  American  Medical  Associa- 
tion was  treated  and  addressed  by  these  people. 
Clearly,  the  American  Medical  Association  is  a strong 
entity,  with  a strong  agenda.  The  involvement  of 
various  states,  various  individuals,  and  all  of  the  mem- 
bers of  the  American  Medical  Association  collec- 
tively, have  a significant  impact  on  legislation,  and 
more  importantly,  on  how  our  future  can  be  shaped. 
This  is  probably  the  overwhelming  most  important 
message  with  which  I came  away  from  the  confer- 
ence in  Washington,  D.C.  These  decisions,  their  im- 
pact on  our  current  practice,  and  indeed  our  future 
practice,  are  able  to  be  shaped  and  determined  by 
our  involvement.  Before  this  conference,  I felt  that 
many  of  these  decisions  were  out  of  my  hands,  and 
that  no  matter  what  I felt  or  desired,  the  fate  was 
sealed  and  decisions  would  be  made  without  my 
input.  This  is  clearly  not  the  case.  If  anyone  has  a 
desire  or  an  interest  in  how  the  future  of  medicine  will 
be  shaped,  then  their  active  participation  and  involve- 
ment within  organizations  such  as  the  American 
Medical  Association,  the  Nebraska  Medical  Associa- 
tion, and  indeed  the  local  county  medical  associa- 
tions, is  extremely  important.  I cannot  emphasize  that 
point  enough.  Individual  voices  can  be  heard,  and 
much  more  significantly,  when  those  voices  are  raised 
together  through  vehicles  such  as  the  American  Medi- 
cal Association,  then  those  voices  will  be  heard. 

In  closing,  I want  to  thank  the  Nebraska  Medical 
Association  again  for  the  opportunity  to  be  present  at 
this  conference.  It  was  indeed  an  eye  opening  expe- 
rience for  me,  and  hopefully  the  start  of  a long  and 
active  involvement  through  the  rest  of  my  career. 

Respectfully  submitted, 

R.  Michael  Norris,  M.D. 


REPORT  OF  THE  NEBRASKA 
DEPARTMENT  OF  SOCIAL  SERVICES 

The  Nebraska  Department  of  Social  Services  is 
pleased  to  submit  this  report  to  the  Nebraska  Medical 
Association  for  review  at  the  April  1995  meeting  of 
the  Board  of  Councilors  and  House  of  Delegates. 
While  the  primary  focus  of  the  report  will  be  on  the 
Nebraska  Medicaid  Program,  the  Department  would 
also  like  to  offer  additional  information  related  to 
current  activities  within  the  Department  of  Social 
Services. 

MEDICAID  BUDGET 

The  following  testimony  regarding  the  status  of  the 
Medicaid  budget  was  delivered  to  the  1995  Legisla- 
ture Appropriations  Committee  on  March  14,  1995. 

The  Department  eliminated  the  coverage  of  Care- 
taker Relatives  in  a time  of  extreme  budget  shortfall 
and  increasing  Medicaid  expenditures  in  FY  1993. 

Other  administrative  actions  were  taken  to  save 
state  Medicaid  funding  and  the  Legislature  passed  a 
package  of  Medicaid  reduction  bills  also  in  response 
to  this  budget  crisis.  In  the  1993  Legislative  Session, 
DSS  funding  for  the  current  biennium  was  reduced  by 
the  Appropriations  Committee  by  an  estimate  of  the 


savings  from  the  Caretaker  Relative  coverage  elimina- 
tion. 

As  a result  of  a lawsuit  and  subsequent  court 
ruling,  Medicaid  coverage  for  Caretaker  Relatives  has 
been  restored.  The  State  Supreme  Court  has  deter- 
mined that  coverage  for  this  group  decision  must  be 
made  by  the  Legislature.  LB  204,  which  would  have 
eliminated  Medically  Needy  Caretaker  Relative  as  an 
eligibility  group,  was  killed  in  the  Health  and  Human 
Services  Committee.  The  Department  is  requesting 
funding  in  the  amount  of  $2.6  million  in  general  funds 
in  FY  1996  and  $2.76  million  general  fund  in  FY  1997, 
as  this  is  the  projected  costs  of  medical  services  to  the 
Caretaker  Relative  eligibility  group. 

I want  to  provide  you  now  with  some  information 
on  the  reduction  in  the  growth  of  total  Medicaid 
expenditures  since  FY  90-91,  through  this  next  bien- 
nium: 

I feel  we  have  turned  around  the  big  increases  in 
the  Medicaid  Program. 

In  FY  1991  and  1992,  total  Medicaid  expenditures 
increased  an  average  of  25%  each  year.  In  FY  1993 
and  1994,  expenditures  increased  an  average  of  15%. 

In  the  current  year,  we  are  expecting  expenditures 
to  be  approximately  8%  higher  than  last  year.  Our 
efforts  at  cost  containment  are  starting  to  pay  off.  We 
have  Medicaid  income  eligibility  standards  that  in- 
crease every  year  with  the  increase  in  the  poverty 
level,  but  the  major  impact  of  additional  eligibility 
groups  is  past.  With  funding  at  the  Governor's  level, 
adding  in  funding  for  Medically  Needy  Caretaker 
Relatives,  we  are  looking  at  only  a 7%  average  annual 
increase  in  total  Medicaid  expenditures  in  the  next 
biennium.  If  expenditures  would  be  increasing  at  a 
rate  of  25%  annually,  I would  be  asking  you  for  $70 
million  more  in  General  Funds  to  support  the  Medic- 
aid program  in  the  next  biennium  than  I am  right  now. 
Each  one  percent  (1%)  of  Medicaid  represents  almost 
$3  million  of  General  Fund  expenditures. 


FY 

90-91 

25.7% 

FY 

91-92 

23.9% 

FY 

92-93 

19.1% 

FY 

93-94 

10.7% 

FY 

94-95 

8.3%  estimated 

FY 

95-96 

6.5%  Gov.  recommend 

FY 

96-97 

8.1%  Gov.  recommend 

MEDICAID  MANAGED  CARE  BUDGET 

Participation  in  the  Nebraska  Medicaid  Managed 
Care  Program  will  be  mandatory  for  most  non-institu- 
tionalized  individuals  eligible  under  Medicaid. 

Effective  July  1,  1995,  only  individuals  in  Douglas, 
Sarpy  and  Lancaster  Counties  will  be  required  to 
participate  in  the  managed  care  program  in  order  to 
receive  Primary  Care  Services.  The  balance  of  the 
state  will  be  covered  by  managed  care  by  July  1, 
1997. 

In  the  Department's  September  1 5 budget  request, 
limited  funds  were  requested  for  Managed  Care  ad- 
ministration and  limited  savings  were  included.  At  the 
time  of  our  request,  bids  had  not  been  received  from 
potential  vendors.  Our  request  included  a $330,056 
net  cost  in  the  first  year  (FY  1996)  and  a net  cost  of 
$454,243  in  the  second  year.  Estimates  based  on 
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current  information  show  greater  overall  savings,  with 
costs  in  the  first  year  also  higher  than  anticipated. 

The  Preliminary  recommendation  eliminates  fund- 
ing for  any  changes  in  eligibles,  utilization,  and  medi- 
cal inflation.  As  Medicaid  eligibility  is  an  entitlement 
and  as  my  options  for  modifying  the  program  are 
limited  by  regulation,  statute,  and  court  rulings,  I will 
move  into  FY  1996  cautiously.  If  the  number  of 
individuals  eligible  for  the  Medicaid  program  remains 
fairly  stable,  I am  hopeful  that  expenditures  can  be 
maintained  at  the  level  funded  by  the  Governor.  I will 
make  every  effort  to  manage  the  program  within  the 
governor's  recommended  funding  level,  adjusted  for 
reinstated  coverage  of  the  Medically  Needy  Care- 
taker Relative  population. 

NEBRASKA  MEDICAID  MANAGED  CARE  PROGRAM 

Effective  July  1,  1995,  the  Nebraska  Department  of 
Social  Services  will  implement  the  Nebraska  Medic- 
aid Managed  Care  Program.  The  Department  of  So- 
cial Services  developed  the  Nebraska  Medicaid  Man- 
aged Care  Program  to  improve  the  health  and  wellness 
of  Nebraska's  Medicaid  clients  (hereafter  referred  to 
as  customers)  by  increasing  their  access  to  compre- 
hensive health  services  in  a way  that  is  cost  effective 
to  the  State.  The  Nebraska  Medicaid  Managed  Care 
Program  will  offer  customers  expanded  choices,  in- 
creased access  to  primary  care,  greater  coordination 
and  continuity  of  care,  cost  effective  quality  health 
services,  and  better  health  outcomes  through  effec- 
tive care  management. 

The  Nebraska  Medicaid  Managed  Care  Program, 
as  part  of  the  Nebraska  Medical  Assistance  Program 
(Medicaid),  operates  under  the  federal  authority  of 
the  Medicaid  program. 

The  Nebraska  Medicaid  Managed  Care  Program 
Benefits  are: 

1 . Basic  Benefits  and 

2.  Mental  Health  and  Substance  Abuse  services. 

Enrollment  in  the  Medicaid  Managed  Care  Pro- 
gram is  mandatory  for  specified  clients. 

Attachments  (A  & B)  of  this  report  will  provide  you 
with  a comprehensive  introduction  to  the  Nebraska 
Medicaid  Managed  Care  Program. 

PHYSICIAN  FEE  INCREASES  FOR 
PRIMARY  CARE  SERVICES  (LB  805) 

Legislative  Bill  805  (LB  805)  imposes  a tax  on  each 
physician  in  the  amount  of  $100  each  for  two  years 
beginning  October  1,  1993.  Funds  raised  by  this  tax 
are  credited  to  the  general  fund  and  used  to  increase 
fees  paid  to  physicians  for  primary  care  services 
provided  to  Medicaid  recipients.  An  adjustment  to 
the  fee  schedule  for  these  primary  care  services  was 
made  in  October  1993  and  again  in  October  1994. 
Attachment  (C)  of  this  report  provides  a listing  of  the 
services  affected  by  this  fee  schedule  adjustment  and 
the  new  rates  for  these  services  effective  for  services 
provided  beginning  October  1,  1994. 

1995  CPT  UPDATE 

The  1995  CURRENT  PROCEDURAL  TERMINOL- 
OGY (CPT)  MANUAL  of  the  American  Medical  Asso- 
ciation contains  many  changes  of  importance.  New 
procedure  codes  will  be  accepted  on  claims  with 


dates  of  service  beginning  January  1,  1995.  The  De- 
partment allows  a phase-in  period  from  January  1 
through  March  31  each  year  for  changes  in  CPT  to  be 
implemented.  Claims  with  dates  of  services  after  April, 
1995,  will  not  be  accepted  with  obsolete  CPT  codes. 

While  most  changes  in  CPT  are  implemented, 
those  services  which  are  not  within  the  range  of 
services  defined  in  Nebraska  Medicaid  regulation  are 
considered  non-covered. 

Specific  information  regarding  reporting  and  bill- 
ing for  services  that  are  affected  by  the  CPT-1995 
changes  will  be  mailed  to  all  Nebraska  Medicaid 
physician  providers  with  a fee  schedule  update  during 
April  and  May  of  1995.  Inquiries  regarding  Nebraska 
Medicaid  implementation  of  CPT  95  coding  changes 
may  be  addressed  by  contacting: 

Judy  Ewell,  R.N. 

Nebraska  Department  of  Social  Services 

Medical  Services  Division 

P.O.  Box  95026 

Lincoln,  NE  68509 

Phone:  (402)  471-9368 

MEDICAID  HOSPITAL  PAYMENT  PROJECT 

Effective  July  1,  1995,  the  Department  of  Social 
Services  will  reimburse  inpatient  hospital  services  on 
a discharge  basis  using  a Diagnosis  Related  Grouping 
(DRG)  payment  methodology  system.  The  Depart- 
ment has  contracted  with  Tucker  Alan,  Inc.,  of  Seattle, 
Washington,  to  develop  the  State's  DRG  payment 
system.  An  advisory  committee  composed  of  repre- 
sentatives from  1 1 hospitals,  the  Nebraska  Associa- 
tion of  Hospitals  and  Health  Care  Systems,  and  Blue 
Cross  Blue  Shield  of  Nebraska  are  overseeing  the 
project. 

Specialty  services  such  as  inpatient  psychiatric  and 
rehabilitation  services  will  continue  to  be  reimbursed 
on  a per  diem  basis.  All  inpatient  services  provided  by 
an  enrolled  Medicaid  hospital  provider  with  less  than 
30  Medicaid  discharges  in  the  base  year  will  also  be 
reimbursed  on  a per  diem  basis. 

Hospital  inpatient  services  provided  to  mandatory 
managed  care  Medicaid  clients  enrolled  with  a De- 
partment contracted  capitated  or  prepaid  managed 
care  plan  will  be  reimbursed  by  the  managed  care 
plan. 

With  implementation  of  the  DRG  reimbursement 
system,  precertification  by  the  Department's  con- 
tracted peer  review  organization  (PRO),  The 
Sunderbruch  Corporation  of  Nebraska,  will  no  longer 
be  necessary  for  inpatient  medical/surgical  admis- 
sions. PRO  review  for  medical  necessity  of  the  hospi- 
tal admission,  DRG  validation,  quality  of  care,  and 
stability  at  discharge  will  be  performed  post-service. 

Precertification  and  continued  stay  reviews  will 
continue  to  be  required  for  inpatient  admissions  for 
psychiatric  services  (non-mandatory  mental  health 
managed  care  Medicaid  clients)  and  rehabilitation 
services  (non-mandatory  care  Medicaid  clients). 

CHANGE  PROPOSED  IN  PAYMENT  METHODOLOGY 
FOR  HOSPITAL  OUTPATIENT  SERVICES 

Effective  October  1,  1995,  the  Department  will  no 
longer  reimburse  hospitals  for  outpatient  services  as 
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a percent  of  billed  charges.  The  Department  has 
contracted  with  Solon  Consulting  of  Silver  Springs, 
Maryland,  to  develop  a prospective  payment  system 
for  hospital  outpatient  services.  The  methods  being 
considered  include  a Ambulatory  Patient  Grouping 
(APG)  system  and  a fee  schedule  based  on  "Current 
Procedural  Terminology  (CPT)  Codes"  for  services 
provided.  Evaluation  and  determination  of  the  pay- 
ment methodology  to  be  implemented  by  the  Depart- 
ment is  being  overseen  by  the  Medicaid  Hospital 
Advisory  Committee.  Additional  information  about 
the  Medicaid  Hospital  Payment  Project  can  be  ob- 
tained from  Deborah  Scherer,  R.N.,  at  (402)  471- 
9380. 

CHANGES  COMING  TO  HEALTH  CHECK 

NEW  CLAIM  FORM  OPTIONS 

During  the  1994  Legislative  Session,  LB  1222  was 
passed  that  included  the  Standardized  Health  Claim 
Form  Act  with  the  purpose  of  standardizing  all  forms 
used  in  billing  health  care  services  in  Nebraska.  In  the 
Medicaid  program,  two  claim  forms  are  currently 
used  to  claim  physician  services  provided  to  Medic- 
aid eligible  persons.  The  two  claim  forms  are  1)  the 
HCFA  1500  claim  form  for  general  Medicaid  services 
and  2)  the  MC-5  claim  form  used  for  reporting  and 
billing  Health  Check  (EPSDT)  services,  the  preventive 
care  component  for  Medicaid  eligible  children  and 
adolescents  under  21  years  of  age. 

Physician  professional  organizations  were  polled 
as  to  whether  the  MC-5  form  should  be  abandoned  in 
lieu  of  the  HCFA-1500  claim  form  for  billing  Health 
Check  services.  The  end  result  is  the  Department  will 
be  moving  toward  the  processing  of  either  form 
accommodating  those  physician  offices  that  elect  to 
stay  with  the  MC-5  Form  or  for  offices  that  elect  to  use 
the  HCFA  1500  form  will  be  required  to  use  proce- 
dure codes  with  referral  modifiers.  Also,  a sampling  of 
physician  office  medical  records  will  be  reviewed  to 
ensure  HCFA  that  all  the  required  components  of  the 
Health  Check  exam  is  being  performed.  Field  No.  4 of 
the  MC-5  claim  form  documents  this  to  federal  re- 
viewers. Use  of  the  HCFA  1500  claim  form  is  ex- 
pected to  help  Nebraska  move  toward  the  80%  EPSDT 
screening  goal  established  by  HCFA  and  also  to 
promote  electronic  submission  of  claims. 

A Department  computer  modification  needed  prior 
to  this  change  is  being  planned  for  completion  mid- 
summer. Primary  care  physicians  will  be  notified  and 
provided  instructions. 

Another  move  toward  uniformity  in  claiming  ser- 
vices is  occurring  with  dental  services.  Planning  has 
begun  to  adopt  the  American  Dental  Association 
procedure  coding  in  replacing  the  current  Depart- 
ment procedure  coding. 

Policy  Changes  - May  Public  Hearing 

Along  with  changes  in  regulations  needed  due  to 
the  implementation  of  managed  care,  some  other 
changes  are  being  proposed  in  Health  Check  regula- 
tions. Some  changes  that  may  be  of  interest  to  physi- 
cians are: 

• Risk  Assessment  for  mental  health/substance 
abuse  problems  in  children  and  adolescents  is 
to  be  part  of  the  physician's  health  and  develop- 
mental history. 


• Inclusion  of  the  Vaccine  for  Children  Program 
and  the  phase-out  of  payment  private  stock 
vaccine  after  the  statewide  delivery  of  VFC 
vaccine  begins.  Also  the  administration  fee  for 
participating  physicians  will  be  increased  to 
$8.00. 

• Laboratory  Services:  The  Mantoux  test  replaces 
the  tine  test  for  children  at  risk  for  tuberculosis. 
Lead  toxicity  testing  and  risk  assessment  is 
included.  Coverage  of  environmental  investiga- 
tion is  proposed  to  determine  the  source  of 
child-specific  lead  poisoning. 

• Referral  criteria  for  children  with  hearing  and 
vision  problems  is  proposed  to  be  added  based 
on  national  standards. 

• The  immunization  schedule  is  updated  to  re- 
flect recent  changes. 

Draft  copies  of  the  proposed  changes  are  being 
sent  to  physician  professional  organizations  for  re- 
view and  comments.  The  public  hearing  is  scheduled 
for  May,  1 995. 

Screening  Participation 

Due  to  a change  in  Federal  reporting  requirements 
that  now  take  into  account  the  lesser  number  of 
recommended  exams  for  older  children,  statewide 
screening  figures  increased  to  68%.  The  screening 
goal  for  FY  95  is  80%,  so  we  ask  physicians  to 
encourage  families  to  adopt  preventive  care  through 
regular  and  periodic  exams  rather  than  relying  on 
episodic  "sick  care." 

HEALTH  CHECK  OUTREACH 

In  an  effort  to  promote  increased  utilization  of 
Health  Check  services,  the  Department  has  received 
approval  from  Americorps  to  establish  eight  VISTA 
workers  focused  on  outreaching  to  families.  Physi- 
cians may  also  be  contacted  to  solicit  ideas  regarding 
successful  strategies  to  bring  families  into  well  child 
care.  The  locations  of  the  eight  workers  are: 

Dakota  City  Seward  Area  Broken  Bow 

Grand  Island  Lexington  McCook 

Alliance  Rushville 

The  VISTA  workers  are  scheduled  to  begin  in  May. 

If  you  should  have  any  questions  concerning  Health 
Check,  please  feel  free  to  contact  Sandi  Kahlandt  at 
(402)  471-9366. 

NEW  POLICIES  FOR  MENTAL  HEALTH 
AND  SUBSTANCE  ABUSE  SERVICES 

The  Psychiatric  Services  Unit  of  the  Nebraska 
Medicaid  Program  has  been  in  the  process  of  revising 
the  policies  for  mental  health  and  substance  abuse 
services  for  the  past  two  years.  The  new  policies  are 
scheduled  for  implementation  on  July  1,  1995,  and 
will  include  changes  for  services  available  to  both 
adults  and  children/adolescents.  These  services  will 
be  managed  by  Options  Mental  Health,  the  managed 
care  contractor  who  will  be  managing  mental  health 
and  substance  abuse  services  for  the  Nebraska  Med- 
icaid Managed  Care  Program  (NMMCP). 

The  Mental  Health  and  Substance  Abuse  section 
of  NMMCP  is  designed  as  a capitated  health  plan  or 
Prepaid  Health  Plan.  The  Mental  Health  and  Sub- 
stance management  contractor  will  be  responsible 
for  coordinating  their  services  with  the  client's  pri- 
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mary  care  physician  and  for  providing  early  interven- 
tion and  prevention  services  related  to  mental  health 
and  substance  abuse. 

A unique  feature  of  the  NMMCP  for  Mental  Health 
and  Substance  Abuse  Services  is  the  Client  Assistance 
Program  (CAP).  Each  client  is  eligible  for  five  CAP 
services  each  calendar  year.  These  services  can  be 
accessed  as  the  client  chooses  or  through  a referral 
from  the  primary  care  physician  or  other  entity.  The 
CAP  service  provider  will  be  responsible  for  identify- 
ing which  clients  need  to  be  directed  to  the  formal 
Mental  Health/Substance  Abuse  Program. 

The  minimum  services  to  be  provided  as  part  of  the 
formal  Mental  Health/Substance  Abuse  Program  are 
included  in  Nebraska  Medicaid  regulations  under 
471  NAC  20-000  (Mental  Health  Services  to  Adults 
(age  21  years  and  older)  and  471  NAC  32-000  (Men- 
tal Health  and  Substance  Abuse  Services  to  Children 
and  Adolescents  (age  20  years  and  younger).  There 
have  been  few  significant  changes  to  the  Adult  Ser- 
vices chapter,  but  it  has  been  reorganized.  The  major 
changes  are  allowing  licensed  psychologists  to  super- 
vise services  provided  to  adults  and  to  allow  for  the 
reimbursement  of  outpatient  mental  health  services 
provided  in  a hospital  without  licensed  psychiatric 
beds.  It  is  anticipated  that  these  changes  will  increase 
client  access  to  care  in  their  communities  and  de- 
crease the  number  of  hospitalizations. 

The  Mental  Health  and  Substance  Abuse  services 
to  children  and  adolescents  will  be  included  in  a new 
chapter  and  covered  as  part  of  the  Health  Check 
(EPSDT)  program  for  clients  age  20  years  and  younger. 
The  services  must  be  community-based,  family-cen- 
tered, culturally  competent,  and  developmental^ 
appropriate.  The  client  must  receive  a Health  Check 
(EPSDT)  physical  prior  to  or  at  the  time  of  admission 
to  one  of  the  covered  services.  The  needs  of  the  client 
and  interventions  that  will  be  used  to  address  those 
needs  must  be  documented  in  the  pre-treatment 
assessment.  The  pre-treatment  assessment  is  a com- 
prehensive assessment  performed  by  direct  interven- 
tion staff  and  a supervising  practitioner.  The  supervis- 
ing practitioner  is  a physician,  doctor  of  osteopathy, 
or  licensed  psychologist  who  prescribes,  directs,  and 
supervises  the  treatment  a client  receives. 

The  services  covered  for  children  and  adolescents 
through  this  chapter  include: 

- Outpatient  Care 

- Crisis  Intervention  Services 

- Day  treatment 

- Treatment  Foster  Care 

- Treatment  Group  Homes 

- Residential  Treatment  Center  Services 

- Inpatient  Hospital  Care 

It  is  anticipated  that  the  availability  of  middle- 
intensity  services  in  the  community  will  decrease  the 
amount  and  duration  of  inpatient  care  and  provide 
more  appropriate  services  to  children,  adolescents, 
and  their  families. 

CHANGES  IN  THIRD  PARTY  LIABILITY  OPERATIONS 

The  Third  Party  Liability  (TPL)  Unit  has  experienced 
a number  of  major  changes  over  the  last  several  years 
due  to  the  completion  of  the  TPL  computer  subsystem 
and  the  new  regulatory  laws  passed  by  Congress  and 
Nebraska  Legislature. 


These  changes  have  resulted  in  the  TPL  Unit  be- 
coming two  separate  subdivisions  to  accommodate 
the  technical  aspects  of  these  changes. 

HEALTH  DIVISION: 

This  subdivision  is  responsible  for: 

- Recovery/Cost  Avoidance  of  all  medical  insur- 
ance (group,  private,  self-insurers) 

- Nursing  Home  Indemnity  Insurance 

- Medicare  (parts  A & B) 

- Obtaining  provider  refunds  for  payments  from 
health  insurers 

Other  responsibilities  include: 

- Coordination  of  efforts  with  Child  Support  En- 
forcement (CSE),  court  ordered  medical  sup- 
port, and  paternity  judgment  recoveries  and 

- Assist  in  getting  children  enrolled  in  absent 
parent's  available  health  insurance. 

Questions  regarding  health  insurance  can  be  for- 
warded to  Judi  Elder,  Supervisor,  at  (402)  471- 
9424. 

CASUALTY  DIVISION: 

This  subdivision  is  responsible  for: 

- Recovery/cost  avoidance  of  all  liabilities  (motor 
vehicle  and  personal  injuries) 

- Product  liabilities 

- Workers  compensation 

- Malpractice  suits 

- Obtaining  provider  refunds  for  payments  for 
liability  settlements 

- Estate  recovery  program  which  was  implemented 
October  1994 

Under  Social  Security  Act  (SSA)  1902,  Medicaid 
clients  who  have  health  insurance,  casualty  insur- 
ance, Medicare  and/or  excess  income  must  exhaust 
these  resources  before  Medicaid  may  consider  pay- 
ment for  their  medical  services. 

Questions  regarding  casualty/personal  injury  in- 
surance can  be  forwarded  to  Emil  Spicka,  Supervisor, 
at  (402)  471-9314. 

All  currently  known  third  party  resource  (TPR) 
information  is  maintained  on  the  Nebraska  Medicaid 
Eligibility  System  (NMES).  This  information  includes 
health  insurance,  casualty  insurance,  and/or  Medi- 
care coverage.  NMES  may  be  accessed  by  calling  1- 
800-642-6092.  The  TPL  Health  Division  has  estab- 
lished a data  match  with  Blue  Cross/Blue  Shield  of 
Nebraska  which  updates  the  TPL  health  database 
monthly. 

Since  Medicaid  must  deny  all  claims  that  should  be 
covered  by  a third  party  resource  until  all  third  party 
resources  have  been  exhausted,  the  claims  process- 
ing MMIS  system  compares  claim  types,  diagnosis 
and  procedure  codes,  and  dates  of  services  to  the 
active  insurance  coverage  listed  in  the  health/casu- 
alty databases.  If  a provider  submits  a claim  without 
first  resolving  the  third  party  resource,  the  provider  is 
sent  a MCP575  form  which  gives  the  provider  all  the 
known  third  party  resources  to  assist  them  in  filing  a 
claim  with  all  of  the  third  party  resources  before 
resubmitting  a claim  to  Medicaid. 
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The  provider  must  submit  claims  to  Medicaid  within 
one  year  from  the  date  of  service.  If  a claim  is  denied 
by  Medicaid  because  there  is  a third  party  resource 
available,  the  provider  has  twelve  months  from  the 
original  date  the  claim  was  received  by  NDSS  to 
resolve  the  third  party  resource. 

Federal  funding  is  not  available  for  payment  on 
claims  which  do  not  meet  these  guidelines.  If  the 
provider  finds  that  there  might  be  a delay  in  resolving 
the  third  party  resource  within  these  time  frames,  the 
provider  should  contact  TPL  staff  to  alert  them  of  the 
delay. 

The  TPL  unit  must  actively  seek  recovery  on  all 
Medicaid  paid  claims  whenever  any  third  party  re- 
sources exist/are  discovered.  This  recovery  process 
includes  filing  claims  with  health  insurance  (retroac- 
tively up  to  18  months),  seeking  recovery  from  absent 
parents  who  received  payments  and  kept  the  money, 
seeking  recovery  from  providers  who  received  insur- 
ance monies  and  have  not  refunded  NDSS,  seeking 
recovery  from  the  Medicaid  client's  estate  following 
death,  and/or  seeking  recovery  from  any  casualty 
(liability  situations). 

With  the  completion  of  the  TPL  computer  sub- 
system in  1993,  health  TPL  recovery/cost  avoidance 
has  tripled  and  continues  to  grow.  Since  casualty 
cases  take  longer  to  resolve,  recovery  from  casualty 
reached  its  all  time  high  in  1 994.  With  just  six  months 
activity  in  estate  recoveries,  the  results  are  proving 
very  positive  and  well  worth  the  effort. 

Congress  and  the  Nebraska  Legislature  have  been 
active  in  getting  better  legislation  enacted  to  assist 
TPL  and  CSE  in  getting  insurers  and  absent  parents  to 
cooperate  so  that  providers  and/or  Medicaid  may  get 
paid.  TPL  is  currently  developing  processes  for  inter- 
facing with  the  Pharmacy  Point-Of-Sale  and  Managed 
Care  projects  to  be  implemented  in  April  and  July. 

TPL  is  also  working  with  the  claims  processing  staff 
to  pursue  converting  to  the  National  Standard  Format 
(NSF)  so  that  Medicaid  can  receive  more  claims 
electronically.  Efforts  are  being  made  to  develop 
editing  conditions  so  that  some  claims  with  health 
insurance  may  be  processed  electronically.  In  con- 
junction with  this  effort  to  convert  to  NSF  electronic 
submissions,  TPL  will  be  reviewing  the  possibility  of 
electronically  submitting  health  recovery  claims  to 
commercial  insurers. 

NEBRASKA  POINT  OF  PURCHASE  PAYMENT 
SYSTEM  FOR  PHARMACY  CLAIMS 

The  Nebraska  Department  of  Social  Services  will 
be  implementing  the  following  automated  systems  for 
processing  of  pharmacy  claims: 

- Electronic  Claims  Capture  System 

- Eligibility  Verification  System 

- Prospective  and  Retrospective  Drug  Utilization 
Review  (DUR) 

This  enhanced  pharmacy  claims  processing  system 
will  be  implemented  using  "point-of-sale"  technology. 
The  Department  has  contracted  with  First  Health 
Services  Corporation  of  Glen  Allen,  Virginia,  for  the 
design,  development,  implementation,  and  operation 
of  this  pharmacy  claims  processing  system. 

First  Health  Services  will  be  responsible  for  the 


processing  of  all  pharmacy  claims,  for  the  provider 
"Help  Desk"  services,  and  operational  and  manage- 
ment reports  necessary  to  support  the  operation  of 
the  new  system.  The  new  processing  system  is  called 
Nebraska  Point  of  Purchase  (NE-POP). 

The  implementation  date  of  NE-POP  will  be  April 
26,  1995.  Pharmacy  providers  will  then  be  able  to 
submit  a claim  verifying  eligibility  and  drug  coverage 
and  receive  confirmation  that  the  claim  will  be  paid  at 
the  time  the  drug  product  is  dispensed.  Prospective 
DUR  will  be  also  done  at  this  time  which  will  identify 
problems  associated  with  inappropriate  drug  use  in- 
cluding: 

- overutilization 

- drugs  contraindicated  by  diagnosis 

- drugs  contraindicated  by  the  presence  of  other 
drugs 

- iatrogenic  complications 

- adverse  drug  reactions 

- therapeutic  duplication 

- direct  drug  duplication 

The  drug  utilization  review  will  be  performed  based 
upon  the  client's  complete  Medicaid  claims  history. 
The  prospective  DUR  objectives  are  to  promote  effi- 
ciency and  cost  effectiveness  in  the  use  of  pharma- 
ceutical services;  to  eliminate  unnecessary  and/or 
inappropriate  use  of  drugs;  help  identify  possible 
inappropriate  drug  therapy  patterns  prior  to  the  dis- 
pensing of  the  drugs;  and  to  develop  therapeutic  class 
criteria  to  reduce  the  incidence  of  drug  therapy  fail- 
ure and  drug-induced  illness. 

NE-POP's  primary  objectives  are  to  promote  the 
preservation  of  health  through  use  of  prospective 
DUR,  prevent  inappropriate  drug  dispensing,  reduce 
administrative  costs  for  claims  resolution,  and  greater 
efficiency  in  pharmacy  claims  processing. 

ELECTRONIC  CLAIM  FILING  FOR  THE 
HCFA  1500  CLAIM  FORM 

The  Nebraska  Department  of  Social  Services 
through  the  Administrative  Services  Division  has  un- 
dertaken a several  step  process  to  enable  the  Depart- 
ment to  receive  Medicaid  claims  that  are  submitted 
on  a HCFA  1500  claim  form  electronically. 

The  first  step  in  this  process  was  to  develop  a 
process  to  enable  providers  and  service  bureaus  to 
send  claims  by  modem  (phone  line)  to  the  Depart- 
ment. This  included  setting  up  both  a test  and  produc- 
tion bulletin  board  systems  and  writing  the  computer 
programs  to  put  the  data  into  the  Department's  claims 
processing  system  (MMIS).  The  test  system  has  been 
set  up  and  operational  since  December  of  1994.  The 
production  system  and  computer  programs  should  be 
complete  in  April  of  1995. 

The  claim  files  that  will  be  accepted  are  not  in  a 
nationally  recognized  format  for  two  reasons: 

1)  To  speed  the  implementation  of  this  process 
and 

2)  To  save  additional  funds. 

The  Department  currently  accepts  claims  in  an 
established  160  byte  format  on  tape  that  is,  unfortu- 
nately, very  limited  in  the  amount  of  information  that 
can  be  sent.  This  format  was  already  used  by  the 
Medicaid  Management  Information  System  (MMIS) 
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which  pays  Medicaid.  Few  changes  needed  to  be 
made  to  accept  electronic  claims  in  this  format.  Addi- 
tionally, the  current  MMIS  processing  of  practitioner 
claims  does  not  conform  to  nation  standards  a large 
outlay  of  Department  funds  would  be  needed  to 
change  MMIS.  For  example,  the  Department  cur- 
rently accepts  six-digit  Nebraska  specific  procedure 
codes.  The  national  standard  is  five  digits.  These 
claims  would  not  be  able  to  be  processed  if  only  five 
digits  were  received. 

Completion  of  the  second  step  will  allow  the 
Department  to  receive  and  process  claims  in  the 
National  Standard  Format  (NSF)  which  is  a subset  of 
the  American  National  Standards  Institute  (ANS)  na- 
tional standard.  The  procedures  used  by  the  Depart- 
ment to  receive  and  upload  the  claims  to  the  main- 
frame will  remain  the  same,  but  MMIS  processing  will 
be  changed. 

There  are  approximately  three  system  revisions 
that  will  then  enable  the  Department  to  receive  and 
process  claims  in  the  National  Standard  Format  (NSF) 
which  is  a subset  of  the  American  National  Standards 
Institute  (ANSI)  national  standard.  The  procedures 
used  by  the  Department  to  receive  and  upload  the 
claims  to  the  mainframe  will  remain  the  same,  but 
MMIS  processing  will  be  changed.  There  are  approxi- 
mately three  systems  changes  that  will  enable  the 
receipt  of  NSF  formatted  claims: 

1)  The  elimination  of  Nebraska  ADD  Codes, 

2)  The  reduction  of  the  number  of  claim  form 
types  (LB  1222),  and 

3)  The  NSF  system  itself. 

All  of  these  are  necessary  for  the  Department  to 
receive  and  process  electronic  practitioner  claims. 
The  Department  is  currently  coordinating  and  devel- 
oping these  changes.  It  is  reasonable  to  expect  a 
target  implementation  date  in  late  1996  or  early 
1997. 

MEDICAID  FRAUD  AND  ABUSE 

SURVEILLANCE  AND  UTILIZATION 
REVIEW  UNIT  (SURS) 

The  Surveillance  and  Utilization  Review  Unit 
(SURS),  located  in  the  Medical  Services  Division,  is 
responsible  for  Medicaid  program  fraud  and  abuse 
detection,  investigation  and  prevention  for  the  De- 
partment. 

Both  clients  and  providers  are  reviewed  for  aber- 
rant patterns  of  service  delivery  and  service 
overutilization  or  underutilization.  To  do  this,  the 
Unit  uses  the  Surveillance  and  Utilization  Review 
Subsystem  of  the  Medicaid  Management  Information 
System  (MMIS)  to  calculate  norms  of  medical  service 
delivery  and  utilization.  Each  client  and  provider  is 
compared  to  the  peer  group  norm  on  specific  indica- 
tors of  potential  fraud  or  Medicaid  program  abuse. 
When  the  client  or  provider  varies  significantly  from 
the  norm,  a case  may  be  opened.  Approximately  50- 
60  providers  and  20-25  clients  are  reviewed  each 
quarter.  Cases  are  also  opened  from  referrals  and 
complaints. 

Usual  outcomes  of  cases  include: 

- Lock-in  of  the  client, 

- Education  of  the  provider, 


- Recoupment  of  any  overpayment,  or 

- Ultimately,  suspension  or  termination  of  the  pro- 
vider from  participation  in  the  Nebraska  Medic- 
aid Program. 

Additionally,  providers  may  be  referred  to  the 
Bureau  of  Examining  Boards  for  review  for  potential 
licensure  action. 

Cases  that  indicate  provider  fraud  are  worked 
jointly  with  the  FBI  and  Office  of  the  Inspector  Gen- 
eral (OIG)  for  Health  and  Human  Services  and  are 
prosecuted  by  the  U.S.  Attorney's  Office.  In  addition 
to  being  prosecuted  criminally,  providers  may  be 
prosecuted  civilly  for  restitution  and  treble  damages 
or  up  to  $2,000  per  false  claim.  Exclusion  from  Medi- 
care and  Medicaid  participation  nationwide  for  five 
years  is  mandatory  for  convicted  providers. 

Attachment  (D)  of  this  report  provides  a compre- 
hensive overview  of  Medicaid  Fraud  and  Abuse.  In 
addition,  the  sanction  process  can  be  found  in  471 
NAC  2-002  of  the  Medicaid  Physicians  Handbook. 

"EVERY  WOMAN  MATTERS!  PROGRAM"  - 
NEEDS  PHYSICIAN  SUPPORT 

The  Nebraska  Medicaid  Program  and  the  Nebraska 
Department  of  Health  "Every  Woman  Matters!  Pro- 
gram" complement  each  other  and  work  together  to 
promote  breast  and  cervical  cancer  screening  and 
ensure  that  these  important  services  are  available  to 
eligible  Nebraska  women. 

The  "Every  Woman  Matters!  Program"  provides 
public  education,  provider  education,  and  outreach 
efforts  to  all  women,  with  a focus  on  women  over  50 
years  of  age,  about  the  importance  of  annual  breast 
and  cervical  cancer  screening. 

While  women  who  are  Medicaid  eligible  are  not 
eligible  for  the  "Every  Woman  Matters!  Program",  the 
need  still  exists  to  inform  Medicaid  eligible  women 
about  the  importance  of  screening  for  breast  and 
cervical  cancer  and  to  encourage  them  to  seek  these 
services. 

The  Department  would  like  to  take  this  opportu- 
nity to  thank  physicians  who  are  currently  engaged  in 
promoting  the  "Every  Women  Matters!  Program"  and 
for  providing  education  to  Medicaid  eligible  women 
about  the  importance  of  these  preventive  services 
available  to  them  as  part  of  their  Medicaid  eligibility. 
To  find  out  more  about  how  the  physician  can  be 
involved  in  the  "Every  Woman  Matters!  Program,"  you 
are  encouraged  to  call  the  Nebraska  Department  of 
Health,  (402)  471-2211  (see  Attachment  E). 

WELFARE  REFORM 

On  February  27,  1995,  the  Clinton  Administration 
granted  historic  welfare  reform  waivers  to  the  State  of 
Nebraska.  Nebraska  is  the  24th  state  to  receive  such 
waivers.  The  far-reaching  scope  of  Nebraska's  waivers 
and  the  speed  with  which  they  were  handled  shows 
a very  real  commitment  in  support  of  a stronger  state 
role  in  making  the  welfare  system  work. 

The  approval  of  the  waiver  requests  was  one  more 
step  toward  achieving  welfare  reform  in  Nebraska.  In 
June  of  1993,  Governor  Nelson  appointed  a twenty- 
five  member  Welfare  Reform  Task  Force  and  charged 
them  with  identifying  methods  for  reforming  the  state's 
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welfare  system.  The  Task  Force  reported  its  recom- 
mendations to  Governor  Nelson  in  October  of  1993. 
These  recommendations  were  used  as  the  foundation 
of  LB  1224  passed  in  April  of  1994  as  the  Nebraska 
Welfare  Reform  Act. 

LB  1224  set  forth  several  requirements.  It  directed 
the  appointment  of  the  Governor's  Roundtable  to 
analyze  the  employment  needs  of  business,  industry 
and  labor  and  to  recommend  ways  to  link  underem- 
ployed and  unemployed  Nebraskans  with  quality  jobs 
or  with  the  training  necessary  to  secure  a job  that 
pays  a living  wage.  It  also  directed  a Child  Support 
Study  Committee  be  appointed  to  determine  if  spe- 
cific proposals  would  strengthen  child  support  efforts 
in  Nebraska.  The  bill  also  required  the  Department  of 
Social  Services  to  submit  waiver  requests  to  the  fed- 
eral government  and  provided  that  the  approved 
waivers  would  be  brought  before  the  1995  Legisla- 
ture for  review  and  approval. 

The  Welfare  Reform  Waiver  Requests  were  submit- 
ted to  the  federal  government  in  September  of  1994. 
The  Governor's  Roundtable  and  Child  Support  Study 
Committee  submitted  their  final  reports  and  recom- 
mendations in  October  of  1994. 

The  approved  waivers  include  giving  Nebraska  the 
authority  to  require  welfare  recipients  to  sign  a self- 
sufficiency  contract  that  defines  the  responsibilities, 
roles  and  expectations  of  the  recipient  and  the  state. 

State  assistance  would  be  offered  for  two  years 
after  which  adults  able  to  work  will  be  required  to 
work.  A safety  net  would  continue,  but  ADC  cash 
payments  will  stop.  In  addition,  recipients  who  give 
birth  to  children  after  being  in  the  ADC  program  for 
10  months  will  not  automatically  receive  increased 
cash  payments. 

The  waivers  also  include  changes  that  welfare 
recipients  and  advocates  have  supported  for  years. 
Transitional  child  care  subsidies  and  health  care  cov- 
erage have  been  extended  from  one  year  to  two. 
Financial  assistance  for  education  will  no  longer  be 
counted  as  income,  and  the  cash  value  of  life  insur- 
ance policies  will  be  excluded  when  calculating  re- 
sources for  ADC.  The  value  of  the  family's  care  will 
also  be  excluded  when  determining  eligibility.  Cur- 
rently, the  federal  limit  for  family  resources  is  limited 
to  $1,000;  with  federal  approval  we  will  now  expand 
this  limit  to  $5,000.  Also,  in  order  to  provide  incen- 
tives to  work,  families  will  now  be  able  to  keep  more 
of  their  earnings  before  ADC  grants  are  reduced. 

One  final  step  remains  in  the  effort  to  formally 
advance  welfare  reform  in  Nebraska.  LB  455,  which 
was  advanced  to  General  File,  will  give  state  approval 
to  the  federally-approved  waivers.  With  the  passage 
of  LB  455,  welfare  reform  efforts  could  begin  in 
Douglas  and  Sarpy  Counties  as  early  as  July  1,  1995. 
The  welfare  reforms  would  be  implemented  in  the  rest 
of  the  state  after  a successful  demonstration  in  the 
Omaha  metropolitan  area. 

FAMILY  PRESERVATION  AND  SUPPORT  INITIATIVE 

In  1992,  Congress  passed  the  Family  Preservation 
and  Support  Act  which  makes  funding  available  to 
states  to  support  community-based,  multi  agency  ac- 
tivities designed  to: 


* Enhance  parents'  ability  to  create  stable  and 
nurturing  home  environments  that  promote 
healthy  child  development; 

* Assist  children  and  families  to  resolve  crises, 
connect  with  necessary  and  appropriate  ser- 
vices, and  remain  safely  together  in  their  homes; 
and 

* Avoid  unnecessary  out-of-home  placement  of 
children  and  help  children  already  in  out-of- 
home care  to  be  returned  to  and  be  maintained 
with  their  families  or  in  another  planned,  perma- 
nent living  arrangement. 

Federal  funds  are  paying  for  Nebraska  and  other 
states  to  plan  how  to  work  toward  the  achievement  of 
these  goals.  These  funds  will  be  used  to  supplement, 
restructure,  and  coordinate  existing  federal  and  state 
funding  for  services  for  children  and  families.  $tates 
are  encouraged  to  use  FY  1994  funding  to  support 
the  planning  and  development  of  a five-year  long- 
term state  plan  for  services  for  children  and  families. 

Governor  Nelson  asked  his  Commission  For  The 
Protection  Of  Children  to  take  the  lead  in  the  imple- 
mentation of  the  Family  Preservation  and  Support  Act 
in  Nebraska.  The  Commission  formed  a 40-member 
Task  Force  to  develop  Nebraska's  five  year  plan  for 
services  for  children  and  families.  The  Commission 
has  attempted  to  gather  broad-based  community  in- 
put in  the  planning  process  through  a statewide 
videoconference  that  was  held  in  June  1994,  and  a 
statewide  planning  conference  that  was  held  in  Lin- 
coln on  March  8 & 9,  1995. 

Nebraska's  five-year  plan  must  be  submitted  to  the 
federal  Department  of  Health  and  Human  Services  by 
June  30,  1995.  If  approved,  Nebraska  will  be  eligible 
to  receive  funding  for  services  over  the  next  four 
years.  Nebraska's  allotment  of  family  preservation 
and  support  funds  for  Fiscal  Years  1995-1998  is  as 
follows: 

FY  1995  $560,177 

FY  1996  $842,809 

FY  1997  $903,416 

FY  1998  $964,024 

CHILD  CARE  AND  DEVELOPMENT  DIVISION 

The  Child  Care  and  Development  Division  contin- 
ues to  work  towards  implementation  of  Family  Child 
Care  Home  I & II  Regulations.  The  Governor  returned 
the  regulations  to  the  Department  of  Social  Services 
unsigned  following  public  concern  over  several  of  the 
proposed  regulations. 

The  major  concerns  were  requirements  prohibit- 
ing "spanking"  and  smoking  in  areas  used  for  child 
care.  The  Governor  asked  for  additional  public  input 
on  the  regulations. 

Twenty-five  public  hearings  were  held  across  the 
state  in  February. 

Following  review  of  the  public  comments,  the  draft 
will  be  sent  back  to  the  Governor  for  his  consider- 
ation. 

Review  of  the  child  care  center/preschool  regula- 
tions continues.  Revisions  are  being  considered  that 
relate  specifically  to  the  health  and  safety  of  children. 
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Once  a draft  is  completed,  the  Department  will  hold 
statewide  public  hearings  and  public  meetings  to 
gather  input  from  directors,  parents  and  concerned 
individuals.  No  implementation  date  has  been  set. 

HEALTH  AND  HUMAN  SERVICES  DIVISION 

COMMUNITY  SERVICES  UNIT 

The  Community  Services  Unit  of  the  Department  is 
responsible  for  administration  of  these  programs. 

- The  community  service  block  grant 

- The  Emergency  Community  Services  Homeless 
Program 

- The  Community  Food  & Nutrition  Program 

- The  Emergency  Shelter  Grant  Program 

All  funds  received  from  these  grants  are  100% 
federal  funds. 

COMMUNITY  SERVICES  BLOCK  GRANT  (CSBG) 

CSGB  funds  are  made  available  to  the  State  from 
the  Office  of  Community  Services  Division  of  the  U.S. 
Department  of  Health  and  Human  Services. 

These  funds  are  designated  by  federal  law  to  be 
awarded  to  the  nine  community  action  agencies  for 
assistance  to  low-income  people  in  the  communities 
they  serve.  Community  action  agencies  use  CSBG 
funds  very  successfully  to  leverage  other  funds  for 
anti-poverty  and  self-sufficiency  programs.  In  1994, 
Nebraska's  nine  community  action  agencies,  which 
serve  all  93  counties  in  the  state,  used  the  $2.6  million 
of  CSBG  funding  to  leverage  a total  of  $37  million  to 
support  successful  programs  like: 


- Head  Start 

- Alcohol  and  Drug  Counseling,  Women,  Infants, 
and  Children  Supplemental  Food  Program 

- Maternal  Health  Care 

- Weatherization 

- Child  Care 

- Family  Planning 

- Food  Pantries 

- Homeless  Assistance 

- Many  Others 

EMERGENCY  COMMUNITY  SERVICES 
HOMELESS  PROGRAM 

These  funds  are  also  required  by  federal  law  to  be 
distributed  to  the  nine  community  action  agencies  in 
the  state.  The  funds  are  used  to  provide  assistance  to 
the  homeless  population  and  those  in  danger  of 
becoming  homeless  to  reduce  and  prevent  the  inci- 
dence of  homelessness. 

COMMUNITY  FOOD  AND  NUTRITION  PROGRAM 
CFNP  funds  support  the  operation  of  the  Nebraska 
Food  Pantry  Network,  which  consists  of  200  food 
pantries  across  the  state.  100%  of  these  funds  are 
passed  through  the  Department  of  Social  Services  to 
Nebraska  Interchurch  Ministries,  which  assists  with 
and  coordinates  the  activities  of  the  food  pantries. 

EMERGENCY  SHELTER  GRANT  PROGRAM  (ESGP) 
These  funds,  provided  through  the  U.S.  Depart- 
ment of  Housing  and  Urban  Development  (HUD), 
support  homeless  shelters  and  homeless  service  pro- 
viders across  the  state. 

Respectfully  submitted, 

Mary  Dean  Harvey,  Director 
Nebraska  Department  of  Social  Services 
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Attachment  A 


THE  NEBRASKA  MEDICAID  MANAGED  CARE  PROGRAM 
April  1995 

BACKGROUND 

The  Managed  Care  Plan  Act,  pursuant  to  the  Legislative  bill  816  of  1993,  directed  the  Nebraska 
Department  of  Social  Services  to  develop  a managed  care  plan  that: 

1.  Utilizes  state  and  federal  resources  to  the  maximum  advantage. 

2.  Ensures  that  Nebraska  Medical  Assistance  program  is  operated  in  a cost  effective  and 
efficient  manner,  and 

3.  Continues  to  provide  quality  of  care  and  access  to  health  care  services. 

The  Department  of  Social  Services  developed  the  Nebraska  Managed  Care  Plan,  under  the 
guidance  of  the  Managed  Care  Commission  and  in  cooperation  with  the  Nebraska  Department 
of  Health  and  numerous  health  care,  social  service,  and  mental  health  professionals  throughout 
the  State. 

At  the  direction  of  the  Governor,  the  Department  of  Social  Services  developed  a "Request  for 
Proposal  (RFP)"  to  solicit  bids  from  vendors  interested  in  participating  in  Nebraska’s  Medicaid 
Managed  Care  Program. 

The  Department  of  Social  Services  contracted  with  Alexander  and  Alexander  Consulting  Group 
of  Chicago.  Illinois,  to  develop  the  RFP  for  the  Nebraska  Medicaid  Managed  Care  Program. 

The  RFP  for  the  Nebraska  Medicaid  Managed  Care  Program  was  issued  on  September  19. 1 994 
This  RFP  contained  the  following  five  components: 

1.  Primary  Care  Case  Management  Network  Administration 

2.  Health  Maintenance  Organization 

3.  Mental  Health  and  Substance  Management  Services 

4.  Enrollment  and  Community  Health  Nursing  Services 
5 Data  Management  Services 

The  Department  of  Social  Services  received  approximately  ninety  "Letters  of  Intent"  in  response 
to  the  RFP.  Twenty-eight  proposals  were  received  from  twenty-one  companies.  Alexander  and 
Alexander  Consulting  Group  evaluated  and  scored  all  twenty-eight  proposals.  Seventeen 
semi-finalist  recommendations  were  forwarded  to  the  Department  for  State  Review  Team 
interviews. 

Alexander  and  Alexander  Consulting  Group  assisted  the  Department  in  developing  a scoring  tool 
and  standardized  format  for  conducting  State  Review  Team  interviews  of  the  semi-finalists.  State 
Review  Teams  were  comprised  of  staff  from  the  Department  and  other  state  agencies  including 
Health.  Insurance.  Risk  Management.  Central  Data  Processing,  and  Administrative  Services. 

On  December  23.  1995.  the  Governor  announced  the  results  of  the  selection  process.  The 
Department  of  Social  Services  is  currently  negotiating  contracts  with  the  following  six  vendors 

1.  Primary  Case  Management  Network  Administration: 

Blue  Cross  & Blue  Shield  of  Nebraska 

2.  Health  Maintenance  Organization: 

- Exclusive  Healthcare.  Inc.  (a  Mutual  of  Omaha  Co.) 

- United  Healthcare  of  the  Midlands.  Inc. 

3.  Mental  Health  and  Substance  Abuse  Management  Services: 

- Options  Mental  Health 

4 Enrollment  and  community  Health  Nursing  Services. 

- MAXIMUS.  Inc. 

5.  Data  Management  Services: 

- The  MEDSTAT  Group 

A SEAMLESS  SYSTEM 

The  customer  may  participate  in  either  the  Primary  Care  Case  Management  Network  or  with  one 
of  the  Health  Maintenance  Organizations. 

In  either  system,  the  customer  will  choose  a primary  care  physician  (PCP)  who  will  provide  the 
customer  a "medical  home  and.  through  an  ongoing  relationship  with  the  customer,  manage  the 
customer's  health  care 

Customers  enrolled  with  the  Nebraska  Medicaid  Managed  Care  Program  will  be  restricted  to 
receiving  services  from  his  her  PCP  or  from  another  qualified  vendor  to  whom  the  customer  is 
referred  by  the  PCP 

The  PCP  will  emphasize  prevention,  early  intervention,  and  health  maintenance  and  will  provide 
continuous  access  for  the  customer  on  a 24-hour  per  day.  7-day  per  week  basis. 

For  purposes  of  the  Nebraska  Medicaid  Managed  Care  Program,  the  PCP  must  be  a primary  care 
physician  in  one  of  the  following  specialties 

Family  Practice  General  Practice  Pediatncs 

Internal  Medicine  Obstetrics  & Gynecology 

Or.. 

A resident  in  one  of  these  defined  specialties  under  the  supervision  of  qualified  and  approved 
attending  physicians.  The  PCP  may  be  a clinic  of  a teaching  hospital. 


A Primary  Care  Physician(PCP)  who  is  also  enrolled  as  a Nebraska  Medicaid  provider  may 
participate  in  the  Primary  Care  Case  Management  Network  or  with  one  or  both  Health 
Maintenance  Organizations. 


HEALTH  MAINTENANCE  ORGANIZATION 

Under  the  Nebraska  Medicaid  Managed  Care  Program  (NMMCP).  the  Health  Maintenance 
Organization(HMO)  will  contract  with  the  Department  of  Social  Services  for  a pre-determined 
capitation  rate.  The  Department  of  Social  Services  will  reimburse  the  HMO  at  the  pre-determined 
rate  for  each  member  enrolled  with  the  HMO  for  each  month  of  enrollment.  The  rate  is  paid 
prospectively  and  the  HMO  is  responsible  for  providing  access  to  all  covered  services  addressed 
in  the  basic  benefits  package  to  all  customers  enrolled  in  the  HMO. 

To  provide  access  to  covered  services  in  the  basic  benefits  package,  the  HMO  is  responsible  for 
contracting  with  primary  care  physicians,  specialists,  hospitals  and  all  other  providers.  These 
providers  are  paid  a contractually  negotiated  rate  by  the  HMO  and  may  not  bill  the  Department 
of  Social  Services  for  services  provided  to  a customer  enrolled  with  the  HMO. 

Under  the  HMO.  the  customer  will  select  a Primary  Care  Physician.  All  services  in  the  basic 
benefits  package  provided  to  the  customer  shall  be  provided  under  arrangement  with  the  HMO. 

PRIMARY  CARE  CASE  MANAGEMENT  NETWORK 

The  Primary  Care  Case  Management  (PCCM)  Network  Administrator  will  be  responsible  for: 

1.  Establishing  a network  of  Primary  Care  Physicians  (PCP). 

2.  Credenbaling  providers,  and 

3.  Performing  required  quality  assurance  activities 

The  Primary  Care  Physicians  under  agreement  with  the  network  will  be  responsible  for: 

1 . Making  referral’s  for  specialty  services  provided  to  the  customer. 

2.  Coordination  of  medical  services  needed  for  the  customer,  and 

3.  Monitoring  the  health  care  needs  of  the  customer. 

Payment  to  Physicians 

1 . Fee-For-Service: 

Under  the  PCCM  Network,  all  covered  services  in  the  basic  benefits  package  are  reimbursed 
directly  to  providers  on  a fee-for-service  based  on  the  Nebraska  Medicaid  Practitioner  Fee 
Schedule.  The  primary  care  physician  is  responsible  for  providing  the  primary  care  services 
and  for  coordination  of  all  medically  necessary  covered  services  in  the  basic  benefits 
package. 

2.  Case  Management  Fee: 

Primary  care  physicians  in  the  PCCM  Network  are  paid  a case  management  fee  of  $2.00 
per  month  for  each  patient  in  their  individual  practice  who  is  Medicaid  eligible  and  enrolled 
in  the  Nebraska  Medicaid  Managed  Care  Program. 

This  monthly  case  management  fee  is  paid  whether  or  not  the  customer  receives  services 
from  the  PCP  during  the  month  and  continues  to  be  paid  for  the  duration  of  their  managed 
care  enrollment  or  termination  of  Medicaid  eligibility. 

Physicians  participating  in  the  PCCM  Network  must  sign  an  addendum  to  the  Medicaid 
agreement,  which  covers  the  scope  of  case  management  responsibilities  under  the  Nebraska 
Medicaid  Managed  Care  Program  The  addendum  must  be  executed  with  the  Primary  Care  Case 
Management  Network  Administrator,  who  is  also  responsible  for  outlining  the  referral-authorization 
protocols  for  the  PCCM  Network. 

All  other  non-pnmary  care  physicians  who  are  Medicaid  providers  (e  g.,  specialists,  hospitals, 
ancillary  service  providers,  etc.)  may  participate  in  the  PCCM  Network  without  additional 
contractual  agreements  and  will  continue  to  bill  the  Department  of  Social  Services  directly  and 
will  be  reimbursed  on  a fee-for-service  basis.  All  services  provided  by  the  non-primary  care 
physician  must  be  referred,  prior  authorized  by  the  customers'  PCP  and/or  the  PCCM  Network 
Administrator.  Exceptions  to  PCP  referral/prior  authorization  requirements  will  be  communicated 
to  providers  in  subsequent  Nebraska  Medicaid  Provider  Bulletins 

BENEFITS  PACKAGE 

The  following  services  represents  a minimum  benefits  package  that  must  be  provided  by  the  plan 
to  customers  enrolled  in  the  Nebraska  Medicaid  Managed  Care  Program. 

The  Basic  Medical  Benefits  package  includes 

- Inpatient  hospital  services 

- Outpatient  hospital  services 

- Clinical  and  anatomical  laboratory  services 

- Radiology  services 

- Physician  services 

(includes  nurse  practitioner,  nurse  midwife,  physician  assistant) 

HEALTH  CHECK  PROGRAM  (Nebraska  Early  and  Penodic  Screening.  Diagnosis,  and 
Treatment  Program 

- Home  health  services 

- Private  duty  nursing  services 

- Therapies  (physical,  occupational,  speech  pathology,  audiology) 

- Durable  medical  equipment  and  medical  supplies 
(including:  hearing  aids,  orthotics.  and  prosthetics) 

- Podiatry  services 

- Chiropractic  services 

- Ambulance  services 

- Medical  transportation  services 
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- Dental  services  (*) 

• Visual  services  (’) 

(•)  The  HMO  may  elect  to  not  provide  dental  and/or  visual  care  services  In  that  situation,  these 
services  will  be  provided  under  the  Nebraska  Medical  Assistance  Program  and  reimbursed  on  a 
fee-for-service  basis. 

The  Mental  Health/Substance  Abuse  package  includes: 

Outpatient  Services  including 

• Evaluations  by  a licensed  practitioner  of  the  healing  arts  who  is  able  to  diagnose  and 'treat 
major  mental  illness  within  the  scope  of  his/her  practice. 

• Individual  Psychotherapy 

• Individual  Substance  Abuse  Counseling  for  customers  age  20  years  and  younger  only 

• Group  Psychotherapy 

• Group  Substance  Abuse  Counseling  for  customers  age  20  years  and  younger  only 

• Family  Psychotherapy  Services 

• Family  Substance  Abuse  Counseling  for  customers  age  20  years  and  younger  only 

• Family  Assessment 

• Conferences  with  Families  or  Other  Responsible  Persons  advising  them  on  how  to  assist  the 
customer  for  customers  age  20  years  and  younger  only 

• Mileage  for  Home-Based  Family  Therapy  or  Counseling  Services  for  customers  age  20  years 
and  younger 

• Mental  Health  Home  Health  and  Personal  Care  Services  for  customers  age  20  years  and 
younger 

• Pre-treatment  Assessment 

• Day  Treatment  Services 

• Treatment  Foster  Care  for  customers  age  20  years  and  younger 

• Treatment  Group  Home  for  customers  age  20  years  and  younger 
Inpatient  Hospital  services 

Residential  Treatment  Center  Services  for  customers  age  20  years  and  younger 
Crisis  Intervention  consisting  of 

• Observation  Room  Sen/ices 

• Residential  Acute  Services  for  persons  age  20  years  and  younger 

• Non-Residential  and  Treatment  Foster  Care  for  customers  age  20  years  and  younger 

When  appropriate,  the  Primary  Care  Physician  will  arrange  the  appropriate  referral  for  necessary 
medical  care  by  coordinating  access  to  needed  specialty  care  and  other  health  services. 

In  the  PCCM  Network,  a referral  for  specialty  services  will  occur  as  they  do  now.  from  one 
physician  to  another  To  ensure  appropriate  payment  for  services,  the  Department  of  Social 
Services  will  require  a referral  or  authorization  number. 

In  the  HMO.  specialty  providers  will  be  required  to  enter  into  a contractual  arrangement  with  the 
HMO  The  HMO  is  responsible  for  the  delivery  of  the  basic  benefits  as  well  as  referral  services 

RATE  SETTING 

As  part  of  the  procurement  process,  the  State  contracted  with  the  actuarial  firm  of  William  M. 
Mercer.  Inc.,  to  develop  capitated  rates  for  its  Medicaid  Managed  Care  Program.  These  rates 
were  derived  by  taking  the  State's  fee-for-service  costs  for  providing  services  under  the  Nebraska 
Medical  Assistance  Program  and  deriving  a per  member  per  month  rate  according  to  age.  sex. 
geographic  location,  and  category  of  eligibility.  This  process  was  performed  for  all  covered  acute 
(medical/surgical)  and  mental  health/substance  abuse  services. 

THE  ENROLLMENT  PROCESS 

At  the  time  of  initial  eligibility,  the  Department  of  Social  Services  staff  shall  inform  the  customer 
of  the  requirement  to  participate  in  the  Nebraska  Medicaid  Managed  Care  Program. 

The  customer  shall  participate  in  the  enrollment  activities  conducted  by  the  Enrollment/Community 
Health  Nursing  Services  staff  employed  by  Maximus.  Inc. 

During  enrollment,  the  MAXIMUS  representative  win  provide  the  customer  information  about  the 
Nebraska  Medicaid  Managed  Care  Program  and  assist  the  customer  in  completing  a Health 
Status/Needs  Assessment. 

The  purpose  of  the  Health  Status/Needs  Assessment  is  to  identify  special  needs,  such  as 
diabetes  or  childhood  asthma,  and  to  help  the  State  evaluate  the  overall  health  status  of  the 
Medicaid  population. 

The  MAXIMUS  enrollment  staff  will  also  assist  the  customer  in  choosing  a primary  care  physician. 
If  the  customer  does  not  choose  a primary  care  physician,  one  will  be  assigned  by  the  enrollment 
staff. 

Enrollment  activities  are  not  required  for  the  customer  to  participate  in  the  Mental 
Health/Substance  Abuse  portion  of  the  Nebraska  Medicaid  Managed  Care  Program.  All 


customers  who  are  eligible  for  Medicaid  and  who  are  determined  'mandatory'  for  the  Nebraska 
Medicaid  Managed  Care  Program  will  receive  their  mental  health/substance  abuse  services 
through  the  Nebraska  Medicaid  Managed  Care  program. 

THE  CONNECTION 

The  Enrollment/Community  Health  Nursing  Services  component  'connects'  the  customer  to 
managed  by: 

- Completing  the  administrative  function  of  enrollment,  transfer,  and  disenrollment 

- Assisting  the  customer  in  understanding  managed  care  and  how  to  effectively  use  their  health 
care  services 

- Enhancing  the  sen/ices  of  the  Primary  Care  Physician  through  education,  coordination  ol 
existing  health  and  social  sen/ice  resources,  and  outreach  coordination  of  existing  health  and 
social  service  resources 

- Establishing  a 24-hour  Helpline  to  assist  the  customers  and  providers  with  the  managed  care 
system 

- Acting  as  a customer  advocate  and  facilitate  handling  of  complaints 

Another  key  element  of  the  Enrollment/Community  Health  Nursing  Services  component  will  be 
education  for  the  customer  which  will: 

1.  Assist  the  customer  in  accessing  care, 

2.  Allow  the  customer  to  better  utilize  care,  and 
3 Promote  wellness  and  prevention. 

The  development  of  the  Enrollment/Community  Health  Nursing  Services  will  be  a joint  venture 
with  MAXIMUS.  Inc.,  the  Department  of  Social  Services,  and  the  Lincoln-Lancaster  and  Douglas 
County  Health  Departments. 

MENTAL  HEALTH/SUBSTANCE  ABUSE  SERVICES 

The  Mental  Health/Substance  Abuse  management  services  component  will  bring  together 
quality-oriented  mental  health/substance  abuse  clinicians  to  collaborate  in  the  delivery  of  mental 
health/substance  abuse  services. 


MEDICAID  PARTICIPANT  REQUIREMENTS 

Effective  July  1.  1995,  only  customers  in  Douglas.  Sarpy  and  Lancaster  Counties  will  participate 
in  the  Nebraska  Managed  Care  Program  in  order  to  receive  the  basic  benefit  package  of  Medicaid 
covered  services.  The  remainder  of  the  state  is  scheduled  to  phase  in  during  1997. 

This  accounts  for  approximately  54,000  customers  in  Douglas.  Sarpy,  and  Lancaster  Counties 

Participation  in  the  Nebraska  Medicaid  Managed  Care  Program  for  mental  health  and  substance 
abuse  services  applies  to  customers  statewide  and  will  also  be  effective  July  1,  1995. 

This  accounts  for  approximately  135,000  customers  statewide. 

Participation  in  the  Nebraska  Medicaid  Managed  Care  Program  will  be  mandatory  for  certain 
populations,  including  customers  participating  in  the  following  Department  of  Social  Services 
Programs: 

- Aid  to  Dependent  Children  Program  (ADC) 

- Aid  to  Aged.  Blind  and  Disabled  Program  (AABD) 

- Medical  Assistance  Programs  for  Children 

(i.e.;  Ribicoff,  Medical  Assistance  for  Children,  School  Aged  Medical) 

- Refugee  Resettlement  Program 

- Child  Welfare  Payments  and  Medical  Services  Program  (i.e.,  IV-E,  Non  IV-E,  Former  Waras. 
Subsidized  Guardianship  cases) 

The  following  customers  will  be  EXCLUDED  from  participation  in  the  Nebraska  Medicaid  Managed 
Care  Program: 

- Customers  receiving  Medicare 

- Customers  residing  in  a nursing  facility  (for  more  than  sixty  days) 

- Customers  residing  in  an  Intermediate  Care  facility  for  Individuals  with  Mental  Retardation  (i.e., 
ICF/MR) 

* Customers  living  out-of-state  (i.e.,  children  who  are  placed  with  relatives  living  out-of-state) 

- Certain  children  with  disabilities  who  are  also  known  as  the  Katie  Beckett  Program 

- Customers  receiving  Medicaid  as  aliens  for  an  emergency  condition  only 

- Customers  participating  in  a home  and  community-based  waiver  program 

- Customers  with  excess  income  (i.e.,  spenddown  which  is  met  or  unmet) 

- Customers  receiving  services  through  the  Subsidized  Adoption  Program  including  those  who 
receive  a maintenance  subsidy  from  another  state 

- Customers  receiving  services  through  the  State  Disability  Program 

- Customers,  regardless  of  participation  in  any  of  the  above  programs,  whose  private  health 
insurance  coverage  is  determined  qualified  for  coverage  (i.e.:  verified  standard 
comprehensive  coverage,  verified  HMO  or  prepaid  plan  with  specified  providers,  and  verified 
CHAMPUS) 
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Phase-In  Plan 


Attachment  C. 


Customers  already  receiving  Medicaid  assistance  will  be  "phased  in"  to  the  Nebraska  Medicaid 
Managed  Care  Program  during  the  first  six  months  ot  the  program  from  July  1.  1995.  through 
December  31,1995 

Non-managed  care  customers  will  continue  to  receive  medical  services  as  they  do  now  on  a 
fee-for-service  basis. 

REGULATORY  SUPPORT 

The  Department  of  Social  Services  is  currently  drafting  regulations  and  is  planning  to  hold  a 
public  heanng  in  May.  1995 

A new  Title  482  will  be  created  for  the  Nebraska  Medicaid  Managed  Care  Program. 

Corresponding  changes  are  being  made  to  Title  471,  Nebraska  Medical  Assistance  Program 
Services,  and  aJI  Public  Assistance  Titles 

A new  Medicaid  card  is  also  being  designed  specifically  for  the  managed  care  customer. 

To  implement  the  Nebraska  Medicaid  Managed  Care  Program,  the  Department  has  submitted  all 
necessary  Federal  "waivers"  to  waive  certain  requirements  ot  the  Social  Secunty  Act  under 

Section  1915(b)  of  the  Act.  These  elements  include  statewideness  (under  1902(a)(1)  of  the  Act); 
comparability  of  services  (under  1902(a)(10)(B)  of  the  Act);  and  freedom  of  choice  (under 
I902(a)(23)  of  the  Act).  In  addition,  the  Department  is  relying  on  Section  1915(b)(2)  of  the  Act 
to  allow  a central  broker  to  assist  the  customer  in  choosing  among  health  plans  and  Section 
1915(b)(4)  to  require  customers  to  obtain  services  only  Irom  specified  providers  under  the 
Nebraska  Medicaid  Managed  Care  Program 

QUALITY  ASSURANCE 

A cntical  component  of  the  Nebraska  Medicaid  Managed  Care  Program  will  be  its  efforts  in  quality 
assurance  The  Department  of  Social  Services  is  developing  a Quality  Assurance  Plan  that  will 
require  each  vendor  to  operate  an  internal  quality  assurance  program  and  make  its  findings  and 
data  available  to  the  Department  of  Social  Services;  allow  the  Department  of  Social  Services  to 
monitor  the  quality  assurance  programs  ot  each  vendor  through  its  Quality  Assurance  Committee 
and  Departmental  staff  activities,  assess  the  quality  ot  health  care  delivered  through  an  annual, 
independent,  external  review  ol  the  quality  ol  services  delivered;  and  incorporate 
performance-based  standards  into  each  vendors  contract. 

The  Department  of  Social  Services  regulations  shall  ensure  a customer  several  avenues  lor 
resolving  a grievance; 

- Contact  with  the  Enrollment/Community  Health  Nursing  Services  stall  to  resolve  concerns  at  the 
most  informal  level 

- Access  via  a 24-hour  HELPLINE  for  customer  inquines  and  complaints 

- Standard  internal  grievance  procedures  through  the  managed  care  plans 

- Contact  with  the  State  Ombudsman  to  ensure  the  client  has  received  appropriate  assistance 

- A formal  appeal  request  through  the  Department  of  Social  Services'  appeal  process 

The  Department  of  Social  Services  will  establish  a Quality  Assurance  Committee  tor  ongoing 
review  as  well  as  maintain  its  overall  relationship  witn  the  Managed  Care  Commission  pursuant 
to  LB  816 

CONTACT 

Questions  may  be  directed  to  the  Nebraska  Medicaid  Managed  Care  Unit  by  calling  Chns  Wright. 
M.D..  at  (402)  471-9136  or  Betty  Ferdinand  at  (402)  471-9643 
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NEBRASKA  MEDICAID  PROGRAM 
FEE  SCHEDULE  REVISIONS 

PRIMARY  CARE  SERVICES 
(EFFECTIVE  OCTOBER  1.  1994) 


OFFICE  MEDICAL  SERVICES 

Previous  New 

Allowable  Allowable 

(eff.  10-1-93)  (eff.  10-1-94) 


NEW  PATIENT 


99201 

Problem  focused  office  visit 

$19.36 

$20.54 

99202 

Expanded  problem  office  visit 

28.29 

30.02 

99203 

Detailed,  low  complexity  visit 

41.70 

44.24 

99204 

Comprehensive  history,  moderate 
complexity  visit 

59.57 

63.20 

99205  Comprehensive  history,  high 
complexity  visit 

ESTABLISHED  PATIENT 

77.44 

82.16 

92111 

Minimal  service 

$10.42 

$11.06 

99212 

Problem  focused  office  visit 

17.87 

18.96 

99213 

Expanded  problem,  low 
complexity  visit 

26.80 

28.44 

99214 

Detailed,  moderate  complexity  visit 

40.21 

42.66 

99215 

Comprehensive  history,  high 
complexity  visit 

58.08 

61.62 

COMPREHENSIVE  NURSING  FACILITY  ASSESSMENTS 


NEW  PATIENT 

99301 

Detailed  history,  low  complexity  visit 

$38.71 

$41.08 

99302 

Detailed  history,  high  complexity  visit 

52.12 

55.30 

99303 

Comprehensive,  high  complexity  visit 

69.99 

74.26 

SUBSEQUENT  CARE 

99311 

Problem  focused,  low  complexity  visit 

$22.33 

$23.70 

99312 

Expanded  problem,  moderate 

35.74 

37.92 

complexity  visit 

99313 

Detailed  history,  high  complexity  visit 

58.08 

61.62 

DOMICILIARY.  REST  HOME. 

CUSTODIAL  CARE 

Previous 

New 

Allowable 

Allowable 

(eft.  10-1-93) 

(eff.  10-1-94) 

NEW  PATIENT 

99321 

Problem  focused,  low  complexity  visit 

$2472 

$26.23 

99322 

Expanded  problem,  moderate 

37.23 

39.50 

complexity  visit 

99323 

Detailed  history,  high  complexity  visit 

56.59 

60.04 

OVER 


NMMCP  Program  Structure 


NDSS 


’Vendor  independent  from  Prepaid  Health  Plans  and  PCCM 
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ESTABLISHED  PATIENT 

99331 

Problem  focused,  low  complexity  visit 

$21.74 

$23.07 

99332 

Expanded  problem,  moderate 

29  78 

31.60 

complexity  visit 

99333 

Detailed  history,  high  complexity  visit 

38.72 

41.08 

HOME  MEDICAL  SERVICES 

NEW  PATIENT 

99341 

Problem  locused  low  complexity 

$29.78 

$31.60 

99342 

Expanded  problem,  moderate 

37.23 

39.50 

complexity  visit 

99343 

Detailed  history,  high 

50.03 

53.09 

complexity  visit 

ESTABLISHED  PATIENT 

99351 

Problem  focused  visit 

$26  80 

$28.44 

99352 

Expanded  problem,  moderate 

35.74 

37.92 

99353 

Detailed,  high  complexity  visit 

48.55 

51.51 

Nebraska  Medicaid  Fee  Schedule  Revision 


Effective  October  1,  1994 


PREVENTIVE  MEDICINE 


Previous 

New 

Allowable 

Allowable 

(eft.  10-1-93) 

(eff.  10-1-94) 

NEW  PATIENT 

99381 

Initial  history  and  exam;  infant  (<  1 year) 

$29.78 

$31.60 

99382 

Early  childhood  (1-4  years) 

29.78 

31.60 

99383 

Late  childhood  (5-11  years) 

35.74 

37.92 

99384 

Adolescent  (12-17  years) 

41.70 

44.24 

99385 

18-39  years 

47.65 

50.56 

99386 

40-64  years 

50.63 

53.72 

99387 

65  years  and  older 

56.59 

60.04 

ESTABLISHED  PATIENT 

99391 

Infant  (<  1 year) 

$23.82 

$25  28 

99392 

Early  childhood  (1-4  years) 

23.82 

25.28 

99393 

Late  childhood  (5-1 1 years) 

26.80 

28.44 

99394 

Adolescent  (12-17  years) 

32.76 

34.76 

99395 

18-39  years 

35.74 

37.92 

99396 

40-65  years 

38.72 

41.08 

99397 

65  years  and  older 

44.67 

47.40 

99178 

Admin.  & Interp.  (develop  tests) 

21.20 

22.49 

HEALTH  CHECK  (EPSDT)  SERVICES 

100008 

Pediatric  prenatal  visit  (<  21  years) 

$33.20 

$35.24 

100013 

Nutritional  counseling  - 30  minute  unit 

22.15 

23.50 

100014 

Health  Check  Exam 

44.52 

47.23 

(w/o  Vision  & Hearing  Testing) 

100015 

Health  Check  Exam  (EPSDT) 

55.38 

58.76 

(with  Vision  & Hearing  Testing) 

NEWBORN  CARE 

99431 

History  and  exam  of  normal  newborn 

$65.52 

$69.52 

99432 

Newborn  care  (outside  hospital) 

38.73 

41.08 

99433 

Newborn  care  in  hospital 

29.78 

31.60 

DELIVERY,  ANTEPARTUM  AND  POSTPARTUM  CARE 


59400 

Vaginal  delivery  ("global  package’). 

$ 894.00 

$ 947.43 

59410 

Vaginal  delivery  only 

537.42 

587.02 

59412 

External  cephalic  version 

150.47 

159  36 

59414 

Delivery  o(  placenta 

107.48 

113.83 

59425 

Antepartum  care  only  (1-6  visits) 

33.23 

35.19 

59430 

Postpartum  care  only 

33.23 

35.19 

59510 

Cesarean  delivery  ("global  package') 

1,272.00 

1.347.14 

59515 

Cesarean  delivery  only 

752.38 

943  02 

59426 

Antepartum  care  only  (7  or  more  visits 

33.23 

35.19 

Nebraska  Medicaid  Fee  Schedule  Revision 


Effective  October  1,  1994 


MEDICAID  PROVIDER  FRAUD  AND  ABUSE 


G 

□ 


What  is  provider  fraud' 

Misrepresentation  with  the  intent  to  illegally  obtain  services,  payments  or  other  gains. 


Examples: 


Billing  for  services  not  rendered 

Billing  for  more  costly  services  than  rendered  (upcoding) 

Falsifying  medical  or  billing  records  to  obtain  greater  reimbursement,  i.e.,  medical  necessity 
documentation,  prior  authorization  requests,  PRO  determinations 
Billing  more  than  charge  to  general  public 

Billing  for  services  provided  by  unqualified  or  unlicensed  personnel 
Receiving  kickbacks  from  medical  providers  for  referrals  or  use  of  product 


G 

□ 


What  is  provider  abuse? 

Any  action  that  results  in  an  incorrect  payment  for  services  rendered  or  involving  patterns  of 
overutilization  or  misutilization  of  services  without  demonstrated  intent  or  false  statement 


Examples: 

• Rendering  or  ordering  excessive  services,  especially  diagnostic  tests 

• Providing  services  inconsistent  with  the  diagnosis  and  treatment  of  recipient 

• Rendering  or  ordering  medically  unnecessary  services 

• Poor  or  unsatisfactory  quality  of  care  provided  to  a recipient 
Billing  recipient  for  remaining  balance  after  Medicaid  payment 

Potential  Consequences 

• Criminal  investigation  and/or  prosecution  by  the  Office  of  Inspector  General  and/or  FBI 

• Civil  monetary  penalty  (up  to  $2,000  per  false  item) 

Exclusion  from  Medicare  and/or  Medicaid  permanently  or  for  a period  of  time 

Referral  to  professional  licensing  board 

Restitution  of  Medicaid  overpayment 

Peer  review 

Education 

• Other  administrative  remedies 


Make  referral  to:  Nebraska  Department  of  Social  Services 

Medicaid  Provider  Fraud  Unit 
Medical  Services  Division 
P.O.  Box  95026 
Lincoln.  NE  68509 
Kris  Logsdon,  Manager 
Phone  (402)471-9365 


Nebraska  Department  of  Social  Services 
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You  can  get  mammograms,  Pap  tests  and 
other  tests  for  free  or  for  a S5  yearly  fee  (all 
paid  tests  listed  below).  Use  the  chart  on  the 
nght  to  see  if  you  are  able  to  be  part  of  Every 
Woman  Mahers.  Many  Nebraska  doctors' 
offices,  hospitals,  family  planning  and  other 
health  clinics  take  Every  Woman  Matters 
coupons. 

Every  Woman  Mahers,  is  especially  for 
women  age  50  and  above,  women  without 
insurance  that  pays  for  these  exams  and 
women  of  color. 

Call  (800)227-2345  or  your  local  outreach 
worker  listed  on  the  back  to  sign  up  today! 
Spread  the  word  - tell  your  grandmothers, 
aunts,  sisters  and  mother  about  Every  Woman 
Mahers. 


WOMEN 

You  may  be  able  to  get 
free  or  low-cost*  tests: 


If  there  are  this 
many  people  in 
your  house: 

1 

2 

3 

4 


Your  yearly  house- 
hold income  can  be 
up  to: 

516.560 
522.140 
527,720 
533.000 


5 or  more  call  (800)227-2345 


* Low-cost  exams  are  $5  each  year. 

To  sign  up,  call  (800)227-2345  or 
your  local  outreach  worker 
listed  on  the  back 


Screening  Services  Offered 

Pelvic  Exams 
Pap  Smears 
Clinical  Breast  Exams 
Mammograms 

Colposcopies  with  or  without  biopsy 

(a  closer  look  at  the  cervix) 

Fine  Needle  Aspiradons  of  the  Breast 

(to  identify  the  type  of  lump) 

Plus 

Breast  & Cervical  Health  Education 
For  All  Nebraska  Women 


Doctors  and  other  medical  providers, 
community  agencies  and  volunteers  join  as 
partners  in  the  program.  Together,  we 
work  to  remove  the  barriers  that  keep 
many  women  from  being  screened. 

The  Every  Woman  Mahers  program 
pays  providers  for  services  directly  and 
bills  those  women  whose  income  requires 
them  to  pay  the  $5  yearly  fee 

Call  (402)471-221 1 to  find  out  how 
your  community  or  practice  can  get 
involved. 


NMA  - 4/95 
Soc.  Serv. 


Women  are  more  likely  to  live  when 
breast  and  cervical  cancer  are  found  early. 

All  women  are  at  risk  for  having  breast 
cancer.  As  we  age,  that  risk  gets  higher. 
Mammograms  can  find  breast  lumps  up  to  two 
years  before  they  can  be  felt.  Finding  breast 
cancer  early  often  means  less  surgery  and  a 
better  chance  to  get  well. 


Signs  of  cervical  cancer  may  not 
show  up  until  the  disease  is  hi  along. 
The  Pap  test  finds  cervical  cancer  before 
you  know  you  have  it.  Cervical  cancer  is 
nearly  100%  curable  when  it  is  found 
early. 

Every  woman  now  has  a chance  to 
find  it  early... 


EARLY  DETECTION  SAVES  LIVES 


For  more  information  about 
breast  & cervical  cancer  call: 

The  American  Cancer  Society 
1-800-ACS-2345 
The  National  Cancer  Institute 
1 -8004-CANCER 
Cancer  Help  link 
1-80O-999-LINK 
Your  local  Every  Woman  Mam  outreach  worker  is: 


You  aa  ga  Ouj  bract*#'*  in  iTumiU  farmMj  try  cal  Ln|  (402)471-221 1 . 


This  brochure  was  created  by 


Every  uuman Matters 

301  Centennial  Mall  South  3rd  Floor 
P.O  Box  95007 
Lincoln,  NE  68509-5007 
(402)471-2211 
Fa*  f407M7 1 -6446 
To  get  a sign-up  packet:  (800)227-2345 
TTY  (402)471-6421  or 
TTY  NE  Relay  System  (800)833-7352 

di  for  prefect  war*  provaforf  fcrou  jb  tha  Carter*  for  Oaeaaa  Crt*o! 
Prr**rt>oo  EaHy  Dttactjon  wd  Coorol  Bremal  nd  C«vk»J  Canwr 
tpcnav*  Kp  uuiui  (1157^0/7047344)3 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cervical  Cancer  Program 
Nebraska  Department  of  Health 
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REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE  AND 
MEDICAL  DELIVERY  SYSTEMS 

Dale  E.  Michels,  M.D.,  Lincoln  - Chairholder;  Jehangir  B.  Bastani,  M.D., 
Lincoln;  David  W.  Bouda,  M.D.,  Omaha;  Thomas  M.  Connors,  M.D., 
Omaha;  Allen  D.  Dvorak,  M.D.,  Omaha;  James  A.  Fosnaugh,  M.D.,  Lincoln; 
Herbert  A,  Hartman,  Jr.,  M.D.,  Omaha;  Lawrence  D.  Helmick,  M.D., 
Kearney;  Bruce  W.  Henricks,  M.D.,  Fremont;  Jeffery  B.  Itkin,  M.D.,  Omaha; 
Robert  L.  Kruger,  M.D.,  Omaha;  Scott  P.  Liggett,  M.D.,  Lincoln;  Blaine  Y. 
Roffman,  M.D.,  Omaha;  H.  Russell  Semm,  M.D.,  Omaha;  Robert  F.  Shapiro, 
M.D .,  Lincoln;  Rick  J.  Windle,  M.D.,  Lincoln. 

The  Ad-Hoc  Committee  on  Health  Care  Insurance 
and  Medical  Delivery  Systems  has  met  5 times  since 
the  spring  1994  meeting  and  twice  since  the  fall 
session  of  the  House  of  Delegates. 

Primary  activities  for  the  Committee  have  been  the 
development  of  a Technical  Advisory  Committee  which 
is  available  to  work  with  insurers  in  the  state  providing 
them  with  recommendations  regarding  technical  is- 
sues. This  Committee  which  was  approved  by  the 
Board  of  Directors  has  been  formed  and  is  available 
to  work  on  issues  submitted  to  them. 

A major  issue  for  the  Committee  was  a proposal  by 
Blue  Cross  Blue  Shield  of  Nebraska  (BCBSN)  to  change 
the  reimbursement  mechanism  for  laboratory  ser- 
vices provided  by  physicians  offices  (either  internally 
or  services  being  purchased  from  outside  reference 
labs).  Due  to  the  fact  that  many  physicians  use  a part 
of  those  lab  charges  to  subsidize  the  cost  of  interpre- 
tation and  follow-up  on  those  tests,  there  was  a great 
deal  of  concern  expressed  by  the  membership.  As  a 
result  of  negotiations  with  BCBSN,  no  changes  were 
made  at  the  present  time  in  the  current  system.  The 
committee  did  go  on  record  opposing  "unbundling" 
of  laboratory  panel  charges  and  making  sure  that  fees 
were  "reasonable"  in  relation  to  the  cost  of  the  test. 

The  Committee  also  served  as  a sounding  board 
for  physicians  involved  in  the  administration  of  health 
care  plans  (managed  care,  PPO,  HMO,  and  insurers) 
to  gather  and  exchange  ideas  concerning  how  their 
decisions  impacted  the  practicing  physician.  This  al- 
lowed for  good  dialogue  between  members  and  those 
organizations  which  would  not  have  otherwise  taken 
place. 

One  of  the  most  important  functions  of  the  com- 
mittee during  its  first  year  of  existence  has  been  to 
serve  as  a repository  for  member  concerns  in  dealing 
with  third  party  payers.  As  chair,  I take  full  responsibil- 
ity for  the  fact  that  while  "much  has  been  received, 
little  has  been  given".  The  variety  of  complaints,  the 
lack  of  adequate  data,  the  lack  of  response  from 
insurers  in  some  cases,  the  lack  of  time,  the  difficulty 
for  a committee  to  respond  as  a whole  and  lack  of 
time  by  the  Chair  has  resulted  in  gridlock.  However, 

I feel  that  this  is  an  important  member  benefit  that  we 
can  provide  by  working  to  respond  to  our  member 
concerns  in  dealing  with  often  "faceless"  companies. 
In  order  to  prevent  gridlock  from  occurring  in  future 
years  should  the  ad-hoc  committee  continue,  I would 
recommend  the  following: 

a)  certain  protocols  be  developed  which  staff  could 
follow  to  respond  to  concerns  concerning  is- 
sues of  CPT  or  ICD-9  coding  which  would  allow 
a timely  response  to  these  issues, 

b)  a checklist  be  developed  to  make  sure  that  all 
pertinent  information  was  available  to  the  com- 


mittee to  make  recommendations  concerning 
other  third  party  issues  such  as  required  docu- 
mentation, appropriate  consultation,  and  simi- 
lar issues, 

c)  physicians  or  benefit  managers  of  companies 
be  identified  by  name  with  background  con- 
cerning the  committee  furnished  to  them  and 
their  help  enlisted  to  provide  satisfactory  reso- 
lution of  concerns  without  the  need  to  involve 
legal  services  or  seek  governmental  redress. 

d)  individual  members  of  the  committee  be  iden- 
tified with  expertise  in  handling  certain  issues 
which  they  could  respond  rapidly  to  and  system 
of  communication  to  allow  quicker  response  to 
member  concerns, 

e)  other  programs  as  identified  and  recommended 
by  the  Board  of  Directors. 

By  pursuing  a slightly  different  direction  in  the 
future,  I feel  we  can  be  even  more  effective  in  re- 
sponding to  our  members  needs.  However  for  the 
first  year,  I feel  that  we  have  gotten  off  to  a good  start 
and  thank  the  members  of  the  Committee  for  their 
assistance  and  Dr.  Paustian  for  his  vision  in  establish- 
ing the  Ad-Hoc  Committee. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 

LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merlon  A.  Quaife,  M.D.,  Omaha  - Chairholder;  Robert  C.  Osborne, 
M.D.,  Lincoln,  Board  Liaison;  Allen  D.  Dvorak,  M.D.,  Omaha;  Rodrigo 
Gomez-Cordero,  M.D.,  Norfolk;  Martin  R.  Lohff,  M.D.,  Omaha;  W.E. 
Lundak,  M.D.,  Lincoln;  David  C.  McMaster,  M.D.,  Auburn;  William  H. 
Northwall,  M.D.,  Kearney;  Beth  Eckhardt,  Omaha;  Sean  McGarry,  Omaha; 
Jonathan  Spencer,  Omaha. 

The  Committee  has  continued  to  monitor  the  evo- 
lution of  the  Compact's  Low  Level  Radioactive  Waste 
Facilities  licensing  process  by  the  State  of  Nebraska. 

The  process  is  projected  to  complete  information 
review  on  the  facility's  design  provided  by  the 
Compact's  Contractor  during  the  next  year  and  enter 
the  public  hearing  stage  of  the  license  review  by  the 
State  of  Nebraska. 

No  judicial  issues  are  currently  pending  in  the 
courts. 

The  NMA  policy  currently  in  place,  in  the  opinion 
of  the  Committee,  requires  no  change. 


REPORT  OF  THE 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Lincoln  - Chairholder;  Herbert  A.  Hartman,  Jr., 
M.D.,  Omaha  - Board  Liaison;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff; 
Richard  A.  Blatny,  M.D.,  Fairbury;  Michael  J.  Duggan,  M.D.,  Lincoln;  David 

H.  Filipi,  M.D.,  Omaha;  Kiran  Gangahar,  M.D.,  Lincoln;  J.  A.  Grubbe,  M.D., 
Lincoln;  Loren  H.  Jacobsen,  M.D.,  Broken  Bow;  Alan  W.  Langvardt,  M.D., 
Beatrice;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Richard  M.  Pitsch,  Sr.,  M.D., 
Seward;  Richard  A.  Raymond,  M.D.,  Omaha;  Steven  R.  Thomas,  M.D., 
York;  Melissa  Barton,  Omaha;  Melanie  Cloonan,  Omaha;  Erika  Ketteler, 
Omaha;  Scott  Stuart,  Omaha. 

I.  INTRODUCTION 

The  Nebraska  Medical  Association  Ad-Hoc  Com- 
mittee Re:  Medicare  continues  to  have  an  excellent 
relationship  with  the  Medicare  Carrier  for  the  State  of 
Nebraska  (Blue  Cross/Blue  Shield),  and  has  met  on 
two  occasions  to  discuss  the  current  1995  Medicare 
Fee  Schedule  and  other  pertinent  issues  relevant  to 
proposed  changes  for  the  Medicare  Fee  Schedule  in 
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the  future.  1995  will  be  an  important  year  for  the 
refinement  of  the  Medicare  Fee  Schedule  and  imple- 
mentation of  that  Fee  Schedule  in  1996  and  1997. 
The  number  of  Nebraska  physicians  who  have  be- 
come participating  Medicare  physicians  continues  to 
increase.  In  1995,  80.2%  of  Nebraska  physicians  are 
enrolled  in  the  Medicare  program  as  participating 
Medicare  physicians.  This  compares  to  56.3%  in 
1991. 

Several  important  issues  are  being  addressed  re- 
garding the  Medicare  Fee  Schedule  during  1995 
including:  1)  The  Resourced  Based  Practice  Expense 
Initiative;  2)  Rebundling  Initiative;  3)  Five  year  refine- 
ment of  the  Relative  Value  Scale;  4)  Development 
and  Management  of  Evaluation  and  Management 
Guidelines.  These  will  be  discussed  separately  and  in 
further  detail. 

II.  PRIMER  ON  MEDICARE  PHYSICIAN  PAYMENT 

A.  Background 

The  Medicare  Program  was  enacted  in  1965  and 
physician  services  were  covered  effective  January 
1967.  Payment  was  made  under  a system  known 
as  usual  and  customary  reimbursement  (UCR). 
Under  UCR,  payment  was  based  on  the  lower  of  a 
physician's  customary  charge  or  the  prevailing 
charge  in  the  community,  over  the  actual  charge 
for  the  service  imposed.  Over  the  years,  Congress 
imposed  various  limitations  on  physician  payment 
to  better  control  the  rate  of  expenditures.  These 
included  the  following: 

1.  Medicare  Economic  Index  (MED  was  imple- 
mented  in  1975  to  limit  the  rate  that  the 
prevailing  charge  could  increase  over  time. 

2.  A freeze  on  payment  increases  was  imple- 
mented in  1 984  and  was  not  fully  lifted  until 
1987. 

3.  Caps  were  imposed  on  the  actual  charges  of 
physicians  who  did  not  accept  Medicare 
Payment  Allowances  Payment  in  Full. 

4.  Reductions  were  made  and  payments  were 
so-called  "over-priced"  procedures  in  the  1 987 
and  1989  budget  bills. 

All  of  the  changes  described  above  were  imple- 
mented to  reduce  Medicare  outlays  and/or  limit  the 
out  of  pocket  costs  for  Medicare  beneficiaries. 

In  addition  to  concern  over  the  Federal  Budget, 
Congress  became  convinced  that  the  UCR  System 
itself  was  broken  and  needed  to  be  changed.  Among 
the  problems  that  were  identified  were  the  following: 

• There  were  substantial  imbalances  in  payment 
between  so  called  procedural  and  cognitive 
services;  i.e.  payment  did  not  reflect  the  re- 
sources required  to  produce  a service. 

• Geographic  variations  in  payment  were  exces- 
sive and  irrational. 

• Specialty  differentials  in  payment  for  the  same 
service  were  inappropriate. 

• Beneficiary  financial  protection  needed  to  be 
strengthened. 

Based  on  advice  from  the  Physicians  Payment 
Review  Commission  (PPRC),  a Congressional  com- 
mission, the  Physician  Fee  Schedule  was  enacted  by 
the  Congress  in  1989  and  became  effective  in  1992. 
The  key  elements  are  as  follows: 

1.  Each  Physician  Service  is  assigned  three 
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relative  values  - for  physician  work,  practice 
expense,  and  malpractice  costs- which  when 
multiplied  by  a dollar  conversion  factor, 
produces  an  allowable  fee. 

2.  The  relative  value  for  physician  work  is 
"resourced  based",  and  reflects  the  work, 
(time,  risk,  skill,  etc.)  required  to  perform  a 
service.  This  part  of  the  Relative  Value  Scale 
(RVS)  relied  on  work  done  by  Dr.  William 
Shaio  and  his  colleagues  at  Harvard. 

3.  The  relative  values  for  practice  expense  and 
malpractice  (46%  of  the  total  payment,  on 
average)  were  based  on  historic  allowed 
charges. 

4.  The  system  is  being  phased  in  over  a four- 
year  transition  period  and  will  be  fully  imple- 
mented by  1 996. 

5.  Physicians  who  elect  to  be  participating 
physicians  agree  to  accept  the  Medicare 
Allowance  as  payment  in  full;  that  is,  they 
cannot  balance  bill  the  patient  above  the 
allowed  fee.  The  fees  for  nonparticipating 
physicians  are  set  at  95%  of  the  fee  sched- 
ule and  they  can  bill  patients  a maximum  of 
15%  above  that  amount. 

B.  Major  planned  changes. 

There  are  two  major  changes  to  the  fee  sched- 
ule underway.  The  first  is  an  effort  to  refine  the 
work  relative  values.  Under  the  law,  HCFA  is 
required  to  review  and  refine  the  relative  values 
every  five  years.  That  effort  is  just  underway. 
HCFA  published  a notice  in  the  Federal  Register 
on  December  8,  1994,  soliciting  comments 
from  specialty  societies  and  others  on  services 
considered  to  be  "misvalued".  There  was  a 60 
day  period  for  comment.  After  compiling  the 
comments,  HCFA  passes  these  comments  on  to 
the  Relative  Value  Update  Committee  (RUC) 
which  is  a multispecialty  panel  established  by 
the  AMA.  The  RUC  will  evaluate  the  comments 
and  pass  on  their  recommendations  for  change 
to  HCFA  in  the  fall  of  1995.  At  the  same  time, 
since  most  commentators  naturally  will  only 
identify  "undervalued"  services,  HCFA  has  asked 
its  Carrier  Medical  Directors  (CMD's)  to  identify 
potentially  "overvalued"  services.  After  review- 
ing the  recommendations  of  the  RUC  and  the 
CMD's,  HCFA  will  propose  changes  (subject  to 
comment)  in  the  work  relative  values  in  the 
spring  of  1996  which  will  take  effect  January 
1997. 

The  second  major  change  that  will  impact  on 
physicians  is  a revision  to  the  method  for  calcu- 
lating the  practice  expense  RVU's.  As  noted 
above,  practice  expenses  currently  are  based  on 
the  average  allowed  charge  for  service  in  1991. 
Congress  recently  changed  the  law  and  directed 
HCFA  to  establish  a system  calculating  practice 
expense  RVU's  on  a resource  based  method;  i.e. 
one  that  reflects  the  actual  costs  - staff,  supplies, 
equipment,  overhead,  etc.  - required  to  perform 
a service.  The  new  system  will  not  be  imple- 
mented until  1 998  and  HCFA  is  in  the  process  of 
obtaining  proposals  from  research  organizations 
to  assist  in  the  development  of  this  new  system. 
Most  observers  believe  that  this  will  lead  to 
some  redistribution  and  payment  to  primary  care 
physicians  and  other  office  based  services. 


C.  Budget  Reductions 

In  addition  to  the  above  changes  which  are 
scheduled,  it  is  likely  that  Medicare  will  be  on 
the  chopping  block  for  future  budget  reduc- 
tions. The  "Contract  with  America"  proposed  to 
balance  the  budget,  increase  defense  spending, 
cut  taxes  and  leave  Social  Security  alone.  After 
Social  Security,  defense  spending  interest  on  the 
federal  debt  (which  obviously  must  be  paid), 
Medicare  is  the  next  largest  source  of  expendi- 
tures in  the  Federal  Budget. 

D.  Who  Were  The  Players? 

As  with  all  the  programs,  the  Congress  is  respon- 
sible for  enacting  the  legislation  and  the  Execu- 
tive Branch  is  responsible  for  implementation. 
What  this  means  is  that  Congress  established  the 
general  framework  of  the  Medicare  Fee  Sched- 
ule as  describe  above,  but  left  to  the  Executive 
Branch  responsibility  for  flushing  it  out  with 
implementing  regulations  and  operating  instruc- 
tions, including  the  establishment  of  the  Relative 
Values,  calculation  of  the  Conversion  Factor, 
establishment  of  Geographic  Adjustors,  and 
determination  of  various  ancillary  policies  (e.g. 
global  periods). 

Within  the  Executive  Branch,  HCFA  is  respon- 
sible for  the  administration  of  the  Medicare 
Program.  However,  there  is  a review  process 
and  certain  major  changes  need  to  be  approved 
by  the  officials  in  the  Department  of  Health  and 
Human  Services  (of  which  HCFA  is  a part)  and 
the  Executive  Office  of  management  and  bud- 
get. To  assist  with  the  actual  operation  of  the 
Medicare  program,  HCFA  contracts  with  a vari- 
ety of  insurance  carriers  to  process  the  claims 
under  general  policy  guidance  issued  by  HCFA. 
The  Carrier  Medical  Directors  (CMD's)  serve  an 
important  role  in  the  process  by  providing  tech- 
nical and  clinical  advice  to  HCFA  determining 
whether  services  are  covered  or  medically  nec- 
essary serving  as  a means  of  communication 
with  practicing  physicians. 

On  the  legislative  side,  the  key  Medicare  play- 
ers are  the  Republican  leadership  of  the  Con- 
gress - Bob  Dole  in  the  Senate  and  Newt  Gingrich 
in  the  House  - in  the  relevant  committees, 
Senate  Finance  Committee  (Chair  Bob 
Packwod),  the  House  Ways  and  Means  Com- 
mittee (Chair  Bill  Archer),  and  the  House  Energy 
and  Commerce  Committee  (Chair  Tom  Bliley). 
As  noted,  PPRC  was  a major  architect  of  the 
Physician  Fee  Schedule  Legislation  and  contin- 
ues to  be  involved  in  some  Medicare  policy 
issues  (PPRC  is  an  independent  commission 
which  is  comprised  of  thirteen  commissioners 
and  a permanent  staff  of  about  20  economists 
and  other  researchers.  The  commissioners  con- 
sist of  some  physicians,  health  care  economists, 
and  other  health  care  experts).  As  the  system 
has  matured,  PPRC  has  been  spending  less  time 
on  technical  Medicare  policy  issues,  and  more 
on  other  areas  such  as  Health  System  Reform, 
Technology  Issues,  and  the  Medicaid  Program. 
However,  as  Congress  considers  changes  to 
reduce  the  cost  of  the  Medicare  program,  PPRC 
will  be  called  upon  to  provide  advice  and  guid- 
ance. 


E.  HCFA  Staff  Involved 

in  Physician  Payment  Policy 

• Bruce  Vladeck,  Administrator  of  HCFA 

• Helen  Smits,  M.D.,  Deputy  Administrator 

• Kathy  Buto,  Associate  Administrator  for  Policy 

• Liz  Kusik,  Director,  Office  Of  Physician  and 
Ambulatory  Care  Policy 

• Terry  Kay,  Director,  Physician  Services 

• Bart  McCann,  M.D.,  Medical  Officer 

III.  ANALYSIS  OF  KEY  PAYMENT  POLICY  CHANGES 
FOR  1995  MEDICARE  RBRVS  PHYSICIAN 
PAYMENT  SCHEDULE 

(See  Attachment  A) 

IV.  EVALUATION  AND  MANAGEMENT 
DOCUMENTATION  GUIDELINES 

(See  Appendix  B) 

HCFA  has  developed  documentation  guidelines 
for  Evaluation  and  Management  Services  which 
will  be  distributed  to  physicians  via  carrier  bulletins 
and  carrier  advisory  committee  meetings.  These 
guidelines  will  be  eventually  used  by  Medicare  to 
conduct  Medical  Review  on  claims  submitted  for 
visits  and  consultations.  These  guidelines  have 
been  in  development  and  testing  for  two  years  and 
have  been  heavily  influenced  by  AMA  and  the 
National  Medical  Specialty  Societies  and  approved 
by  the  CPT  Editorial  Panel  as  being  consistent  with 
the  definitions  and  concepts  obtained  in  CPT. 
There  will  be  a six-month  educational  period  during 
which  further  evaluation  and  any  necessary  fine 
tuning  will  take  place. 

V.  FIVE  YEAR  REFINEMENT  OF  THE  RELATIVE  VALUE 
SCALE 

OBRA  '89  requires  HCFA  to  review  the  entire 
relative  value  scale  (RVS)  every  five  years  to  ac- 
count for  changes  in  work  that  may  occur  as 
medical  practice,  technology,  and  physicians  per- 
ceptions of  work  change  over  time.  The  practice 
expense  and  malpractice  expense  components  of 
the  RVS  also  must  be  reviewed,  but  they  are  based 
on  1991  charge  data  and  would  not  be  expected 
to  change  over  time.  HCFA  has  determined  that 
they  are  based  accurately  on  1991  charge  data 
and  has  decided  not  to  review  their  values  further 
as  part  of  the  five-year  refinement.  The  Practice 
Expense  Values  will  be  revised  extensively  over  the 
next  two  years  anyway,  as  their  basis  has  shifted 
from  1991  charges  to  relative  resource  use.  The 
first  five-year  refinement  must  be  completed  by 
1997  so  HCFA  has  already  begun  the  process. 

It  is  not  clear  to  what  extent  the  process  will 
address  the  relative  values  of  services  thought  to 
be  assigned  incorrectly  at  the  inception  of  the  RVS 
versus  those  for  which  the  amount  of  work  has 
changed  since  1992.  The  five  year  refinement 
process  will  focus  on  individual  services.  The  defer- 
ral of  cross  specialty  comparisons  until  the  later 
stages  of  the  process  are  likely  to  limit  its  potential 
to  address  possible  systematic  problems  within  the 
scale  of  relative  work. 

A.  The  five-year  refinement  process 

The  five-year  refinement  process  has  chosen  to 
use  a series  of  small  group  processes  in  collabo- 
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ration  with  the  AMA  Specialty  Society  RVS 
Update  Committee  (RUC).  The  process  closely 
parallels  that  used  to  update  the  fee  schedule 
annually  for  the  new  and  revised  CPT  codes.  In 
December,  1994,  HCFA  solicited  public  input 
on  all  work  Relative  Value  Units  (RVU's)  in  the 
fee  schedule.  When  the  public  comment  ended 
in  February  of  1995,  HCFA  analyzed  the  com- 
ments and  transmitted  the  substantive  ones  to 
the  RUC  for  review.  The  RUC  is  now  deliberat- 
ing. In  September  1 995  it  will  recommend  HCFA 
values  for  the  CPT  codes,  HCFA's  Carrier  Medi- 
cal Directors  will  review  the  RUC's  recommen- 
dations and  publish  proposed  changes  in  the 
Spring  of  1996.  After  a 60  day  public  comment 
period,  HCFA's  multidisciplinary  refinement  pan- 
els will  review  the  comments  in  the  summer  of 
1 996.  HCFA  will  publish  final  values  in  the  fall  of 
1996  to  be  effective  January  1,  1997. 

The  scope  of  the  refinement  process  remains  an 
important  issue.  Its  main  purpose  is  to  recalibrate 
a service's  relative  value  when  the  work  of  the 
service  is  changed  since  the  value  was  last  set.  A 
shift  in  work  can  occur  because  of  changes  in 
technology  or  in  the  practice  of  medicine,  or 
simply  because  physicians  perceptions  at  work 
change.  It  is  not  known  how  many  services  have 
undergone  such  shifts.  The  first  five-year  refine- 
ment also  provides  an  opportunity  to  correct 
relative  values  thought  to  be  assigned  incor- 
rectly when  the  Relative  Value  Scale  was  first 
derived  in  1992  by  the  Harvard  Study  con- 
ducted by  Dr.  Shaio.  It  would  seem  desirable  for 
any  such  errors  to  be  fixed  because  there  is 
anecdotal  and  imperative  evidence  that  correc- 
tions may  be  needed  and  the  only  other  avenue 
for  correcting  original  errors  in  the  RVS  (seek- 
ing CPT  coding  changes)  is  undesirable.  Even 
though  HCFA  will  rely  heavily  upon  the  RUC 
perspective  based  upon  its  past  experience  in 
recommending  value  for  codes  that  have  been 
added  or  revised  by  the  CPT  Editorial  Panel 
since  1992;  it  emphasizes  that  it  retains  respon- 
sibility for  analyzing  the  comments  and  devel- 
oping the  proposed  final  rule. 

VI.  RBRVS  PRACTICE  EXPENSES 

A mandate  to  develop  "resource  based"  practice 


expense  values  for  the  Medicare  RBRVS  was  part 
of  a technical  corrections  bill,  PP.L.  103-432,  that 
was  enacted  in  October.  This  provision  requires 
the  Secretary  of  Health  and  Human  Services  to 
develop  a method  for  resource  based  practice 
expense  values  that  could  be  implemented  on 
January  1,  1998.  HCFA  has  awarded  a contract  to 
Abt  Associates  to  collect  data  on  physicians  prac- 
tice expenses.  This  data  collection  effort  is  only  a 
first  step  in  the  development  of  actual  resource 
based  practice  expense  values.  HCFA  is  expecting 
to  award  additional  contracts  in  the  future  to 
researchers  who  would  use  the  data  collected  by 
the  contractor  to  develop  alternative  RBRVS  prac- 
tice expense  methodologies.  The  final  step  will  be 
selecting  one  of  those  methodologies  to  use  in 
developing  new  practice  expense  relative  values. 
The  contractor  will  be  expected  to  gather  a Tech- 
nical Expert  Group  (TEG)  and  multiple  Clinical 
Practice  Expert  Panels  (CPEP's).  The  TEG  is  to  be 
comprised  of  other  practice  expense  researchers 
and  members  of  the  medical  community  to  moni- 
tor and  advise  on  the  multiple  steps  of  the  con- 
tract. The  CPEP's  will  be  comprised  of  physicians, 
other  clinicians  and  practice  managers.  For  pur- 
poses of  generating  cost  estimates  HCFA  has  as- 
sumed ten  CPEP's.  The  involvement  of  practicing 
physicians  in  the  process  of  creating  a new  prac- 
tice expense  component  will  be  critical. 


VII.  SUMMARY 

This  somewhat  long  report  emphasizes  the  nu- 
merous changes  which  will  occur  during  1995  and 
1996  which  will  eventually  reflect  the  Physician 
Payment  Fee  Schedule  under  Medicare  in  1997. 
Since  the  Medicare  Fee  Schedule  is  being  used 
more  and  more  by  private  carriers  and  managed 
care  entities  to  reimburse  physicians,  this  will  be  a 
critical  time  for  physicians  insofar  as  reimburse- 
ment issues  are  concerned.  An  attempt  has  been 
made  to  apprise  the  NMA  House  of  Delegates,  and 
subsequently  the  membership  of  the  Nebraska 
Medical  Association,  of  the  pertinent  issues  taking 
place  during  1995  and  1996  regarding  Medicare 
reimbursement. 

It  is  recommended  that  this  report  be  filed. 


210  Nebraska  Medical  Journal  July  1995 


KEY  PAYMENT  POLICY  CHANGES  FOR  1995  MEDICARE  RBRVS 
PHYSICIAN  PAYMENT  SCHEDULE 


Appendix  A 

CONVERSION  FACTOR  AND  MVPS 
The  1995  conversion  factor  updates  result  from  a combi- 
nation of  the  default  formula,  as  well  as  a reduction  of  2.7 
percentage  points  for  nonprimary  care  services,  as  man- 
dated by  provisions  in  OBRA  93.  The  1995  conversion 
factor  updates  and  conversion  factors,  based  on  a Medi- 
care Economic  Index  (MEI)  of  2.1  % are: 

— surgical:  1 2.2%  ($39,447) 

— primary  care:  7.9%  ($36,382) 

— other  nonsurgical:  5.2%  ($34.61 6) 

The  Secretary  of  HHS  had  recommended  the  default  up- 
date, with  an  additional  3.0  percentage  point  reduction  to 
all  services  except  primary  care,  as  proposed  in  the 
Administration's  proposed  Health  Security  Act.  This  would 
have  yielded  updates  of  1 0.2%  for  surgical  services,  9.4% 
for  primary  care  services,  and  3.7%  for  other  nonsurgical 
services. 

The  1 995  MVPSs  are: 

— surgical  services:  9.2% 

— primary  care  services:  13.8% 

— other  nonsurgical  services:  4.4% 

The  Secretary  had  recommended  volume  performance 
standard  rates  of  increase  of  5.8%  for  surgical  services, 
11.1%  for  primary  care  services  and  3.3%  for  other  non- 
surgical services,  consistent  with  the  formula  in  current 
law  but  also  reflecting  proposals  in  President  Clinton's  FY 
1 995  budget. 

These  updates  will  help  slow  the  continuing  sharp  erosion 
of  Medicare  payment  rates  relative  to  private  payors.  They 
reflect  the  fact  that  growth  in  the  volume  of  Medicare 
physician  services  was  well  below  what  was  forecast  and 
also  adjust  for  the  fact  that  the  initial  1992  conversion 
factor  was  artificially  depressed  by  an  excessive  adjust- 
ment for  projected  volume  and  intensity  growth  and  by 
various  technical  errors. 

CHANGE5  TO  GEOGRAPHIC  PRACTICE  COST  INDICES 
The  Final  Rule  contains  updated  geographic  practice  cost 
indices  (GPCIs),  as  proposed  in  the  June  24,  1994,  Pro- 
posed Rule.  The  updated  GPCIs  are  based  on  data  from 
the  1990  census,  apartment  rental  data  from  the  Depart- 
ment of  Housing  and  Urban  Development  (HUD),  and 
professional  liability  insurance  premiums  from  1990-92. 
HCFA  developed  the  new  GPCIs  consistent  with  provi- 
sions included  in  OBRA  89,  which  require  that  they  be 
reviewed  and,  if  necessary,  revised  at  least  every  three 
years.  The  revised  GPCIs  will  be  phased  in  over  two  years, 
with  half  of  the  overall  adjustment  effective  in  1995.  HCFA 
adjusted  the  revised  GPCIs  for  budget  neutrality,  avoiding 
an  overall  payment  reduction  that  otherwise  would  have 
occurred. 

The  revised  cost-of-living  GPCI  is  based  on  1990  census 
data  and  measures  geographic  differences  in  the  earnings 
of  all  professional  workers,  including  those  with  college 
and  advanced  degrees.  The  office  rent  part  of  the  GPCI  is 
based  on  apartment  rental  data  from  the  Department  of 
Housing  and  Urban  Development.  As  it  did  in  calculating 
the  original  GPCIs,  HCFA  used  proxy  data  to  update  this 
index,  stating  that  no  national  data  for  physician  office 
rents  were  available.  In  calculating  the  revised  PLI  GPCIs, 
HCFA  used  data  collected  on  20  specialties  (compared  to 
three  for  the  previous  GPCIs)  and  from  insurers  represent- 
ing the  majority  of  the  market  in  each  state. 


In  response  to  AMA  and  other  comments,  HCFA  indicated 
in  the  Final  Rule  that,  after  reevaluating  the  proxies  used 
and  searching  for  alternative  data  sources,  the  original 
proxies  are  still  the  best  available  data  sources.  Where 
alternative  data  sources  were  available,  HCFA  indicated 
they  were  highly  correlated  with  the  HUD  indices.  The 
agency  indicated,  however,  that  it  would  continue  to 
search  for  alternative  sources  of  commercial  rental  data  to 
update  the  practice  expense  index. 

Although  HCFA  agreed  that  price  differences  may  exist  for 
medical  equipment,  supplies,  and  other  miscellaneous 
expenses,  it  continues  to  believe  that  these  differences  are 
more  likely  to  be  based  on  such  factors  as  volume  dis- 
counts than  on  geographic  location. 

The  AMA  is  pleased  that  HCFA  is  using  updated  data, 
particularly,  the  extensive  improvements  made  to  the  PLI 
data  used  in  these  GPCIs.  However,  the  AMA  renews  its 
strong  objection  to  the  use  of  indirect  proxy  data  for 
physician  work,  employee  wages,  and  office  rents.  The 
AMA  continues  to  believe  that  the  cost-of-living  GPCI 
should  be  based  on  physician  earnings  or  physician-compa- 
rable data,  rather  than  on  the  earnings  of  all  professionals.  In 
addition,  it  objects  to  HCFA’s  assumption  of  a national 
market  for  medical  equipment,  supplies,  and  other  miscel- 
laneous expenses,  as  data  from  the  AMA's  $ocioeconomic 
Monitoring  $ystem  ($M5)  suggest  that  there  are  significant 
geographic  variations  in  supply  costs  per  visit. 

Payment  Area  (Locality)  Charge 

HCFA  has  previously  announced  that  it  plans  to  review  the 
current  payment  locality  structure  for  possible  compre- 
hensive changes  in  1996.  During  the  interim,  however, 
HCFA  will  consider  only  requests  for  converting  states 
with  multiple  localities  to  a single  statewide  locality  and, 
then,  only  if  overwhelming  support  from  the  physician 
community  for  the  change  can  be  demonstrated.  $tates 
seeking  a statewide  conversion  must  demonstrate  wide 
support  among  physicians  who  would  lose  under  the 
change,  as  well  as  those  who  would  win.  Under  these 
criteria,  HCFA  proposed  in  the  Proposed  Rule  to  convert 
Iowa  to  a single  locality  effective  January  1,  1995. 

In  its  comments  to  HCFA,  the  AMA  agreed  with  HCFA  that 
statewide  localities  are  generally  preferable  to  the  current 
locality  structure  but  also  pointed  out  that  final  decisions 
on  locality  construction  should  be  based  on  data  on 
geographic  practice  cost  variations.  The  AMA  also  re- 
newed its  call  for  HCFA  to  publish  detailed  criteria  to  assist 
state  medical  associations  and  others  in  demonstrating 
overwhelming  support  from  the  physician  community  for 
the  changes. 

Consistent  with  AMA  comments,  HCFA  outlined  in  the 
Final  Rule  a process  for  evaluating  locality  conversion 
requests.  $tate  medical  societies  can  demonstrate  over- 
whelming support  for  conversion  to  a single  payment 
locality  by  providing  to  HCFA:  (1 ) A formal  request  for  the 
change,  along  with  a copy  of  a recently  adopted  resolution 
requesting  the  change;  (2)  the  number  of  licensed  actively 
practicing  physicians  in  the  5tate  and  the  number  that  are 
society  members;  (3)  the  number  of  society  members  in 
each  local  (county)  society;  and  (4)  letters  from  the  local 
societies  representing  physicians  in  the  losing  areas  indi- 
cating the  level  of  support  for  the  change.  HCFA  an- 
nounced that  Iowa  had  met  the  conversion  criteria  and  will 
become  a statewide  locality  effective  January  1,  1995. 
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SEPARATE  PAYMENT  FOR  PHYSICIAN  CARE 
PLAN  OVERSIGHT  SERVICES 

In  the  Proposed  Rule,  HCFA  proposed  to  allow  separate 
payment  for  care  plan  oversight  services  furnished  on  or 
after  January  1 , 1 995  for  beneficiaries  receiving  Medicare- 
covered  home  health  care  services.  Separate  payment 
would  not  be  allowed,  however,  for  care  plan  oversight  for 
beneficiaries  in  hospices,  beneficiaries  under  the  care  of 
an  HHA  but  not  receiving  covered  HHA  care,  and  benefi- 
ciaries residing  in  skilled  nursing  facilities  (SNFs)  and 
nursing  facilities  (NFs).  Current  Medicare  policy  considers 
the  tasks  associated  with  care  plan  oversight  to  be  in- 
cluded in  the  physician  work  involved  in  other  services, 
both  visits  and  procedures. 

HCFA  proposed  to  establish  one  level  of  payment  when 
the  care  plan  oversight  services  require  at  least  30  minutes 
in  a 30-day  period.  In  addition,  HCFA  proposed  assigning 
the  same  level  of  RVUs  to  the  code  for  care  plan  oversight 
as  for  hospital  discharge  day  management  (CPT  code 
99238),  stating  that  the  physician  work  involved  in  these 
two  services  is  similar.  Under  the  proposed  policy,  the 
new  service  would  be  subject  to  the  conversion  factor 
update  for  nonsurgical  services  other  than  primary  care. 

The  AMA  had  responded  to  HCFA's  proposed  policy  by 
urging  adoption  of  the  new  Care  Plan  Oversight  codes 
developed  by  the  CPT  Editorial  Panel  for  CPT  1 994.  These 
new  codes  are  intended  for  use  where  specified  care  plan 
oversight  services  exceeding  thirty  minutes  per  month  are 
provided  to  patients  under  the  care  of  home  health  agen- 
cies or  in  a hospice  or  nursing  facility. 

The  AMA’s  comments  noted  that  these  codes  describe  an 
important  and  relatively  recent  development  in  the  prac- 
tice of  medicine  that  improves  the  quality  of  care  while 
reducing  its  overall  costs.  Further,  the  comments  pointed 
out  that  it  has  become  common  for  physicians  to  manage 
patient  care  in  the  home,  hospice,  or  nursing  home  rather 
than  keep  patients  hospitalized  longer  than  is  absolutely 
necessary.  The  AMA  urged  that  HCFA  broaden  its  pro- 
posal to  include  coverage  for  beneficiaries  in  the  other 
settings  as  specified  in  the  CPT  codes  and  to  adopt  the 
RVUs  recommended  by  the  AMA/Specialty  Society  RVS 
Update  Committee  (RUC). 

The  AMA  disagreed  strongly  with  HCFA's  proposal  to 
prohibit  payment  for  these  services  during  the  same  month 
a physician  bills  for  the  hospital  discharge  under  CPT  code 
99238.  Payment  for  this  code  does  not  account  for  all  the 
adjustments  in  the  care  plan  that  occur  as  unstable  pa- 
tients are  managed  at  home.  The  AMA  expressed  strong 
disagreement  with  HCFA's  premise  that  these  services 
have  been  bundled  into  existing  services,  and  thus  must  be 
subject  to  the  $20  million  budget  neutrality  limit.  HCFA 
was  urged  to  consider  these  as  newly  covered  services  and 
not  subject  to  the  budget  neutrality  adjustment. 

Consistent  with  AMA  comments,  HCFA  adopted  a num- 
ber of  significant  modifications  to  its  proposed  payment 
policy  for  care  plan  oversight.  The  agency  agreed  that  the 
attending  physician  for  patients  in  hospices  may  provide 
care  that  meets  the  requirements  for  care  plan  oversight 
services  and  that  separate  payment  would  be  allowed  for 
such  services  when  HCFA's  other  criteria  for  payment  are 
met.  HCFA  also  agreed  to  adopt  CPT  code  99375  for 
reporting  care  plan  oversight  services  and  assigned  interim 
RVUs  of  1.61.  It  rejected  its  proposed  policy  to  establish 
a new  Level  2 HCPCS  code.  This  decision  will  avoid  the 
confusion  and  increased  implementation  costs  that  other- 
wise could  have  resulted  from  physicians  being  required 
to  use  two  CPT  codes  and  one  HCPCS  code  describing  the 


same  service.  HCFA  did  not  adopt,  however,  CPT  code 
99376,  which  was  established  to  report  care  plan  over- 
sight services  requiring  60  or  more  minutes  per  month. 

Finally,  HCFA  will  allow  payment  for  services  provided 
during  the  month  following  hospital  discharge.  HCFA 
noted  in  the  Final  Rule  that  physician  involvement  during 
the  transition  period  from  care  received  in  the  hospital  to 
services  furnished  in  the  home  is  important  in  facilitating 
continuity  of  care  and  improving  outcomes. 

In  response  to  concerns  expressed  by  the  AMA  and  others 
regarding  its  proposal  for  appropriate  documentation, 
HCFA  stated  that  it  will  work  with  the  Carrier  Medical 
Directors  and  the  Carrier  Advisory  Committees  in  educat- 
ing physicians  on  appropriate  documentation.  Physicians 
will  be  required  to  document  which  services  were  fur- 
nished and  the  date  and  length  of  time  associated  with 
those  services. 

HCFA  also  reconsidered  its  proposed  policy  to  apply  the 
nonsurgical  services  conversion  factor  to  care  plan  over- 
sight services  and  agreed  with  commenters  that  the  con- 
version factor  for  primary  care  should  be  used  for  these 
services.  The  agency  did  not  agree,  however,  with  the 
AMA  and  others  who  urged  HCFA  to  treat  care  plan 
oversight  as  a new  service  and  therefore  to  exempt  these 
services  from  budget  neutrality  limitations.  HCFA  contin- 
ues to  argue  that  care  plan  oversight  is  an  "unbundling"  of 
services  previously  covered  by  payments  for  a existing 
services. 

PAYMENT  FOR  MULTIPLE  SURGICAL  PROCEDURES 

HCFA  currently  reduces  payment  for  subsequent  surgeries 
when  a physician  performs  more  than  one  surgery  on  a 
patient  on  the  same  day.  The  multiple  surgery  reduction 
rules  base  payment  on  the  lesser  of  the  actual  charge  or 
1 00  percent  of  the  fee  schedule  amount  for  the  procedure 
with  the  highest  fee  schedule  payment  and  the  lesser  of 
the  actual  charge  or  50  percent  of  the  fee  schedule 
amount  for  the  second  highest  valued  procedure.  Payment 
for  the  third  to  fifth  highest  valued  procedures  is  based  on 
the  lesser  of  the  actual  charges  or  25  percent  of  the  fee 
schedule  amounts.  Claims  involving  more  than  five  proce- 
dures are  priced  by  Medicare  carriers  on  a "by  report" 
basis. 

Based  on  resource-cost  data  from  the  Harvard  RBRVS 
researchers,  HCFA  revised  its  multiple  surgery  reduction 
policy.  Under  the  revised  policy,  HCFA  will  continue  to 
pay  the  highest  valued  procedure  at  100  percent  and  the 
second  highest  valued  procedures  at  50  percent.  Payment 
for  the  second  through  fifth  procedures  will  be  paid  based 
on  the  lesser  of  the  actual  charge  or  50%  of  the  payment 
schedule.  Surgical  procedures  beyond  the  fifth  will  con- 
tinue to  be  priced  by  Medicare  carriers  "by  report"  based 
on  documentation  of  the  services  furnished.  HCFA  will 
continue  its  current  payment  policy  for  bilateral  surgical 
procedures. 

The  AMA  welcomes  HCFA's  policy  change,  which  ad- 
dresses the  AMA's  longstanding  concerns  that  Medicare 
payment  for  multiple  surgeries  was  not  based  on  accurate 
data  on  the  incremental  resource  costs  of  performing 
multiple  procedures.  In  commenting  on  the  Proposed 
Rule,  the  AMA  also  urged  HCFA  to  reconsider  its  applica- 
tion of  a standard  percent  reduction  when  valuing  indi- 
vidual procedure  codes  that  involve  multiple  procedures. 
Rigid  application  of  the  multiple  surgery  rule  unnecessarily 
restricts  HCFA  and  the  RUC  when  assigning  relative  work 
values. 

In  response  to  these  comments,  HCFA  stated  that  there 
have  been  a few  cases  in  which  the  multiple  surgery 
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reductions  have  been  used  to  assign  RVUS  to  a procedure 
based  on  information  regarding  the  work  involved  in  the 
components  of  the  procedure.  Where  problems  exist  for 
specific  codes,  HCFA  indicated  that  the  five-year  review 
will  offer  an  opportunity  for  commenters  to  present  evi- 
dence of  inappropriate  work  values. 

APPLICATION  OF  THE  SITE-OF-SERVICE  DIFFERENTIAL 

Services  performed  more  than  50%  of  the  time  in  office 
settings  are  subject  to  a payment  limit  if  provided  in 
hospital  outpatient  departments  and  inpatient  settings, 
with  practice  expense  RVUs  reduced  by  50%.  HCFA  up- 
dated the  list  of  procedures  subject  to  the  site-of-service 
differential  using  1993  data.  Most  procedures  performed 
fewer  than  100  times  annually  are  excluded  from  the  list, 
although  procedures  that  do  not  meet  this  threshold  are 
included  if  they  are  part  of  a family  of  codes  that  is 
otherwise  on  the  site-of-service  differential  list.  The  new 
policy  nearly  doubles  the  number  of  services  subject  to 
this  limitation. 

The  AMA  has  consistently  opposed  the  current  and  previ- 
ous site-of-service  differentials  as  arbitrary  and  inadequately 
grounded  in  actual  practice  cost  data.  In  its  comments  to 
HCFA,  the  AMA  objected  to  the  low-volume  threshold  and 
identified  a number  of  services  that  this  selection  criteria 
inappropriately  adds  to  the  site-of-service  differential  list. 

HCFA  responded  to  these  comments  by  removing  a num- 
ber of  the  proposed  codes  from  the  site-of  service  differ- 
ential list.  Codes  removed  from  the  list  included  codes  that 
were  identified  as  inappropriate  procedures  for  the  physi- 
cian office,  as  well  as  a number  of  unlisted  procedures  and 
other  carrier-priced  codes  for  which  RVUs  have  not  been 
assigned. 

BUNDLED  SERVICES 

Generation  and  interpretation  of  automated  data  (CPT 
codes  78890  and  78891).  HCFA  proposed  to  bundle 
payment  for  CPT  codes  78890  and  78891  into  the  pay- 
ment for  the  primary  procedure  and  to  redistribute  the 
RVUs  associated  with  CPT  codes  78890  and  78891  across 
all  codes.  HCFA  adopted  its  proposed  policy  but  will 
redistribute  RVUs  for  these  codes  across  only  those  codes 
in  the  nuclear  medicine  section  of  CPT  (CPT  codes  78000- 
78999  rather  than  across  all  codes. 

Noninvasive  ear  or  pulse  oximetry  (CPT  code  94760). 
HCFA  proposed  to  bundle  payment  for  CPT  code  94760 
into  payment  for  the  procedure  that  required  the  pulse 
oximetry  test  and  to  redistribute  the  current  RVUs  across 
all  services.  In  response  to  comments  received  from  the 
AMA  and  others,  however,  HCFA  has  rejected  its  pro- 
posed policy.  The  agency  agreed  with  those  commenters 
who  pointed  out  that  this  procedure  is  often  provided  in 
a stand  alone  fashion  to  measure  oxygen  saturation,  and 
not  as  part  of  a larger  procedure.  Separate  payment  for 
this  service  will  continue  to  be  made. 

RVUs  FOR  DOPPLER  ECHOCARDIOGRAPHY 
(CPT  CODE  93325) 

HCFA  will  redistribute  the  RVUs  assigned  to  Doppler  color 
flow  velocity  mapping  (CPT  code  93325)  as  a result  of 
comments  received  about  the  distribution  of  RVUs  to  the 
professional  component  (PC)  that  resulted  from  the  1 993 
refinement  process.  The  new  policy  will  substantially  in- 
crease the  practice  expense  and  professional  liability  RVUs 
of  the  technical  component  of  the  code  and  decrease  the 
practice  expense  RVUs  of  the  professional  component  of 
the  code. 


NUCLEAR  MEDICINE 

In  response  to  recommendations  from  the  American  Col- 
lege of  Nuclear  Physicians  and  the  Society  of  Nuclear 
Medicine,  HCFA  will  apply  the  Medicare  multiple  proce- 
dure policy  when  it  is  necessary  to  perform  a whole  body 
planar  study  before  a SPECT  study  is  performed,  both  to 
determine  if  tomography  is  needed  and  to  deduce  the 
region  to  be  selectively  imaged.  As  many  carriers  currently 
do  not  pay  for  the  second  procedure  of  certain  multiple 
diagnostic  nuclear  medicine  procedures,  this  policy  change 
will  uniformly  allow  physicians  who  furnish  these  proce- 
dures to  receive  payment.  The  AMA  supported  these 
needed  revisions  to  Medicare  payment  policy  and  ap- 
plauds HCFA's  responsiveness  to  physicians'  expressed 
concerns. 

END-STAGE  RENAL  DISEASE 

Hospital  Inpatient  Dialysis  on  the  Same  Date  as  an  Evalu- 
ation and  Management  Service:  HCFA  proposed  to  allow 
payment  for  either  an  E/M  code  or  an  inpatient  dialysis 
code  (CPT  codes  90935-90947),  but  not  both,  on  the  same 
day.  Most  commenters,  including  the  AMA  and  the  Renal 
Physicians  Association,  objected  to  this  proposal  and,  in 
response,  HCFA  has  modified  its  proposed  policy  to  re- 
flect most  of  the  concerns.  Payment  will  be  bundled  for 
subsequent  hospital  visits  (CPT  codes  99231-99233)  and 
follow-up  inpatient  consultations  (CPT  codes  99261-99263), 
but  separate  payment  will  continue  to  be  allowed  for  an 
initial  hospital  visit  (CPT  codes  99221-99223),  initial  inpa- 
tient consultation  (CPT codes  99251-99255),  and  hospital 
discharge  services  (CPT  code  99238)  on  the  same  date  as 
inpatient  dialysis.  The  RVUs  for  E/M  codes  performed  on 
the  same  day  as  dialysis  are  redistributed  into  the  RVUs  for 
each  of  the  four  dialysis  codes. 

Payment  for  Outpatient  ESRD-Related  Services.  In  the 
Proposed  Rule,  HCFA  proposed  to  make  these  services 
payable  under  the  payment  schedule  and  requested  the 
RUC's  recommendation  for  work  relative  values.  The  AMA 
supported  HCFA's  initiative  to  base  payment  for  these 
services  on  resource  costs  and  urged  HCFA  to  accept  the 
RUC's  recommendations.  The  RUC  had  conducted  an 
extensive  review  process  of  these  services  and  submitted 
interim  recommendations  to  HCFA  in  May.  Although  HCFA 
accepted  the  RUC's  overall  approach  of  using  different 
office  visit  codes  as  building  blocks  for  the  MCP,  it  ad- 
justed the  mix  of  services  used  by  the  RUC.  This  resulted 
in  somewhat  lower  RVUs  than  those  recommended  by  the 
RUC. 

THERAPEUTIC  APHERESIS 

HCFA  proposed  to  eliminate  the  physician  work  RVUs  for 
CPT  code  36520  and  to  consider  it  an  "incident-to"  service 
because  the  agency  believed  that  this  service  was  always 
performed  by  staff  under  physician  supervision.  In  re- 
sponse to  comments  describing  a variety  of  circumstances 
in  which  care  provided  directly  by  the  physician  is  indeed 
required,  HCFA  modified  its  proposal.  Payment  will  con- 
tinue to  be  made  for  the  physician  work  component  of 
therapeutic  apheresis  in  the  hospital  and  nonhospital  set- 
tings. Similar  to  the  revised  payment  policy  for  inpatient 
dialysis,  however,  HCFA  will  not  pay  for  both  therapeutic 
apheresis  and  certain  E/M  codes  on  the  same  date.  Sepa- 
rate payment  will  continue  to  be  made  for  an  initial 
hospital  visit,  initial  consultations,  and  hospital  discharge 
series.  The  new  policy  will  not  allow  separate  payment  for 
established  patient  office  visits,  subsequent  hospital  care, 
or  follow-up  inpatient  consultations  when  furnished  on  the 
same  date  as  therapeutic  apheresis.  HCFA  will  continue  to 
allow  separate  payment  for  services  provided  to  establish 
the  required  vascular  access  if  performed  by  the  physician. 
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The  revised  policy  will  be  implemented  in  a budget-neutral 
manner  by  bundling  the  payment  for  the  specified  E/M 
codes  performed  on  the  same  date  as  therapeutic  apheresis 
into  the  payment  for  the  therapeutic  apheresis  service.  As 
a result,  the  total  RVUs  for  the  therapeutic  apheresis  are 
increased  for  1995  to  3.78  from  1.99  in  1994. 

OBRA  '93  Provision  — Payment  for  Antigens 
(Allergen  Immunotherapy) 

As  a result  of  changes  made  in  OBRA  '93,  effective  for 
services  furnished  on  or  after  January  1,  1995,  antigen 
services  must  be  paid  for  under  the  physician  fee  sched- 
ule. In  the  Final  rule,  HCFA  announced  that  it  will  delete 
the  J codes  (level  2 HCPCS  codes)  for  antigen  services  and 
no  longer  recognize  the  complete  service  codes  (CPT 


codes  95120-95134).  Physicians  may  bill  only  CPT  codes 
95144-95149,  95165,  and  95170  representing  the  antigen 
extract  itself  and  the  physician's  professional  service  in 
creating  the  extract.  HCFA  accepted  the  RVU  recommen- 
dations for  these  codes  submitted  by  the  Joint  Council  on 
Allergy  and  Immunology  as  listed  in  the  June  1994  Pro- 
posed Rule. 

In  addition,  HCFA  stated  that  it  will  request  CPT  changes, 
effective  January  1 , 1 996,  so  that  the  language  describing 
the  extract/extract  preparation  codes  clearly  permits  their 
use  by  allergists  who  use  treatment  boards.  A change  in 
the  descriptor  for  the  single  dose  vial  code  (CPT  code 
95144)  will  also  be  sought  to  reflect  that  it  is  a vial  being 
injected  by  a physician  other  than  the  one  who  prepared 
the  antigen. 


DOCUMENTATION  GUIDELINES  FOR  EVALUATION  & MANAGEMENT  SERVICES 


Appendix  B 

I.  INTRODUCTION 

WHAT  IS  DOCUMENTATION  AND 
WHY  IS  IT  IMPORTANT? 

Medical  record  documentation  is  required  to  record 
pertinent  facts,  findings,  and  observations  about  an 
individual's  health  history  including  past  and  present 
illnesses,  examinations,  tests,  treatments,  and  out- 
comes. The  medical  record  chronologically  docu- 
ments the  care  of  the  patient  and  is  an  important 
element  contributing  to  high  quality  care.  The  medi- 
cal record  facilitates: 

• the  ability  of  the  physician  and  other  health  care 
professionals  to  evaluate  and  plan  the  patient's 
immediate  treatment,  and  to  monitor  his/her  health 
care  over  time. 

• communication  and  continuity  of  care  among 
physicians  and  other  health  care  professionals 
involved  in  the  patient's  care; 

• accurate  and  timely  claims  review  and  payment; 

• appropriate  utilization  review  and  quality  of  care 
evaluations;  and 

• collection  of  data  that  may  be  useful  for  research 
and  education. 

An  appropriately  documented  medical  record  can 
reduce  many  of  the  "hassles"  associated  with  claims 
processing  and  may  serve  as  a legal  document  to 
verify  the  care  provided,  if  necessary. 

WHAT  DO  PAYERS  WANT  AND  WHY? 

Because  payers  have  a contractual  obligation  to  en- 
rollees,  they  may  require  reasonable  documentation 
that  services  are  consistent  with  the  insurance  cover- 
age provided.  They  may  request  information  to  vali- 
date: 

• the  site  of  service; 

• the  medical  necessity  and  appropriateness  of  the 
diagnostic  and/or  therapeutic  services  provided; 
and/or 

• that  services  provided  have  been  accurately  re- 
ported. 

II.  GENERAL  PRINCIPLES  OF  MEDICAL  RECORD 
DOCUMENTATION 

The  principles  of  documentation  listed  below  are 
applicable  to  all  types  of  medical  and  surgical  ser- 
vices in  all  settings.  For  Evaluation  and  Management 


(E/M)  services,  the  nature  and  amount  of  physician 
work  and  documentation  varies  by  type  of  service, 
place  of  service  and  patient's  status.  The  general 
principles  listed  below  may  be  modified  to  account 
for  these  variable  circumstances  in  providing  E/M 
services. 

1 . The  medical  record  should  be  complete  and  legible. 

2.  The  documentation  of  each  patient  encounter 
should  include: 

• reason  for  the  encounter  and  relevant  history, 
physical  examination  findings  and  prior  diag- 
nostic test  results; 

• assessment,  clinical  impression  or  diagnosis; 

• plan  for  care;  and 

• date  and  legible  identity  of  the  observer. 

3.  If  not  documented,  the  rationale  for  ordering  diag- 
nostic and  other  ancillary  services  should  be  easily 
inferred. 

4.  Past  and  present  diagnoses  should  be  accessible 
to  the  treating  and/or  consulting  physician. 

5.  Appropriate  health  risk  factors  should  be  identified. 

6.  The  patient's  progress,  response  to  and  changes  in 
treatment,  and  revision  of  diagnosis  should  be 
documented. 

7.  The  CPT  and  ICD-9-CM  codes  reported  on  the 
health  insurance  claim  form  or  billing  statement 
should  be  supported  by  the  documentation  in  the 
medical  record. 

III.  DOCUMENTATION  OF  E/M  SERVICES 

This  publication  provides  definitions  and  documenta- 
tion guidelines  for  the  three  key  components  of  E/M 
services  and  for  visits  which  consist  predominately  of 
counseling  or  coordination  of  care.  The  three  key 
components  — history,  examination,  and  medical 
decision  making  — appear  in  the  descriptors  for 
office  and  other  outpatient  services,  hospital  inpa- 
tient services,  consultations,  emergency  department 
services,  nursing  facility  services,  domiciliary  care 
services,  and  home  services.  While  some  of  the  text 
of  CPT  has  been  repeated  in  this  publication,  the 
reader  should  refer  to  CPT  for  the  complete  descrip- 
tors for  E/M  services  and  instructions  for  selecting  a 
level  of  service.  Documentation  guidelines  are  iden- 
tified by  the  symbol  • DC. 

The  descriptors  for  the  levels  of  E/M  services  recog- 
nize seven  components  which  are  used  in  defining 
the  levels  of  E/M  services.  These  components  are: 
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• history; 

• examination; 

• medical  decision  making; 

• counseling; 

• coordination  of  care; 

• nature  of  presenting  problem;  and 

• time. 

The  first  three  of  these  components  (i.e.,  history, 
examination  and  medical  decision  making)  are  the 
key  components  in  selecting  the  level  of  E/M  ser- 
vices. An  exception  to  this  rule  is  the  case  of  visits 
which  consist  predominantly  of  counseling  or  coordi- 
nation of  care;  for  these  services  time  is  the  key  or 
controlling  factor  to  qualify  for  a particular  level  of  E/M 
service. 

For  certain  groups  of  patients,  the  recorded  informa- 
tion may  vary  slightly  from  that  described  here.  Spe- 
cifically, the  medical  records  of  infants,  children,  ado- 
lescents and  pregnant  women  may  have  additional  or 
modified  information  recorded  in  each  history  and 
examination  area. 

As  an  example,  newborn  records  may  include  under 
history  of  the  present  illness  (HPI)  the  details  of 
mother's  pregnancy  and  the  infant's  status  at  birth; 
social  history  will  focus  on  family  structure;  family 
history  will  focus  on  congenital  anomalies  and  heredi- 
tary disorders  in  the  family.  In  addition,  information 
on  growth  and  development  and/or  nutrition  will  be 
recorded.  Although  not  specifically  defined  in  these 
documentation  guidelines,  these  patient  group  varia- 
tions on  history  and  examination  are  appropriate. 

A.  DOCUMENTATION  OF  HISTORY 

The  levels  of  E/M  services  are  based  on  four  types  of 
history  (Problem  Focused,  Expanded  Problem  Fo- 
cused, Detailed,  and  Comprehensive.)  Each  type  of 
history  includes  some  or  all  of  the  following  ele- 
ments: 

• Chief  complaint  (CC); 

• History  of  present  illness  (HPI); 

• Review  of  systems  (ROS);  and 

• Past,  family  and/or  social  history  (PFSH). 

The  extent  of  history  of  present  illness,  review  of 
systems  and  past,  family  and/or  social  history  that  is 
obtained  and  documented  is  dependent  upon  clinical 
judgement  and  the  nature  of  the  presenting  problem(s). 

The  chart  below  shows  the  progression  of  the  ele- 
ments required  for  each  type  of  history.  To  qualify  for 
a given  type  of  history, all  three  elements  in  the  table 
must  be  met.  (A  chief  complaint  is  indicated  at  all 
levels.) 


History  of  Present  Illness 
(HPI) 

Review  of  Systems  (ROS) 

Past.  Family,  and/or 
Social  History  (PFSH) 

Type  of  History 

Brief 

N/A 

N/A 

Problem  Focused 

Brief 

Problem  Pemnent 

N/A 

Expanded  Problem 
Focused 

Extended 

Extended 

Pertinent 

Detailed 

Extended 

Complete 

Complete 

Comprehensive 

• DC:  The  CC,  ROS  and  PFSH  may  be  listed  as 

separate  elements  of  history,  or  they  may 
be  included  in  the  description  of  the  his- 
tory of  the  present  illness. 

• DC:  A ROS  and/or  a PFSH  obtained  during  an 

earlier  encounter  does  not  need  to  be  re- 
recorded if  there  is  evidence  that  the  phy- 


sician reviewed  and  updated  the  previous 
information.  This  may  occur  when  a physi- 
cian updates  his  or  her  own  record  or  in  an 
institutional  setting  or  group  practice  where 
many  physicians  use  a common  record. 
The  review  and  update  may  be  docu- 
mented by: 

• describing  any  new  ROS  and/or  PFSH 
information  or  noting  there  has  been 
no  change  in  the  information;  and 

• noting  the  date  and  location  of  the 
earlier  ROS  and/or  PFSH. 

• DC:  The  ROS  and/or  PFSH  may  be  recorded  by 

ancillary  staff  or  on  a form  completed  by 
the  patient.  To  document  that  the  physi- 
cian reviewed  the  information,  there  must 
be  a notation  supplementing  or  confirm- 
ing the  information  recorded  by  others. 

• DC:  If  the  physician  is  unable  to  obtain  a his- 

tory from  the  patient  or  other  source,  the 
record  should  describe  the  patient's  con- 
dition and  other  circumstance  with  pre- 
cludes obtaining  a history. 

Definitions  and  specific  documentation  guidelines 
for  each  of  the  elements  of  history  are  listed  below: 

CHIEF  COMPLAINT  (CCI 

The  CC  is  a concise  statement  describing  the  symp- 
tom, problem,  condition,  diagnosis,  physician  recom- 
mended return,  or  other  factor  that  is  the  reason  for 
the  encounter. 

• DC:  The  medical  record  should  clearly  reflect 

the  chief  complaint. 

HISTORY  OF  PRESENT  ILLNESS  (HPI) 

The  HPI  is  a chronological  description  of  the  develop- 
ment of  the  patient's  present  illness  from  the  first  sign 
and/or  symptom  or  from  the  previous  encounter  to 
the  present.  It  includes  the  following  elements: 

• location, 

• quality, 

• severity, 

• duration, 

• timing, 

• context, 

• modifying  factors,  and 

• associated  signs  and  symptoms. 

Brief  and  extended  HPIs  are  distinguished  by  the 
amount  of  detail  needed  to  accurately  characterize 
the  clinical  problem(s). 

A brief  HPI  consists  of  one  to  three  elements  of  the 
HPI. 

• DC:  The  medical  record  should  describe  one 

to  three  elements  of  the  present  illness 
(HPI). 

An  extended  HPI  consists  of  four  or  more  elements  of 
the  HPI 

• DC:  The  medical  record  should  describe  four 

or  more  elements  of  the  present  illness 
(HPI)  or  associated  comorbidities. 

REVIEW  OF  SYSTEMS  (ROS) 

A ROS  is  an  inventory  of  body  systems  obtained 
through  a series  of  questions  seeking  to  identify  signs 
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and/or  symptoms  which  the  patient  may  be  experi- 
encing or  has  experienced. 

For  purposes  of  ROS,  the  following  systems  are  rec- 
ognized: 

• Constitutional  symptoms  (e.g.,  fever,  weight  loss) 

• Eyes 

• Ears,  Nose,  Mouth,  Throat 

• Cardiovascular 

• Respiratory 

• Gastrointestinal 

• Genitourinary 

• Musculoskeletal 

• Integumentary  (skin  and/or  breast) 

• Neurological 

• Psychiatric 

• Endocrine 

• Hematologic/Lymphatic 

• Allergic/Immunologic 

A problem  pertinent  ROS  inquires  about  the  system 
directly  related  to  the  problem(s)  identified  in  the 
HPI. 

• DC:  The  patient's  positive  responses  and  perti- 

nent negatives  for  the  system  related  to  the 
problem  should  be  documented. 

A extended  ROS  inquires  about  the  system  directly 
related  to  the  problem(s)  identified  in  the  HPI  and  a 
limited  number  of  additional  systems. 

• DC:  The  patient's  positive  responses  and  perti- 

nent negatives  for  two  to  nine  systems 
should  be  documented. 

A complete  ROS  inquires  about  the  system(s)  directly 
related  to  the  problem(s)  identified  in  the  HPI  plus  all 
additional  body  systems. 

• DC:  At  least  ten  organ  systems  must  be  re- 

viewed. Those  systems  with  positive  or 
pertinent  negative  responses  must  be  indi- 
vidually documented.  For  the  remaining 
systems,  a notation  indicating  all  other  sys- 
tems are  negative  is  permissible.  In  the 
absence  of  such  a notation,  at  least  ten 
systems  must  be  individually  documented. 

PAST,  FAMILY  AND/OR  SOCIAL  HISTORY  (PFSH) 

The  PFSH  consists  of  a review  of  three  areas: 

• past  history  (the  patient's  past  experiences  with 
illnesses,  operations,  injuries  and  treatments); 

• family  history  (a  review  of  medical  events  in  the 
patient's  family,  including  diseases  which  may  be 
hereditary  or  place  the  patient  at  risk);  and 

• social  history  (an  age  appropriate  review  of  past 
and  current  activities). 

For  the  categories  of  subsequent  hospital  care,  fol- 
low-up inpatient  consultations  and  subsequent  nurs- 
ing facility  care,  CPT  requires  only  an  "interval"  his- 
tory. It  is  not  necessary  to  record  information  about 
the  PFSH. 

A pertinent  PFSH  is  a review  of  the  history  area(s) 
directly  related  to  the  problem(s)  identified  in  the 
HPI. 

• DC:  At  least  one  specific  item  from  gny,  of  the 

three  history  areas  must  be  documented 
for  a pertinent  PFSH. 

A complete  PFSH  is  of  a review  of  two  or  all  three  of 
the  PFSH  history  areas,  depending  on  the  category  of 
the  E/M  service.  A review  of  all  three  history  areas  is 


required  for  services  that  by  their  nature  include  a 
comprehensive  assessment  or  reassessment  of  the 
patient.  A review  of  two  of  the  three  history  areas  is 
sufficient  for  other  services. 

• DC:  At  least  one  specific  item  from  two  of  the 

three  history  areas  must  be  documented 
for  a complete  PFSH  for  the  following 
categories  of  E/M  services:  office  or  other 
outpatient  services,  established  patient; 
emergency  department;  subsequent  nurs- 
ing facility  care;  domiciliary  care,  estab- 
lished patient;  and  home  care,  established 
patient. 

• DC:  At  least  one  specific  item  from  each  of  the 

three  history  areas  must  be  documented 
for  a complete  PFSH  for  the  following 
categories  of  E/M  services:  office  or  other 
outpatient  services,  new  patient;  hospital 
observation  services;  hospital  inpatient 
services,  initial  care;  consultations;  com- 
prehensive nursing  facility  assessments; 
domiciliary  care,  new  patient;  and  home 
care,  new  patient. 

B,  DOCUMENTATION  OF  EXAMINATION 

The  levels  of  E/M  services  are  based  on  four  types  of 
examination  that  are  defined  as  follows: 

• Problem  Focused  — a limited  examination  of 
the  affected  body  area  or  organ  system. 

• Expanded  Problem  Focused  — a limited  exami- 
nation of  the  affected  body  area  or  organ  sys- 
tem and  other  symptomatic  or  related  organ 
system(s). 

• Detailed  — an  extended  examination  of  the 
affected  body  area(s)  and  other  symptomatic  or 
related  organ  system(s). 

• Comprehensive  — a general  multi-system  ex- 
amination or  complete  examination  of  a single 
organ  system. 

For  purposes  of  examination,  the  following  body 
areas  are  recognized. 

• Head,  including  the  face 

• Neck 

• Chest,  including  breasts  and  axillae 

• Abdomen 

• Genitalia,  groin,  buttocks 

• Back,  including  spine 

• Each  extremity 

For  purposes  of  examination,  the  following  organ 
systems  are  recognized: 

• Constitutional  (e.g.,  vital  signs,  general  appearance) 

• Eyes 

• Ears,  nose,  mouth  and  throat 

• Cardiovascular 

• Respiratory 

• Gastrointestinal 

• Genitourinary 

• Musculoskeletal 

• Skin 

• Neurologic 

• Psychiatric 

• Hematologic/lymphatic/immunologic 

The  extent  of  examinations  performed  and  docu- 
mented is  dependent  upon  clinical  judgement  and 
the  nature  of  the  presenting  problem(s).  They  range 
from  limited  examinations  of  single  body  areas  to 
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general  multi-system  or  complete  single  organ  system 
examinations. 

• DC:  Specific  abnormal  and  relevant  negative 

findings  of  the  examination  of  the  affected 
or  symptomatic  body  area(s)  or  organ 
system(s)  should  be  documented.  A nota- 
tion of  "abnormal"  without  elaboration  is 
insufficient. 

• DC:  Abnormal  or  unexpected  findings  of  the 

examination  of  the  unaffected  or 
asymptomatic  body  area(s)  or  organ 
system(s)  should  be  described. 

• DC:  A brief  statement  or  notation  indicating 

"negative"  or  "normal"  is  sufficient  to  docu- 
ment normal  findings  related  to  unaffected 
area(s)  or  asymptomatic  organ  system(s). 

• DC:  The  medical  record  for  a general  multi- 

system examination  should  include  find- 
ings about  8 or  more  of  the  12  organ 
systems. 

C.  DOCUMENTATION  OF  THE  COMPLEXITY  OF 
MEDICAL  DECISION  MAKING 

The  levels  of  E/M  services  recognize  four  types  of 
medical  decision  making  (straight-forward,  low  com- 
plexity, moderate  complexity  and  high  complexity). 
Medical  decision  making  refers  to  the  complexity  of 
establishing  a diagnosis  and/or  selecting  a manage- 
ment option  as  measured  by: 

• the  number  of  possible  diagnoses  and/or  the 
number  of  management  options  that  must  be 
considered; 

• the  amount  and/or  complexity  of  medical 
records,  diagnostic  tests,  and/or  other  informa- 
tion that  must  be  obtained,  reviewed  and  ana- 
lyzed; and 

• the  risk  of  significant  complications,  morbidity 
and/or  mortality,  as  well  as  comorbidities,  asso- 
ciated with  the  patient's  presenting  problem(s), 
the  diagnostic  procedure(s)  and/or  the  possible 
management  options. 

The  chart  below  shows  the  progression  of  the  ele- 
ments required  for  each  level  of  medical  decision 
making.  To  qualify  for  a given  type  of  decision  mak- 
ing, two  of  the  three  elements  in  the  table  must  be 
either  met  or  exceeded. 


Number  of  diagnoses 
or  management 
options 

Amount  and/or 
complexity  of  data  to 
be  reviewed 

Risk  of  complications 
and/or  morbidity  or 
mortality 

Type  of  decision 
making 

Minimal 

Minimal  or  None 

Minimal 

Straightforward 

Limited 

Limited 

Low 

Low  Complexity 

Multiple 

Moderate 

Moderate 

Moderate  Complexity 

Extensive 

Extensive 

High 

High  Complexity 

Each  of  the  elements  of  medical  decision  making  is 
described  below. 

NUMBER  OF  DIAGNOSES  OR  MANAGEMENT  OPTIONS 

The  number  of  possible  diagnoses  and/or  the  number 
of  management  options  that  must  be  considered  is 
based  on  the  number  and  types  of  problems  ad- 
dressed during  the  encounter,  the  complexity  of  es- 
tablishing a diagnosis  and  the  management  decisions 
that  are  made  by  the  physician. 


Generally,  decision  making  with  respect  to  a diag- 
nosed problem  is  easier  than  that  for  an  identified  but 
undiagnosed  problem.  The  number  and  type  of  diag- 
nostic tests  employed  may  be  an  indicator  of  the 
number  of  possible  diagnoses.  Problems  which  are 
improving  or  resolving  are  less  complex  than  those 
which  are  worsening  or  failing  to  change  as  expected. 
The  need  to  seek  advice  from  others  is  another 
indicator  of  complexity  of  diagnostic  or  management 
problems. 

• DC:  For  each  encounter,  an  assessment,  clini- 

cal impression,  or  diagnosis  should  be 
documented.  It  may  be  explicitly  stated  or 
implied  in  documented  decisions  regard- 
ing management  plans  and/or  further  evalu- 
ation. 

• For  a presenting  problem  with  an  estab- 
lished diagnosis  the  record  should  re- 
flect whether  the  problem  is:  a)  im- 
proved, well  controlled,  resolving  or 
resolved;  or  b)  inadequately  controlled, 
worsening,  or  failing  to  change  as  ex- 
pected. 

• For  a presenting  problem  without  an 
established  diagnosis,  the  assessment 
or  clinical  impression  may  be  stated  in 
the  form  of  a differential  diagnoses  or 
as  "possible”,  "probable",  or  "rule  out" 
(R/O)  diagnoses. 

• DC:  The  initiation  of,  or  changes  in,  treatment 

should  be  documented.  Treatment  includes 
a wide  range  of  management  options  in- 
cluding patient  instructions,  nursing  instruc- 
tions, therapies,  and  medications. 

• DC:  If  referrals  are  made,  consultations  re- 

quested or  advice  sought,  the  record  should 
indicate  to  whom  or  where  the  referral  or 
consultation  is  made  or  from  whom  the 
advice  is  requested. 

AMOUNT  AND/OR  COMPLEXITY  OF  DATA 
TO  BE  REVIEWED 

The  amount  and  complexity  of  data  to  be  reviewed 
is  based  on  the  types  of  diagnostic  testing  ordered  or 
reviewed.  A decision  to  obtain  and  review  old  medi- 
cal records  and/or  obtain  history  from  sources  other 
than  the  patient  increases  the  amount  and  complexity 
of  data  to  be  reviewed. 

Discussion  of  contradictory  or  unexpected  test  re- 
sults with  the  physician  who  performed  or  interpreted 
the  test  is  an  indication  of  the  complexity  of  data 
being  reviewed.  On  occasion  the  physician  who  or- 
dered a test  may  personally  review  the  image,  tracing 
or  specimen  to  supplement  information  from  the 
physician  who  prepared  the  test  report  or  interpreta- 
tion; this  is  another  indication  of  the  complexity  of 
data  being  reviewed. 

• DC:  If  a diagnostic  service  (test  or  procedure)  is 

ordered,  planned,  scheduled,  or  performed 
at  the  time  of  the  E/M  encounter,  the  type 
of  service,  eg,  lab  or  x-ray,  should  be  docu- 
mented. 

• DC:  The  review  of  lab,  radiology  and/or  other 

diagnositc  tests  should  be  documented. 
An  entry  in  a progress  note  such  as  "WBC 
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elevated"  or  "chest  x-ray  unremarkable"  is 
acceptable.  Alternatively,  the  review  may 
be  documented  by  initialing  and  dating 
the  report  containing  the  test  results. 

• DC:  A decision  to  obtain  old  records  or  deci- 

sion to  obtain  additional  history  from  the 
family,  caretaker  or  other  source  to  supple- 
ment that  obtained  from  the  patient  should 
be  documented. 

• DC:  Relevant  finding  from  the  review  of  old 

records,  and/or  the  receipt  of  additional 
history  from  the  family,  caretaker  or  other 
source  should  be  documented.  If  there  is 
no  relevant  information  beyond  that  al- 
ready obtained,  that  fact  should  be  docu- 
mented. A notation  of  "Old  records  re- 
viewed" or  "additional  history  obtained 
from  family"  without  elaboration  is  insuffi- 
cient. 

• DC.  The  results  of  discussion  of  laboratory,  ra- 

diology or  other  diagnostic  tests  with  the 
physician  who  performed  or  interpreted 
the  study  should  be  documented. 

• DC:  The  direct  visualization  and  independent 

interpretation  of  an  image,  tracing  or  speci- 
men previously  or  subsequently  interpreted 
by  another  physician  should  be  docu- 
mented. 

RISK  OF  SIGNIFICANT  COMPLICATIONS, 
MORBIDITY,  AND/OR  MORTALITY 

The  risk  of  significant  complications,  morbidity,  and/ 
or  mortality  is  based  on  the  risks  associated  with  the 
presenting  problem(s),  the  diagnostic  procedure(s), 
and  the  possible  management  options. 


• DC:  Comorbidites/underlying  diseases  or  other 

factors  that  increase  the  complexity  of 
medical  decision  making  by  increasing  the 
risk  of  complications,  morbidity,  and/or 
mortality  should  be  documented. 

• DC:  If  a surgical  or  invasive  diagnostic  proce- 

dure is  ordered,  planned  or  scheduled  at 
the  time  of  the  E/M  encounter,  the  type  of 
procedure,  eg,  laparoscopy,  should  be 
documented. 

• DC:  If  a surgical  or  invasive  diagnositc  proce- 

dure is  performed  at  the  time  of  the  E/M 
encounter,  the  specific  procedure  should 
be  documented. 

• DC:  The  referral  for  a decision  to  perform  a 

surgical  or  invasive  diagnostic  procedure 
on  an  urgent  basis  should  be  documented 
or  implied. 

The  following  table  may  be  used  to  help  determine 
whether  the  risk  of  significant  complications,  morbid- 
ity, and/or  mortality  is  minimal,  low,  moderate  or 
high.  Because  the  determination  of  risk  is  complex 
and  not  readily  quantifiable,  the  table  includes  com- 
mon clinical  examples  rather  than  absolute  measures 
of  risk.  The  assessment  of  risk  of  the  presenting 
problem  (s)  is  based  on  the  risk  related  to  the  disease 
process  anticipated  between  the  present  encounter 
and  the  next  one.  The  assessment  of  risk  of  selecting 
diagnostic  procedures  and  management  options  is 
based  on  the  risk  during  and  immediately  following 
any  procedures  or  treatment.  The  highest  level  of  risk 
in  any  one  category  (presenting  problem(s),  diagnos- 
tic procedure(s),  or  management  options)  determines 
the  overall  risk. 


TABLE  OF  RISK 


Level  of 
Risk 

Presenting  Problem  (s) 

Diagnostic  Procedure(s) 
Ordered 

Management  Options 
Selected 

Minimal 

• One  self-limited  or  minor  problem,  eg  cold,  insect 
bite,  tinea  corporis 

• Laboratory  tests  requiring  venipuncture 

• Chest  x-rays 

• EKG/EEG 

• Unnahsxs 

• Ultrasound  eg.  echocardiography 

• KOH  prep 

• Rest 

• Gargles 

• Elastic  bandages 

• Superficial  dressings 

I Low 

• Two  or  more  self-limited  or  minor  problems 

• One  stable  chrome  illness,  eg  well  controlled 
hypertension  or  non-insulin  dependent  diabetes, 
cataract.  BPH 

• Acute  uncomplicated  illness  or  injur.,  eg.  cystitis, 
allergic  rhinitis,  simple  sprain 

• Physiologic  tests  not  under  stress,  eg.  pulmonary 
function  tests 

• Non<ardiovascular  imaging  studies  with  contrast, 
eg,  barium  enema 

• Superficial  needle  biopsies 

• Clinical  laboratory  tests  requiring  arterial  puncture 

• Skin  biopsies 

• Over-the-counter  drugs 

• Minor  surgery  with  no  identified  risk 
factors 

• Physical  therapy 

• Occupational  therapy 

• rY  Quids  without  additives 

9 

A Moderate 

• One  or  more  chronic  illnesses  with  mOd 
exacerbation,  progression,  or  side  effects  of 
treatment 

• Two  or  more  stable  chronic  illnesses 

• Undiagnosed  new  problem  with  uncertain 
prognosis,  eg.  lump  in  breast 

• Acute  illness  with  systemic  symptoms,  eg. 
pyelonephritis,  pneumonitis,  colitis 

• Acute  complicated  injury  eg  head  injury  with  brief 
loss  of  consciousness 

• Physiologic  tests  under  stress,  eg,  cardiac  stress 
test  fetal  contraction  stress  test 

• Diagnostic  endoscopies  with  no  identified  risk 
factors 

• Deep  needle  or  incisional  biopsy 

• Cardiovascular  imaging  studies  with  contrast  and 
no  identified  risk  factors,  eg  arteriogram,  cardiac 
catheterization 

• Obtain  fluid  from  body  cavity  eg  lumbar  puncture 
thoracentesis,  culdocentests 

• Minor  surgery  with  identified  risk  factors 

• Elective  major  surgery  (open,  percutaneous  M 
or  endoscopic)  with  no  identified  risk 
factors 

• Prescription  drug  management 

• Therapeutic  nuclear  medicine 

• IV  Quids  with  additives 

• Closed  trearment  of  fracture  or  dislocation  ! 
without  manipulation 

High 

• One  or  more  chrome  illnesses  with  severe 
exacerbation,  progression,  or  side  effects  of 
treatment 

• Acute  or  chronic  illnesses  or  injuries  that  pose  a 
threat  to  life  or  bodily  function  eg  multiple 
trauma,  acute  Ml  pulmonary  embolus,  severe 
respiratory  distress,  progressive  severe  rheumatoid 
arthritis,  psychiatric  illness  with  potential  threat  to 
seif  or  others  peritonitis,  acute  renal  failure 

• An  abrupt  change  in  neurologic  status,  eg  seizure 
TLA  weakness  or  sensory  loss 

• Cardiovascular  imaging  studies  with  contrast  with 
identified  risk  factors 

• Cardiac  electro  physiological  tests 

• Diagnostic  Endoscopies  with  identified  risk  factors 

• Discography 

• Elective  major  surgery  (open,  percutaneous 
or  endoscopic)  with  identified  risk  factors  J 

• Emergency  major  surgery  (ope a 
percutaneous  or  endoscopic) 

• Parenteral  controlled  substances 

• Drug  therapy  requiring  intensive 
monitoring  for  toxicity 

• Decision  not  to  resuscitate  or  to  de 
escalate  care  because  of  poor  prognosis 
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D.  DOCUMENTATION  OF  AN  ENCOUNTER 
DOMINATED  BY  COUNSELING  OR 
COORDINATION  OF  CARE 

In  the  case  where  counseling  and/or  coordination  of 
care  dominates  (more  than  50%)  of  the  physician/ 
patient  and/or  family  encounter  (face-to-face  time  in 
the  office  or  other  outpatient  setting  or  floor/unit 
time  in  the  hospital  or  nursing  facility),  time  is  consid- 
ered the  key  or  controlling  factor  to  qualify  for  a 
particular  level  of  E/M  services. 

• DC:  If  the  physician  elects  to  report  the  level  of 
service  based  on  counseling  and/or  coor- 
dination of  care,  the  total  length  of  time  of 
the  encounter  (face-to-face  or  floor  time, 
as  appropriate)  should  be  documented 
and  the  record  should  describe  the  coun- 
seling and/or  activities  to  coordinate  care. 

Note:  The  following  questions  and  answers  on  documen- 
tation guidelines  for  evaluation  management  and  services 
were  developed  jointly  by  HCFA  and  the  American  Medi- 
cal Association. 

Documentation  Guidelines  for  Evaluation 
and  Management  Services  Questions  and  Answers 

1 . Are  these  guidelines  required? 

No.  Physicians  are  not  required  to  use  these  guide- 
lines in  documenting  their  services.  However,  it  is 
important  to  note  that  all  physicians  are  potentially 
subject  to  post  payment  review.  In  the  event  of  a 
review,  Medicare  carriers  will  be  using  these  guide- 
lines in  helping  them  to  determine/verify  that  the 
reported  services  were  actually  rendered.  Physicians 
may  find  the  format  of  the  new  guidelines  convenient 
to  follow  and  to  be  consistent  with  their  current 
medical  record  keeping.  Their  usage  will  help  facili- 
tate communication  with  the  carrier  about  the  ser- 
vices provided,  if  that  becomes  necessary.  Varying 
formats  of  documentation  (e.g.  SOAP  notes)  will  be 
accepted  by  the  Medicare  carrier,  as  long  as  the  basic 
information  is  discernable. 

2.  Why  are  guidelines  needed?  What’s  wrong  with  the 
existing  documentation  practices? 

Good  documentation  is  an  important  part  of  medical 
practice.  An  appropriately  documented  medical  record 
can  reduce  many  of  the  "hassles"  associated  with 
claims  processing  and  may  serve  as  a legal  document 
to  verify  the  care  provided,  if  necessary. 

Further,  Medicare  has  an  obligation  to  its  enrollees  to 
help  ensure  that  services  paid  for  have  been  provided 
and  are  medically  necessary.  These  types  of  guide- 
lines can  help  eliminate  "black  box"  review  and/or 
arbitrary  documentation  requests. 

3.  How  were  these  guidelines  developed? 

Documentation  guidelines  for  E/M  services  have  been 
part  of  HCFA's  plan  for  medical  reivew  since  1989 
when  development  work  for  the  CPT  1 992  revision  of 
E/M  services  began.  HCFA's  target  date  for  imple- 
mentation of  documentation  guidelines  was  origi- 
nally set  for  1 993.  When  HCFA  shared  its  draft  guide- 
lines with  AMA  and  the  CPT  Advisory  Committee, 
AMA  expressed  concerns  about  the  extensive  and 
burdensome  nature  of  the  requirements  and  asked 
HCFA  that  organized  medicine  be  constructively  in- 
volved in  the  refinement.  Since  that  time,  the  national 
medical  specialty  societies,  through  the  CPT  Advisory 


Committee,  have  been  actively  involved  in  reviewing 
drafts,  providing  extensive  specific  comments,  and 
participating  in  pilot  testing  and  focus  grouped  dis- 
cussions of  the  guidelines.  The  CPT  Editorial  Panel 
also  reviewed  the  guidelines  and  concurred  that  the 
guidelines  are  consistent  with  the  definitions  found  in 
CPT.  They  have  also  been  extensively  reviewed  by 
the  Practicing  Physicians  Advisory  Council  (PPAC).  In 
November,  1 994  HCFA  released  the  guidelines  to  its 
Carriers  to  begin  the  educational  process. 

4.  Do  these  guidelines  change  any  of  the  CPT  defini- 
tions for  evaluation  and  management  services,  or 
the  way  in  which  the  proper  level  is  selected? 

No.  The  basic  principles  by  which  CPT  codes  are 
selected  remain  exactly  as  they  have  been  since  the 
codes  were  introduced  in  1 992.  There  is  some  infor- 
mation contained  in  the  guidelines  that  may  better 
help  define  some  of  the  components  of  the  evalua- 
tion and  management  (E/M)  services  and  physicians 
may  wish  to  consider  those  enhanced  definitions  in 
helping  them  select  the  proper  CPT  codes.  The  E/M 
codes  in  CPT  have  been  continually  improved  since 
their  1992  introduction. 

5.  What  is  the  HCFA’s  timetable  for  implementation? 

Between  November  1994  and  May  1995,  Medicare 
Carriers  are  to  conduct  educational  seminars  for  phy- 
sicians and  their  staffs.  Between  May  1 and  July  31, 
1995  carriers  will  begin  a "phase  in"  process.  This 
"phase  in"  process  has  not  been  formalized  yet  and 
will  depend,  in  part,  on  the  results  of  the  educational 
process  and  comments  received.  Beginning  August  1 , 
1995,  evaluation  and  management  (E/M)  codes  will 
no  longer  be  excluded  from  the  Medicare  medical 
review  system.  Carriers  will  vary  in  their  own  time- 
tables for  utilizing  the  guidelines  in  reviewing  E/M 
services. 

6.  How  will  the  guidelines  be  utilized  if  I am  reviewed 
by  the  Carrier? 

If  evaluation  and  management  review  is  indicated, 
Carriers  will  request  medical  records  for  specific  pa- 
tients and  encounters.  The  documentation  guidelines 
will  be  used  as  a template  for  that  review.  If  the 
documentation  is  not  sufficient  to  support  the  level  of 
service  provided,  the  Carrier  will  contact  the  physi- 
cian for  additional  information. 

Remember,  that  the  documentation  guidelines  do  not 
equate  to  medical  necessity  review,  which  is  a sepa- 
rate determination  by  the  Carrier.  Medical  necessity 
review  may  occur  after  the  Carrier  determines  that 
the  service  was  rendered  and  that  it  was  reported 
correctly. 

7.  What  are  my  chances  of  being  reviewed? 

Review  of  evaluation  and  management  services  will 
only  occur  if  evidence  of  significant  aberrant  report- 
ing patterns  is  detected  (eg,  based  on  national,  carrier 
or  specialty  profiles).  All  reviews  are  conducted  on  a 
"focused"  basis  — there  is  no  random  review. 

8.  Won't  following  these  guidelines  take  an  inordinate 
amount  of  time?  Is  payment  for  that  time  included 
in  the  RBRVS  payment  amounts? 

Testing  of  the  guidelines  did  not  find  any  significant 
difference  in  the  amount  of  time  required  to  use  the 
new  guidelines  versus  existing  common  practices. 
During  the  educational  and  phase-in  periods  feed- 
back concerning  this  issue  is  being  solicited  and  will 
be  carefully  evaluated. 
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Time  spent  by  the  physician  concerning  medical  record 
documentation  was  considered  as  an  element  of  time 
in  construction  of  the  RBRVS  by  the  Harvard  research 
team.  This  issue  may  be  reconsidered  by  the  AMA/ 
Specialty  Society  Relative  Value  Update  Committee 
(RUC)  during  the  upcoming  five-year  review  of  the 
work  component  of  the  RBRVS. 

9.  What  about  complete  single  system  examinations? 

The  work  on  developing  definitions  of  the  elements 
of  single  system  examinations  is  continuing.  It  is 
anticipated  that  the  work  on  these  definitions,  for  1 1 
different  organ  systems,  will  be  complete  in  late 
summer,  1 995.  There  is  nothing  in  the  guidelines  that 
is  intended  to  limit  the  ability  of  any  specialist  to 
report  a level  4 or  5 service. 

1 0.  These  guidelines  seem  complicated.  Why  can’t  sim- 
pler ones  be  developed? 

The  guidelines  for  documenting  the  history  and  physi- 
cal are  relatively  straightforward.  The  guidelines  for 
medical  decision  making,  however,  are  necessarily 
more  complex  due  to  the  subjective  nature  of  that 
component.  Physicians  have  consistently  asked  for 
more  precise  and  objective  ways  to  measure  and 
record  medical  decision  making  and  these  guidelines 
reflect  that  desire. 

Again,  the  process  the  physician  is  asked  to  follow  to 
select  the  most  appropriate  CPT  code  is  not  changed 
by  these  guidelines. 

11.  Is  the  physician's  signature  required  on  each  page 
of  the  documentation? 

No.  The  guidelines  only  state  that  the  legible  identity 
of  the  observer  be  recorded. 


12.  Can  residents  or  medical  students  in  a teaching 
facility  continue  to  perform  and  document  history 
and  physical  examinations? 

Teaching  facilities  have  specific  requirements  from 
Medicare  on  the  role  of  the  student  and  the  attending 
physician.  These  requirements  are  not  affected  by 
these  guidelines.  Under  the  Medicare  system,  pay- 
ment may  be  made  for  the  service  as  long  as  the 
physician  qualifies  as  an  attending  physician  and  is 
physically  present  when  the  resident  or  student  per- 
forms the  service.  A service  furnished  by  a resident 
without  the  presence  of  the  attending  physician  is  not 
covered  under  Medicare.  Private  payors  may  have 
differing  policies  on  payment  and  documentation  by 
residents,  and  these  sources  should  be  consulted  for 
specific  information. 

13.  Will  these  guidelines  be  modified  prior  to  the  Au- 
gust 1 implementation?  What  process  is  in  place  to 
do  this? 

Yes.  It  is  expected  that  the  guidelines  may  need  "fine- 
tuning"  based  on  feedback  received  at  the  educa- 
tional programs  and  as  they  are  utilized  in  various 
practice  settings.  Physicians  who  have  specific  sug- 
gestions concerning  improvements  should  communi- 
cate those  to  their  Medicare  Carrier,  the  Health  Care 
Financing  Administration  and/or  the  American  Medi- 
cal Association. 

The  guidelines  will  be  updated/refined  on  a periodic 
basis.  Updated  guidelines  will  be  published  in  the 
CPT  Assistant  and  will  also  be  distributed  by  Medi- 
care Carriers.  The  full  text  of  the  guidelines  may  be 
obtained  in  published  form  from  the  American  Medi- 
cal Association  by  phoning  1-800  621-8335  and  re- 
questing OP924095. 
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REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Omaha  - Chairholder;  Robert  F.  Shapiro, 
M.D.,  Lincoln  • Board  Liaison;  David  L.  Bacon,  M.D.,  Kearney;  Daniel  R 
Cronk,  M.D.,  Grand  Island;  Gregory  W.  Heidrick,  M.D.,  Lincoln;  Roger  H. 
Meyer,  M.D.,  Utica;  George  W.  Orr,  M.D.,  Omaha;  Dwaine  ).  Peetz,  M.D., 
Neligh;  Richard  M.  Pitsch,  Jr.,  M.D.,  Lincoln;  Todd  Martin,  Omaha;  Chadd 
Murray,  Omaha. 

The  Ad-Hoc  Committee  on  Professional  Liability 
met  February  21,  1995.  At  that  time,  we  met  with 
representatives  of  the  St.  Paul  Insurance  Company  to 
review  the  annual  statistics  on  professional  liability  for 
the  State  of  Nebraska. 

Review  of  statistics  for  1994  revealed  that  75%  of 
the  claims  closed  without  an  indemnity  payment;  half 
of  those  closed  with  no  payment  at  all,  and  some  with 
only  legal  expenses.  Nebraska  is  approximately  10% 
lower  than  the  national  average  for  frequency  of 
claims.  Nebraska  is  also  below  the  national  average 
on  severity  of  claims.  Nebraska  continues  to  be  one 
of  the  states  with  the  lowest  premium  with  the  St.  Paul 
Insurance  Company. 

A long  discussion  was  held  regarding  disciplinary 
action  and  legal  expense  coverage.  At  the  present 
time,  St.  Paul  does  not  provide  this  type  of  coverage, 
but  is  willing  to  try  it  in  the  State  of  Nebraska.  They  are 
presently  working  on  a policy  and  will  submit  it  to  the 
Committee  for  their  evaluation  in  the  near  future. 

We  also  reviewed  the  professional  liability  cover- 
age regarding  retired  physicians.  To  date,  three  phy- 
sicians have  taken  advantage  of  this  retirement  policy. 

The  Committee  also  discussed  LB  569  which  would 
increase  the  Excess  Liability  Fund  from  1.25  million  to 
2 million  dollars.  The  Committee  was  unanimous  in 
opposing  this  bill. 


REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Kearney  - Chairholder;  David  L.  Bacon,  M.D., 
Kearney  - Board  Liaison;  David  W.  Bouda,  M.D.,  Omaha;  Robert  M. 
Cochran,  II,  M.D.,  Omaha;  Stuart  P.  Embury,  M.D.,  Holdrege;  John  M.  Ford, 
M.D  , Lexington;  James  A.  Fosnaugh,  M.D.,  Lincoln;  Michelle  S.  Knolla, 
M.D.,  Omaha;  Bernard  L.  Kratochvil,  M.D.,  Omaha;  Walter  J.  O'Donohue, 
Jr.,  M.D.,  Omaha;  H.  Russell  Semm,  M.D.,  Lincoln;  Jeffry  L.  Strohmyer, 
M.D.,  Papillion;  Jeffrey  L.  Susman,  M.D.,  Omaha;  John  C.  Wilcox,  M.D., 
Aurora;  Dan  Tomes,  Omaha. 

The  activities  of  the  Commission  on  Association 
Affairs  have,  in  large  part,  been  the  consideration  of 
the  change  of  the  basic  structure  of  the  Nebraska 
Medical  Association  with  the  emphasis  on  this  change 
being  in  greater  Nebraska.  The  President,  Frederick 
Paustian,  and  President-Elect,  David  Bacon,  together 
with  former  Presidents,  Darroll  Loschen  and  Robert 
Shapiro,  have  taken  part  in  the  original  (think-tank) 
sessions.  It  was  possible  for  Dr.  Robert  Shapiro  to  only 
attend  one  of  these  meetings. 

It  was  the  opinion  of  this  working  group  that 
whereas  Lancaster  County  and  the  Metropolitan 
Omaha  Medical  Societies  were  functioning  at  a high 
level  with  active  participation  of  a large  percentage  of 
their  physicians,  this  was  not  the  case  in  greater 


Nebraska  areas.  Some  areas  were  meeting  once  a 
year  and  this  was  basically  to  elect  delegates  and 
even  in  larger  areas,  such  as  Grand  Island,  Hastings, 
Kearney  and  North  Platte,  neither  membership  per- 
centages and,  in  particular,  the  activity  of  the  present 
county  medical  societies  were  at  a satisfactory  level. 
Only  when  there  was  a very  active  physician  or  group 
of  physicians  in  each  of  these  societies,  or  there  was 
an  urgent  need  or  a matter  of  particular  importance, 
did  these  groups  seem  to  be  active.  In  the  past,  there 
have  been  attempts  to  revitalize  these  county  medi- 
cal society  groups  and  stimulate  interest  in  the  physi- 
cians becoming  part  of  these  societies  and  the  Ne- 
braska Medical  Association.  To  this  point  in  time,  this 
has  met  with  only  marginal  success. 

It  was  then  felt  that  the  goal  of  any  changes  should 
be  to  maximize  the  mutual  benefit  of  the  Nebraska 
Medical  Association  and  its  members  to  each  other 
and  thereby  serve  the  patients  to  the  optimum. 

With  this  in  mind,  the  study  group  presented  these 
concepts  to  the  Commission  on  Association  Affairs: 

It  was  proposed  that  the  state  of  Nebraska  be 
divided  into  approximately  seven  districts  or  regions. 
In  Lancaster  County  and  MOMS  there  would  be 
virtually  no  change  on  the  local  level.  However,  in 
greater  Nebraska  multiple  county  medical  societies 
would  be  included  within  each  of  these  districts  with 
the  attempt  of  having  at  least  100  NMA  members  in 
each  region  or  district.  These  districts  also  would 
correspond  as  much  as  possible  with  districts  set  up 
by  the  state  of  Nebraska  for  the  functioning  of  the 
Department  of  Health,  Emergency  Medical  Services, 
Department  of  Social  Services  and  other  agencies 
dealing  with  the  health  and  welfare  of  the  people  of 
the  state  of  Nebraska.  This  would  allow  better 
interactivity  with  these  state  agencies.  Changing  pat- 
terns of  practice  as  managed  care  may  also  benefit 
from  reorganization.  Each  district  or  region  would 
have  a governing  body  of  a chairman,  or  president, 
secretary/treasurer,  etc.,  and  the  potential  for  the 
ability  to  create  ethics  committees,  etc.  County  medi- 
cal societies  would  continue  to  exist  at  the  discretion 
of  their  members.  Each  district  would  conduct  meet- 
ings as  needed.  The  chairman  of  each  region  would 
be  a member  of  the  Nebraska  Medical  Association's 
Board  of  Directors.  The  Board  of  Directors  would 
then  function  in  an  elected  manner  similar  to  that  of 
the  United  States  Senate;  that  is,  each  district  would 
have  an  exact  number  of  "senators"  and  that  would  be 
one  per  district.  The  Board  of  Directors  would  be 
composed  of  one  director  per  district,  one  executive 
officer  from  MOMS,  Lancaster  County  and  greater 
Nebraska,  one  secretary-treasurer  (by  tradition,  a 
member  of  the  Lancaster  County  Medical  Society), 
one  speaker  of  the  House  of  Delegates,  one  vice- 
speaker of  the  House  of  Delegates,  and  one  ex-officio 
AMA  delegate. 

The  House  of  Delegates  members  would  be  elected 
by  their  districts  but  on  a proportional  basis  to  the 
number  of  NMA  members.  A 20  member  to  one 
delegate  ratio  was  suggested  and  some  weight  could 
be  given  to  each  of  the  greater  Nebraska  districts  by 
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granting  them  two  base  delegates  plus  their  number 
of  proportionally  elected  delegates. 

Restructuring  of  the  commissions  and  the  commit- 
tees also  was  suggested.  It  was  also  felt  that  there 
should  be  a member  of  the  Board  of  Directors  on 
each  commission  and  that  perhaps  this  person  should 
be  in  a capacity  such  as  Vice  Chairman. 

Much  discussion  was  had  between  the  members 
of  this  commission.  If  the  basic  premise  was  that  there 
was  a need  to  stimulate  the  activities  of  greater 
Nebraska  members,  then  this  concept  should  be 
pursued.  There  were  members  of  the  commission 
who  felt  that  this  may  not  be  the  case  but  that  further 
grass  roots  investigation  should  be  done,  particularly 
to  investigate  the  acceptance  of  these  concepts  by 
those  most  affected,  that  is,  the  members  of  the 
greater  Nebraska  portion  of  the  NMA.  The  Commis- 
sion on  Association  Affairs  does  not  have  specific 
recommendations  but  rather  that  these  activities  be 
carefully  studied  so  that  a solution  as  basic  as  what  is 
being  proposed  does  not  substitute  one  problem  in 
correcting  another.  The  Chairman  was  instructed  to 
present  these  concepts  to  the  Greater  Nebraska  Cau- 
cus which  was  to  meet  in  Kearney  on  March  18, 
1995.  Other  members  of  the  Commission  were  to 
discuss  this  matter  at  length  with  their  county  societ- 
ies, so  that  there  could  be  constructive  dialogue  at 
the  Board  of  Directors  meetings  as  well  as  the  Spring 
meeting  of  the  Nebraska  Medical  Association. 

In  addition  to  these  major  changes  as  noted  above, 
the  suggestion  also  was  made  that  the  Nebraska 
Medical  Association  recognize  a few  physicians  each 
year  as  outstanding  physicians.  This  would  be  done  in 
a manner  similar  to  that  of  the  family  practice  group, 
that  is,  these  awards  be  made  for  total  activities  of  the 
physician  rather  than  just  his  contributions  to  the 
Nebraska  Medical  Association. 

This  report  is  being  presented  to  the  House  of 
Delegates  for  informational  purposes  only  at  this 
time. 

REPORT  OF  COMMISSION 
ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Omaha  - Chairholder;  Charles  F.  Damico, 
M.D.,  Hastings  - Board  Liaison;  Robert  L.  Bass,  M.D.,  Omaha;  Warren  C. 
Bosley,  M.D.,  Crand  Island;  Byron  M.  Dillow,  M.D.,  Fremont;  Charles  A. 
Dobry,  M.D.,  Omaha;  Bruce  E.  Gfeller,  M.D.,  Lincoln;  Stacey  D.  Goodrich, 
M.D.,  Tecumseh;  Robert  L.  Kruger,  M.D.,  Omaha;  Richard  L.  O'Brien, 
M.D.,  Omaha;  Joseph  C.  Scott,  M.D.,  Omaha;  Jeffrey  L.  Susman,  M.D., 
Omaha;  Mary  Glode,  Omaha;  Kari  Orr,  Omaha;  David  Plecque,  Omaha; 
Elizabeth  Snook,  Omaha. 

Since  the  last  report,  the  Commission  on  Medical 
Education  has  reviewed  and  acted  upon  one  new 
application  for  accreditation  and  five  applications  for 
reaccreditation,  in  addition  to  reviewing  interim  re- 
ports from  ten  currently  accredited  sponsoring  orga- 
nizations in  Nebraska. 

The  Commission  is  carefully  monitoring  compli- 
ance by  all  accredited  sponsors  with  the  ACCME 
Standards  for  Commercial  Support  of  Continuing 
Education.  The  ACCME  is  currently  requesting  input 
regarding  Essential  #7  and  this  Standard  from  all  state 
medical  societies  and  other  accrediting  bodies  as 
part  of  a systematic  review  of  all  Essentials  and 


Standards  utilized  in  the  ACCME  accreditation  pro- 
cess. A model  Faculty  Disclosure  Form  has  been 
provided  to  all  accredited  sponsors  to  query  CME 
faculty  regarding  any  significant  financial  interest  or 
other  relationship  they  may  have  "(1)  with  the  manu- 
facturers of  any  commercial  product(s)  and/or 
provider(s)  of  commercial  services  discussed  in  an 
educational  presentation  and  (2)  with  any  commer- 
cial supporters  of  the  activity." 

Other  recent  ACCME  actions  and  policies  were 
reviewed  and  new  procedures  will  be  implemented  at 
the  state  level  where  appropriate.  These  include  an 
ACCME  Procedure  for  Processing  Complaints/Inquir- 
ies Concerning  Intrastate  Sponsors  which  mandates 
recognized  state  medical  societies  to  have  policies/ 
procedures  for  handling  complaints  concerning  their 
intrastate  sponsors.  In  addition,  the  ACCME  has 
amended  the  policy  on  intrastate  accredited  organi- 
zations sponsoring  national  or  international  meet- 
ings. If  an  intrastate  sponsor  wishes  to  advertise  its 
CME  activities  nationally,  it  must  apply  to  the  ACCME 
for  accreditation  or  seek  joint  sponsorship  with  an 
ACCME  accredited  sponsor.  An  accredited  Nebraska 
intrastate  sponsor  which  wishes  occasionally  (not 
more  than  once  annually)  to  sponsor  a nationally 
advertised  program  must  apply  on  an  ad  hoc  basis  to 
the  NMA  for  approval.  The  ACCME  policy  dictates 
that  this  activity  should  be  limited  to  a one-time,  one- 
location  event,  i.e.  not  multiple  offerings  of  the  same 
activity,  over  a period  of  time. 

Finally,  the  Commission  is  seeking  to  identify  addi- 
tional surveyors  who  will  participate  with  NMA  staff  in 
the  accreditation  process.  Potential  candidates  will  be 
sought  among  retired  physicians  who  have  previously 
served  as  Directors  of  Continuing  Education  for  their 
respective  hospitals. 

REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  - Chairholder;  Charles  F.  Damico, 
M.D.,  Hastings  • Board  Liaison;  David  E.  Borg,  M.D.,  Falls  City;  Suzanne  W. 
Braddock,  M.D.,  Omaha;  H.  Jeoffrey  Deeths,  M.D.,  Omaha;  Benjamin  R. 
Gelber,  M.D.,  Lincoln;  John  J.  Hoesing,  M.D.,  Omaha;  Glen  F.  Lau,  M.D., 
Lincoln;  Michael  J.  McGahan,  M.D.,  Lincoln;  Michael  Cluck,  Omaha;  Scott 
Neumeister,  Omaha;  Jennifer  Robinson,  Omaha;  Scott  Shipman,  Omaha. 

The  Commission  participated  as  the  focal  coordi- 
nating body  for  NMA  contribution  to  the  "Health 
Quest"  program  at  the  Nebraska  State  Fair.  Coverage 
of  the  NMA  booth,  as  well  as  speakers  and  screening 
sessions,  were  scheduled  to  make  a very  positive 
presence  for  organized  medicine  as  part  of  this  event. 

The  Commission  has  available  a packaged  slide 
program  for  members  to  use  in  discussing  health  care 
issues  with  the  public.  We  recognize  that  the  mem- 
bership receives  ongoing  requests  from  service  clubs 
and  other  community  organizations  to  discuss  vari- 
ous health  topics,  and  we  believe  that  the  availability 
of  this  set  of  slides  and  series  of  talking  points  regard- 
ing each  slide  encourages  the  membership  to  take 
advantage  of  opportunities  to  bring  our  message  to 
the  public. 

During  this  year,  the  Chair  of  the  Commission 
continued  to  meet  with  the  NMA  President,  the  Ex- 
ecutive Director,  Assistant  Executive  Director,  and 
our  public  relations  team  to  investigate  potential 
areas  to  focus  our  energy  and  resources  to  enhance 
the  public  relations  functions  of  the  NMA.  I believe 
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we  presently  have  an  extraordinarily  talented  and 
responsive  group  of  people  in  place,  who  are  pre- 
pared to  instantly  confront  any  challenge  presented 
them. 

The  Commission  has  continued  its  regular  respon- 
sibilities including  providing  the  state-wide  press  with 
an  annotated  pre-release  copy  of  the  Nebraska  Medi- 
cal Journal,  and  producing  "Health  Tips"  for  Nebraska 
radio  stations  and  newspapers.  These  short  press 
releases,  discussing  areas  of  general  health  interest, 
are  provided  monthly  and  are  utilized  by  radio  sta- 
tions and  newspapers.  Usage  of  this  material  by 
Nebraska's  print  media  continued  to  increase  in  1994. 
The  Commission  also  distributes  taped  health  mes- 
sages from  the  NMA  President. 

The  Commission  is  now  working  with  Doctor  David 
Bacon,  NMA  President  for  1995-96,  to  develop  paral- 
lel committees  for  patient  advocacy  and  physician 
advocacy.  We  have  also  established  the  Every  Woman 
Matters  Advisory  Committee,  chaired  by  Dr.  Suzanne 
Braddock,  to  work  with  the  State  Health  Department 
in  developing  a system  to  efficiently  administer  a large 
grant  in  the  critical  area  of  breast  cancer  screening. 


REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Lincoln  • Co-Chairholder;  Herbert  E.  Reese, 
M.D.,  Lincoln  - Co-Chairholder;  Darroll  J.  Loschen,  M.D.,  York  - Board 
Liaison;  Allen  D.  Dvorak,  M.D.,  Omaha;  Paul  E.  Collicott,  M.D.,  Lincoln; 
James  A.  Fosnaugh,  M.D.,  Lincoln;  John  J.  Hoesing,  M.D.,  Omaha;  Mark  B. 
Horton,  M.D.,  Lincoln;  Jerald  R.  Schenken,  M.D.,  Omaha;  Mylan  R 
VanNewkirk,  M.D.,  Brule;  Gregg  F.  Wright,  M.D.,  Lincoln;  Christopher 
Caudill,  Omaha;  Barry  Bohlen,  Omaha;  Terry  Becker,  Omaha;  Donaldson 
Kingsley,  Omaha;  Steven  McIntyre,  Omaha. 

The  Committee  on  Health  Planning  of  the  Ne- 
braska Medical  Association  submits  the  following 
report  concerning  the  two  meetings  held  since  the 
Fall  Session  of  the  House  of  Delegates.  Most  of  1994 
was  spent  observing  and  trying  to  determine  what 
action  would  be  taken  on  a Federal  level  in  regard  to 
health  care  system  reform.  To  paraphrase  Shakespeare 
there  was  "much  nothing  about  ado"  i.e.  a great  deal 
of  rhetoric,  tons  of  paper  and  the  ultimate  conclusion 
that  Americans  although  eager  for  global  change 
were  not  wanting  much  change  in  their  own  personal 
lives.  As  proposed  plans  died,  so  did  much  of  the 
enthusiasm  for  reform  on  the  federal  level.  Along  with 
the  death  of  a federal  plan  came  the  upheaval  in  the 
congressional  party  in  power  as  a result  of  the  No- 
vember elections  and,  other  than  tort  reform,  no  one 
seems  interested  in  facing  the  giant  again  this  year. 

However,  with  death  on  the  federal  level,  out  of 
the  ashes  came  the  Governor's  Blue  Ribbon  Coalition 
"re-birth".  The  Governor's  Coalition  has  developed 
two  sub-committees,  one  on  State  Compacts  and  one 
on  Cost  Containment.  Drs.  Reese,  Dvorak  and  Klutman 
reported  on  the  work  of  these  committees  as  cur- 
rently structured.  Dr.  Klutman  will  chair  the  Cost 
Containment  Committee  which  is  charged  with  work- 
ing in  the  arena  of  managed  care,  Medicaid,  benefit 
plans  and  a broad  range  of  concerns  relating  to  the 
cost  of  health  care.  The  State  Compacts  Committee 
on  the  other  hand  relates  to  building  coalitions  be- 
tween states  relating  to  data,  portability  of  coverage 
and  standardization  of  benefits.  Through  the  gover- 
nors physician  appointees  to  the  coalition  we  hope  to 
be  able  to  provide  significant  input  into  state  health 


system  reform  as  these  committees  meet  and  develop 
new  ideas.  On  behalf  of  the  Health  Planning  Commit- 
tee, we  thank  those  physician  members  of  the  coali- 
tion for  the  time  and  effort  being  put  in  on  our  behalf 
to  make  Nebraska  Health  Care  System  Reform  a 
reality. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  Ronald  W.  Klutman,  M.D., 
Columbus  - Board  Liaison;  Richard  A.  Blatny,  M.D.,  Fairbury;  Verlin  K. 
Janzen,  M.D.,  Nebraska  City;  Kurt  E.  Johnson,  M.D.,  Ogallala;  Tamara  R. 
Johnson,  M.D.,  Cambridge;  Donald  J.  Larson,  M.D.,  Lincoln;  Dale  E 
Michels,  M.D.,  Lincoln;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Richard  A.  Raymond, 
M.D.,  Omaha;  Raymond  L.  Schulte,  M.D.,  Omaha;  Michael  A.  Sitorius, 
M.D.,  Omaha;  Stephen  Stripe,  M.D.,  Humboldt;  Bob  Chandler,  Omaha; 
Brian  Couse,  Omaha;  Sena  Jensen,  Omaha;  Alan  Michels,  Omaha. 

Since  the  1994  Interim  Session  of  the  House  of 
Delegates,  the  NMA  Committee  on  Rural  Health  has 
met  once,  on  2 February  1995.  The  concerns  of  this 
Committee  are  manifold,  including  the  Limited 
Radiographer  issue,  the  Nurse  Practitioner  initiative, 
Medicaid  Managed  Care  (as  it  pertains  to  rural  areas), 
Nursing  Home  Regulatory  issues,  and  the  many  net- 
works which  are  forming  in  rural  areas  throughout  the 
state.  This  committee  of  the  NMA  is  one  of  the  few 
which  includes  "Liaison"  members,  representing  other 
disciplines  which  interact  with  the  NMA  on  rural 
issues. 

One  of  the  issues  which  has  been  of  concern  to 
this  committee  is  the  relationship  of  NMA  members 
with  mid-level  practitioners.  The  committee  has  rec- 
ognized that  Physician  Assistants  (PAs)  have  long 
been  accepted  and  incorporated  by  physicians  in 
their  practices,  thereby  providing  a reliable  "physician 
extender"  service  in  their  practices.  However,  the 
emerging  profession  of  Nurse  Practitioners  (NPs)  has 
been  suffering  from  the  "growing  pains"  experienced 
by  PAs  during  their  infancy,  and  it  has  been  the 
perception  of  this  committee  that  the  lack  of  appre- 
ciation of  the  potential  of  Nurse  Practitioners  has,  to 
some  extent,  provided  an  incentive  to  NPs  to  seek 
independent  practice.  Therefore,  in  cooperation  with 
the  Scientific  Sessions  Committee,  the  Committee  on 
Rural  Health  has  been  active  in  the  production  of  the 
program  dedicated  to  the  education  of  NMA  mem- 
bers on  the  appropriate  collaborative  relationships 
with  mid-level  practitioners  which  will  be  presented  at 
this  meeting.  While  not  accepting  the  promise  that 
NPs  should  be  granted  independent  practice,  it  is  the 
feeling  of  the  Rural  Health  Committee  that  these  mid- 
level practitioners  can  be  a valuable  asset  to  physi- 
cians in  the  delivery  of  medical  care,  especially  with 
regard  to  patient  education  and  health  maintenance 
issues,  and  especially  in  the  delivery  of  these  services 
to  rural  and  other  underserved  areas. 

The  continued  evolution  of  networking  among 
rural  practices,  the  formation  of  several  physician- 
hospital  organizations,  and  the  emerging  of  Medicaid 
managed  care  in  Nebraska  will  keep  this  committee 
busy  for  the  foreseeable  future.  This  committee  also 
interacts  closely  with  the  Nebraska  Medical  Directors 
Association,  the  organization  representing  physicians' 
interests  in  the  care  of  patients  in  long-term  care 
facilities.  There  is  little  doubt  that  this  committee  will 
remain  very  active  for  the  foreseeable  future. 
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REPORT  OF  THE  NE  PHYSICIAN 
ORGANIZATION  ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  Daniel  Bohi,  M.D., 
Omaha;  Steven  Brestin,  M.D.,  Kearney;  Ward  Chambers,  M.D.,  Omaha; 
Daniel  Cronk,  M.D.,  Grand  Island;  Charles  F.  Damico,  M.D.,  Hastings; 
Bernard  W.  Douglas,  M.D.,  Holdrege;  Scott  C.  Elston,  M.D.,  Alliance; 
Gordon  L.  Emry,  M.D.,  Cozad;  Richard  Feldhaus,  M.D.,  Omaha;  Mary  Lou 
Flearl,  M.D.,  Omaha;  Linda  B.  Ford,  M.D.,  Papillion;  Scott  A.  Gale,  Jr.,  M.D., 
North  Platte;  Philip  Hofschire,  M.D.,  Omaha;  Verlin  K.  Janzen,  M.D.,  NE 
City;  Harry  Jenkins,  Jr.,  M.D.,  Omaha;  Ronald  Klutman,  M.D.,  Columbus; 
Randy  T.  Kohl,  M.D.,  Albion;  David  R.  Little,  M.D.,  Hastings;  Dale  Michels, 
M.D.,  Lincoln;  Douglas  Pope,  M.D.,  Lincoln;  Thomas  Ruma,  M.D.,  Omaha; 
Russell  Semm,  M.D.,  Lincoln;  Todd  Sorensen,  M.D.,  Scottsbluff;  Wayne 
Weston,  M.D.,  Lexington. 

Dr.  Fred  Paustian  initiated  the  Advisory  Group  for 
Nebraska  Physician  Organizations  shortly  after  his 
inauguration  as  President  of  the  NMA.  The  purpose  of 
this  group  is  "...  to  bring  together  various  directors  of 
physician  organizations  to  determine  if  there  is  an 
interest  in  developing  an  organization  of  such  direc- 
tors that  would  be  of  benefit  to  the  membership  of  the 
NMA  or  the  physicians  at  large  throughout  the  state 
relative  to  managed  care". 

The  first  meeting  of  the  Advisory  Group  was  held 
at  the  NMA  office  on  17  November  1994.  At  this 
meeting,  it  was  decided  to  appoint  Dr.  D.J.  Loschen 
of  York  to  chair  the  group,  inasmuch  as  he  had  no 
immediate  ties  to  any  Physician  Organization  (PO)  in 
the  state. 

The  second  meeting  of  the  Advisory  Group  was 
held  at  the  NMA  office  on  22  December  1994. 
Among  the  topics  discussed  at  that  meeting  was  the 
emerging  importance  of  the  National  Committee  for 
Quality  Assurance  (NCQA)  in  accrediting  managed 
care  agencies.  It  was  likewise  apparent  that  the  major- 
ity of  the  group  knew  little  about  the  organization.  As 
a result,  it  was  suggested  that  the  Advisory  Group 
hold  a combined  meeting  with  the  Ad-Hoc  Commit- 
tee on  Health  Care  Insurance  and  Medical  Delivery 
Systems,  inviting  a representative  of  NCQA  to  ad- 
dress these  individuals.  Later,  it  was  decided  to  open 
this  meeting  up  to  other  interested  individuals  from 
the  NMA,  and  this  combined  meeting  was  held  on  16 
February  1995  at  Lincoln.  At  this  meeting,  Helen 
Imbernino,  Assistant  Vice  President  of  NCQA,  ad- 
dressed the  group  and  answered  many  questions 
about  the  NCQA's  organizational  structure,  their  ac- 
creditation criteria,  and  their  long-range  objectives 
and  agendas.  This  meeting  was  considered  to  be  very 
educational  by  those  in  attendance,  even  if  there  was 
some  disagreement  about  the  necessity  and  long- 
range  goals  of  the  organization. 

It  has  been  the  impression  of  those  involved  with 
this  Advisory  Group  that  it  has  indeed  been  an  excel- 
lent venue  to  address  concerns  of  those  involved  with 
both  established  and  emerging  Physician  Organiza- 
tions (POs)  and  Physician-Hospital  Organizations 
(PHOs).  There  has  heretofore  not  been  a forum  for 
such  discussions,  and  it  is  the  feeling  of  those  in- 
volved that  this  provides  an  important  service  for 
NMA  members  to  discuss  issues  of  mutual  concern 
without  the  business  interests  of  the  various  groups 
that  they  represent. 

If  it  is  the  will  of  the  House  of  Delegates,  this 
Advisory  Group  will  continue  its  efforts  during  the 
next  year. 


REPORT  OF  THE  NMA  RADIATION 
SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  Charles  A.  Dobry,  M.D., 
Omaha;  Allen  D.  Dvorak,  M.D.,  Omaha;  Ronald  W.  Klutman,  M.D.,  Colum- 
bus; Robert  H.  Mclntire,  M.D.,  Omaha;  Frederick  F.  Paustian,  M.D.,  Omaha; 
Joseph  M.  Slavas,  M.D.,  Lincoln;  Perry  T.  Williams,  M.D.,  Omaha. 

The  NMA  Radiation  Safety  Working  Group  was 
established  several  years  ago  to  protect  the  interest  of 
NMA  members  from  what  was  perceived  to  be  cava- 
lier enforcement  of  regulations  pertaining  to  the  utili- 
zation of  x-rays  in  patient  care.  At  issue  was  an  initia- 
tive of  the  Department  of  Health  Division  of  Radiation 
Safety,  along  with  the  Nebraska  Society  of  Radiologic 
Technologists  (NSRT),  to  limit  the  utilization  of  radia- 
tion equipment  to  extensively  trained  technologists. 

Over  the  past  several  years,  this  organization  has 
interacted  extensively  with  the  Department  of  Health, 
the  NSRT,  the  Nebraska  Radiologic  Society,  the  Ne- 
braska Academy  of  Family  Physicians,  and  many  other 
interested  individuals.  Members  of  this  Working  Group 
have  testified  on  numerous  occasions  before  legisla- 
tive committees,  and  have  interacted  extensively  with 
other  government  officials  in  protecting  the  interests 
of  the  NMA  members  and  the  patients  they  serve. 

The  culmination  of  the  efforts  of  this  group  oc- 
curred when  the  Chairholder  was  able  to  testify  be- 
fore the  Health  and  Human  Services  Committee  on 
26  January  of  1995  in  "qualified  support"  of  LB  405,  a 
bill  submitted  by  the  Nebraska  State  Health  Depart- 
ment, clarifying  the  provisions  of  previous  legislation 
which  specified  the  training  requirements  for  the  use 
of  x-rays  in  physicians  offices  and  hospitals. 

It  is  noteworthy  that  none  of  the  interested  parties 

was  entirely  satisfied  with  the  final  form  of  the  legis- 
lation, but  none  was  dissatisfied  enough  to  hold  up 
the  process  any  longer.  It  is  the  feeling  of  this  Working 
Group  that  the  interests  of  the  NMA  memberships 
and  their  patients  were  upheld  as  well  as  was  pos- 
sible, and  it  was  recommended  that  the  NMA  not 
formally  oppose  this  legislation  in  its  final  form. 

With  the  passage  of  this  legislation,  it  is  the  opin- 
ion of  this  Working  Group  that  its  purpose  has  been 
fulfilled,  and  that  it  should  be  "sunset".  In  the  future, 
if  the  Board  of  Directors  or  the  membership  perceives 
that  it  should  be  resurrected,  the  members  of  this 
Working  Group  will  stand  ready  to  re-assert  them- 
selves. 


REPORT  OF  THE  SCIENTIFIC 
SESSIONS  COMMITTEE 

Lawrence  D.  Helmick,  M.D.,  Kearney  - Chairholder;  Richard  H.  Meissner, 
M.D.,  Omaha  - Board  Liaison;  Lawrence  C.  Bausch,  M.D.,  Lincoln;  David 

L.  Bacon,  M.D.,  Kearney;  Sheila  S.  Ecklund,  R.N.,  Lincoln;  Marcia  L.  Goering, 

M. D.,  Columbus;  Charles  D.  Gregorius,  M.D  , Lincoln;  William  F.  Gust, 
M.D.,  Omaha;  David  A.  Katz,  M.D.,  Omaha;  James  R.  Newland,  M.D., 
Omaha;  Sally  O’Neill,  Ph.D.,  Omaha;  Frederick  F.  Paustian,  M.D.,  Omaha; 
Lisa  L.  Strohmyer,  R.N.,  Papillion;  Wesley  G.  Wilhelm,  M.D.,  Omaha;  David 
Kennedy,  Omaha;  James  Ruf,  Omaha;  Jeffery  Yosten,  Omaha. 

The  Scientific  Sessions  Committee  met  five  times 
in  anticipation  of  the  1995  Annual  Session,  beginning 
in  July,  1994  with  a thorough  review  of  last  year's 
meeting.  The  Committee  elected  to  retain  a program 
of  general  medical  interest  as  opposed  to  specialized 
scientific  programming  for  the  1995  Annual  Session. 
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Two  topics  have  been  selected  for  presentation  at 
this  year's  session.  The  first  is  a detailed  look  at 
managed  care  and  how  it  will  likely  affect  your  prac- 
tice. This  program  has  been  developed  by  the  AMA 
and  contains  both  general  observations  and  a specific 
look  at  Nebraska's  situation.  The  second  program  was 
developed  based  on  a suggestion  put  forth  by  the 
NMA  Committee  on  Rural  Health.  It  was  suggested 
that  much  of  the  membership  needed  to  be  educated 
regarding  the  effective  and  appropriate  utilization  of 
mid-level  practitioners.  In  response,  the  Committee 
developed  a program  which  reviews  the  education 
and  scope  of  practice  for  physician  assistants  and 
nurse  practitioners,  and  also  discusses  effective  phy- 
sician partnerships  with  these  mid-level  practitioners 
in  the  provision  of  health  care. 

In  addition  to  planning  the  Annual  Session,  the 
Committee  has  been  active  in  working  with  several 
other  medical  groups  to  provide  continuing  medical 
education.  During  the  past  year,  we  have  approved 
joint  sponsorship  of  31.75  hours  of  Category  I con- 
tinuing medical  education  with  the  Beatrice  State 
Developmental  Center,  the  Nebraska  Medical  Direc- 
tors Association,  the  Lincoln  Pulmonary  Conference 
and  the  Lincoln  Cardiovascular  Conference.  Each  of 
these  programs  met  the  high  standards  established  for 
jointly  sponsored  continuing  medical  education  by 
the  Committee. 


REPORT  OF  THE  COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Omaha  - Chairholder;  David  R.  Little,  M.D., 
Hastings  - Board  Liaison;  Elvin  G.  Brown,  M.D.,  Hastings;  William  E. 
Lundak,  M.D.,  Lincoln;  Joseph  G.  Rogers,  M.D.,  Lincoln;  Larry  D.  Ruth, 
M.D.,  Lincoln;  Steven  A.  Schwid,  M.D.,  Omaha;  H.  Neal  Sievers,  M.D., 
Blair;  Hiram  R.  Walker,  M.D.,  Kearney;  Heather  Neumeister,  Omaha;  Chara 
Schryvers,  Omaha;  Paul  Skluzacek,  Omaha. 

The  Commission  on  Hospital  Medical  Staff  met  on 
Thursday,  February  23,  1995.  The  Commission  dis- 
cussed economic  credentialing  and  noted  it  requires 
a high  patient  base  to  be  statistically  valid.  The  group 
discussed  actions  which  are  reportable  to  the  Na- 
tional Practitioner  Data  Bank  and  who  has  access  to 
the  Data  Bank.  Suggestion  was  made  to  publish  this 
information  to  the  NMA  membership  perhaps  in  the 
newsletter.  We  were  informed  of  a case  wherein  an 
informal  agreement  with  a hospital  resulted  in  a 
physician's  license  being  restricted  by  the  Bureau  of 
Examining  Boards. 

The  group  discussed  how  the  Commission  could 
perform  in  a manner  to  enhance  service  as  the  patient's 
advocate.  We  noted  that  sometimes  this  concept  is 
quite  difficult  to  convey  to  the  public  and  that  most 
often  it  is  accomplished  in  a one-on-one  situation. 

The  Commission  discussed  how  managed  care 
situations  also  function  in  a manner  similar  to  a 
hospital  medical  staff  relative  to  physician  member- 
ship. Suggestion  was  made  to  have  generic  contracts 
on  hand  in  the  NMA  office  for  informational  use  by 
members.  Suggestion  was  also  made  to  obtain  utiliza- 
tion review  criteria  relative  to  the  companies  provid- 
ing contracts.  The  group  discussed  the  importance  of 
educating  the  membership  on  how  to  aoproach  elec- 
tronic-based data  bases  for  information  relative  to 
medical  staffs.  The  NMA  at  one  time  had  managed 


care  contracts  provided  by  Association  members  that 
had  been  reviewed  by  counsel.  The  NMA  Board 
determined  that  the  legal  review  was  quite  expensive 
for  the  Association.  It  was  noted  that  the  NMA  office 
can  usually  place  physicians  in  contact  with  other 
appropriate  physicians  based  on  the  inquiry  and  al- 
though the  NMA  does  not  have  some  of  the  informa- 
tion requested,  it  often  serves  as  a conduit  between 
its  members  and  those  with  the  resources  being 
requested. 

The  Commission  discussed  instances  where  physi- 
cians encounter  difficulty  with  a managed  care  group 
or  their  medical  staff  and  noted  this  Commission 
should  possibly  serve  the  members  in  this  situation.  It 
was  noted  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  and  Medical  Delivery  Systems  already  serves 
in  that  capacity. 

One  member  suggested  disseminating  to  the  mem- 
bership a clear  description  of  the  Data  Bank,  and  the 
statute  requiring  reporting.  Suggestion  was  also  made 
to  solicit  managed  care  contracts,  contracts  between 
physicians  and  hospitals,  purchasing  contracts,  etc.  It 
was  also  suggested  to  ask  legal  counsel  for  a checklist 
of  items  to  review  in  a contract.  It  was  also  suggested 
to  obtain  information  on  the  value  of  good  will,  the 
value  of  "non-compete"  clauses,  etc. 

Question  was  raised  relative  to  statewide 
credentialing.  It  was  noted  the  NMA  looked  into  this 
many  years  ago  and  decided  not  to  move  forward. 

The  Commission  has  requested  a checklist  for 
contract  review  from  legal  counsel,  and  articles  for 
publication  relative  to  hospital  staffs. 

The  Commission  discussed  the  hospital  medical 
staff  credentialing  process  utilized  in  Omaha.  It  was 
noted  that  the  Metro  Omaha  Medical  Society  aids  in 
verifying  the  credentials  of  the  individual.  It  was 
noted  the  Lancaster  County  Medical  Society  is  also 
looking  into  this  type  of  service.  The  Commission 
discussed  the  concept  of  a uniform  credentialing 
process  and  form  for  the  entire  state. 

The  Commission  decided  to  recommend  to  the 
NMA  Board  of  Directors  that  it  feels  the  concept  of 
making  the  credentialing  process  in  Nebraska  uni- 
form statewide  is  positive,  a statewide  credentialing 
service  should  be  explored,  and  that  no  recommenda- 
tion be  made  until  the  exploration  is  completed.  It 
was  suggested  to  ask  the  county  medical  societies  to 
work  to  develop  some  type  of  coordination  and 
consistency  in  the  recredentialing  cycle. 

The  Commission  discussed  means  of  physicians 
acting  as  the  patient's  advocate  and  determined  it  will 
address  this  issue  further  at  its  next  meeting.  We 
noted  the  possibility  of  renaming  the  commission  to 
include  medical  staffs  of  other  entities  in  addition  to 
hospitals. 

The  Commission  decided  it  will  meet  after  the 
Annual  Session  and  at  that  time  will  consider  such 
issues  as  the  problems  faced  by  all  staffs,  not  only 
hospitals. 

The  Commission  discussed  a communication  net- 
work and  suggestion  was  made  to  consider  utilizing 
the  Synapse  system  through  the  University  of  Ne- 
braska Medical  Center. 

The  Commission  presents  this  report  to  the  House 
of  Delegates  for  its  consideration. 


July  1 995 
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REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Christopher  C Caudill,  M.D.,  Lincoln  - Chairholder;  Patrick  E. 
Brookhouser,  M.D.,  Omaha;  Krynn  K.  Buckley,  M.D.,  Lincoln;  Judith  A. 
Butler,  M.D.,  Superior;  Allen  D.  Dvorak,  M.D.,  Omaha;  Roger  A.  Jacobs, 
M.D.,  Seward;  Dale  E.  Michels,  M.D.,  Lincoln;  Harlan  C.  Shriner,  Jr.,  M.D., 
Lincoln;  John  N.  Walburn,  M.D.,  Omaha;  Eugene  A.  Waltke,  M.D.,  Omaha; 
Wayne  K.  Weston,  M.D.,  Lexington,  Spencer  Coray,  Omaha;  Melanie 
Somers,  Omaha;  Suzanne  Cish,  Omaha. 

The  Committee  met  with  representatives  of  the 
Nebraska  Department  of  Social  Services  for  purposes 
of  discussing  several  items. 

We  discussed  Resolution  #8  (F94)  which  dealt 
with  the  Department  of  Social  Services'  appeal  mecha- 
nism. The  resolution  directed  that  the  NMA  study  the 
current  appeals  mechanism  regarding  denials  on  Med- 
icaid payment  which  is  carried  out  by  an  attorney  in 
the  employ  of  the  Department  of  Social  Services  and 
not  by  persons  with  a medical  background.  It  was  felt 
that  possibly  a more  acceptable  mechanism  for  the 
adjudication  of  appeals  utilizing  contract  physicians 
might  be  possible.  Department  of  Social  Services'  staff 
reviewed  the  structure  for  appeal  of  utilization  re- 
view. It  was  noted  that  there  are  three  instances 
where  physicians  can  add  to  the  medical  information 
regarding  a case  before  sanctions  are  instituted.  It 
was  further  noted  that  medical  findings  should  be 
documented,  and  that  rationale  for  medical  decisions 
should  be  documented  as  well. 

The  Committee  also  discussed  Resolution  #3  (F94) 
dealing  with  the  Medicaid  co-pay  situation.  It  was 
noted  by  Department  of  Social  Services'  staff  that  it 
appears  that  approximately  $200,000  was  saved  by 
the  Department  from  April  to  October  of  1994  with 
use  of  the  co-payment.  It  was  also  pointed  out  that 
there  appeared  to  be  no  real  problems  with  the  co- 
payment concept  as  borne  out  by  a provider  survey 
conducted  by  the  Department.  Department  staff  also 
pointed  out  that  they  would  carefully  review  the  co- 
payment concept  to  determine  whether  or  not  the 
plan  actually  saves  state  funds  or  if  costs  are  being 
shifted.  It  is  also  contemplated  that  the  co-pay  mecha- 
nism will  disappear  to  a large  extent  under  the  Med- 
icaid Managed  Care  Program. 

The  Committee  spent  a considerable  amount  of 
time  studying  and  assessing  the  implementation  of 
the  Medicaid  Managed  Care  Program.  The  Depart- 
ment staff  noted  that,  at  the  time  of  the  meeting, 
contract  finalization  for  the  Medicaid  Managed  Care 
Program  with  Blue  Cross/Blue  Shield  of  Nebraska, 
Mutual  of  Omaha  (Exclusive  Health  Care,  Inc.),  United 
Health  Care  of  the  Midlands,  Options  Mental  Health, 
Maximus,  and  the  Medstat  group  is  near.  It  was 
pointed  out  that  a quality  assurance  plan  has  been 
developed  to  assist  the  Department  in  monitoring  the 
managed  care  program.  Ms.  Mary  Dean  Harvey, 
Director  of  the  Department  of  Social  Services,  noted 
that  the  Department  is  striving  to  make  the  transition 
for  physician  providers  as  smooth  as  possible,  and 
would  be  working  with  the  contracted  companies  of 
the  managed  care  program  to  aid  in  this  regard.  It  was 
noted  that  the  duties  of  the  Medicaid  Managed  Care 
Commission  would  be  to  provide  oversight  of  imple- 
mentation of  the  program,  and  to  provide  continuing 
oversight.  Ms.  Harvey  noted  that  the  management  of 
patients,  and  giving  appropriate  care  at  the  appropri- 
ate time  for  the  right  people,  with  the  appropriate 
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level  of  care  for  the  appropriate  cost  will  ultimately 
reorganize  spending  of  Medicaid  dollars  in  a more 
effective  manner  although  the  budget  has  not  been 
increased.  She  noted  instances  of  disproportionate 
spending  and  how  this  would  affect  the  budget  and 
management  system. 

The  contracts  to  be  awarded  are  for  two  years  with 
an  option  for  one  additional  year,  except  one  com- 
pany that  will  have  a two  year  option.  The  Depart- 
ment of  Social  Services  has  noted  that,  in  its  opinion, 
the  managed  care  plan  features  will  include  improved 
access  to  health  care,  the  implementation  of  an  inte- 
grated health  care  delivery  system  that  utilizes  exist- 
ing community  resources,  and  the  initiation  of  a plan 
which  maximizes  the  use  of  state  and  federal  re- 
sources while  assuring  quality  of  care  for  recipients  of 
medical  assistance. 

Medicaid  clients  will  choose  a primary  care  case 
manager  whose  responsibilities  will  include  the  provi- 
sion of  basic  medical  services,  and  coordinating  of 
appropriate  referrals  for  necessary  medical  care 
throughout  the  continuum  of  health  care  services. 
The  case  manager  will  be  insuring  that  all  medically 
necessary  services  are  accessible  and  provided  on  a 
timely  basis  so  that  continuity  of  care  is  achieved,  and 
will  be  insuring  that  clients  receive  basic  counseling 
in  health  habits  and  preventive  health  measures,  in- 
cluding referrals  to  the  appropriate  health  profession- 
als and  programs.  They  will  be  defining  client-specific 
goals  and  objectives,  and  establishing  critical  path- 
ways that  identify  nursing,  physician,  and  social  ser- 
vices interventions  designed  to  achieve  specific  clini- 
cal functional  outcomes. 

Ms.  Harvey  has  expressed  her  appreciation  to  the 
Association  for  its  help  with  the  Department's  pro- 
gram. The  Committee  stands  ready  to  continue  its 
liaison  and  communication  with  the  Department  in 
coming  months.  We  present  this  report  the  House  of 
Delegates  for  its  consideration  and  approval. 

REPORT  OF  THE  NMA  AD-HOC  COMMITTEE 
ON  AMBULATORY  SURGICAL 
CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Omaha  - Chairholder;  Joel  T.  Johnson, 
M.D.,  Kearney;  Sushil  S.  Lacy,  M.D.,  Lincoln;  Kenneth  J.  Maxwell,  M.D., 
Omaha;  Trent  W.  Quinlan,  M.D.,  Omaha;  John  R.  Varvel,  M.D.,  Lincoln. 

The  NMA  Ad-Hoc  Committee  on  Ambulatory  Surgi- 
cal Center  Regulations  has  met  on  two  occasions  since 
the  Fall  Session.  The  first  meeting  was  held  November 
22,  1 994,  and  Dr.  Mark  Horton  and  Fred  Wright  of  the 
Nebraska  Department  of  Health  were  invited  to  at- 
tend. LB  1210,  which  was  passed  by  the  Legislature  in 
1994,  defines  an  ambulatory  surgical  center  as  follows: 
Ambulatory  surgical  center  shall  mean  any 
facility,  not  licensed  as  a hospital,  (a)  the  pri- 
mary purpose  of  which  is  to  provide  surgical 
services  to  patients  not  requiring  hospitaliza- 
tion, in  which  the  patient  is  admitted  to  and 
discharged  from  such  facility  in  the  same  work- 
ing day  and  is  not  permitted  to  stay  overnight, 

(b)  which  meets  all  state  licensure  requirements 
of  a health  clinic  pursuant  to  subsection  (9)  of 
this  section,  and  (c)  which  has  qualified  for  a 
written  agreement  with  the  Health  Care  Fi- 


nance  Administration  of  the  United  States  De- 
partment of  Health  and  Human  Services  or  its 
successor  to  participate  in  Medicare  as  an  am- 
bulatory surgical  center  as  defined  in  42  C.F.R. 
416  et  seq.  or  which  receives  other  third-party 
reimbursement  for  facility  services.  Ambulatory 
surgical  center  shall  not  include  an  office  or 
clinic  used  solely  by  a practitioner  or  group  of 
practitioners  in  the  practice  of  medicine,  den- 
tistry, or  podiatry. 

As  no  state  or  federal  agency  currently  provides 
oversight  of  ambulatory  surgical  centers  which  have 
not  been  certified  by  Medicare  as  meeting  HCFA 
guidelines  for  certification,  the  Department  of  Health 
has  proposed  the  development  of  regulations  to  gov- 
ern the  operations  of  such  facilities.  LB  1210  does  not 
encompass  procedures  performed  by  a physician  in 
his/her  office  and  such  procedures  will  not  be  subject 
to  the  regulations. 

The  Committee  developed  the  following  list  of 
critical  issues  which  it  felt  should  be  considered  as  the 
regulations  are  drafted: 

1.  The  credentialing  process  used  by  the  facility. 
There  was  some  feeling  in  the  group  that  physi- 
cians doing  procedures  in  an  ambulatory  surgical 
center  should  be  required  to  document  that  they 
were  also  credentialed  to  do  the  procedures  in  a 
hospital. 

2.  Human  tissue  issues.  It  was  suggested  that  the 
facilities  be  required  to  show  that  tissue  samples 
were  being  properly  reviewed  by  a pathologist. 

3.  Type  of  surgery  to  be  performed.  The  Commit- 
tee felt  that  the  type  of  surgery  to  be  performed 
must  be  similar  to  a 1 or  2 category  as  described 
by  the  John  Hopkins  School  of  Medicine  "Surgical 
Categories"  list  and  that  this  information  should  be 
utilized  in  drafting  regulations. 

4.  ASA  Classification  of  Risk.  Although  candidates 
for  ambulatory  surgery  should  not  be  greater  than 
a Class  2 risk  as  defined  by  the  American  Society 
of  Anesthesiologists,  the  Committee  recognized 
that  in  some  instances,  such  as  cataract  surgery, 
Class  3 risks  are  acceptable. 

5.  Patient  recovery.  The  Committee  believed  is- 
sues relative  to  the  patients'  recovery  from  both 
the  anesthetic  and  the  procedure  should  be  ad- 
dressed in  the  regulations. 


6.  Equipment  used  in  the  facility.  The  Committee 

believed  the  potential  dangers  of  equipment  used 

in  the  facility  should  be  addressed  in  the  regulations. 

The  Committee  decided  that  since  the  HCFA  guide- 
lines were  designed  to  protect  the  patient,  these 
guidelines  should  be  applied  to  all  ambulatory  surgi- 
cal centers. 

The  Committee  asked  the  Department  of  Health  to 
monitor  regulatory  compliance  by  on-site  inspections 
performed  every  1-2  years,  as  opposed  to  submission 
of  written  reports  by  the  facility. 

The  meeting  concluded  with  the  Committee  re- 
questing that  the  Department  of  Health  provide  a 
succinct  definition  of  ambulatory  surgical  centers  and 
summarize  the  HCFA  guidelines,  for  review  and  ap- 
proval by  the  Committee. 

Following  this  initial  meeting,  Mr.  Fred  Wright 
developed  a draft  copy  of  ambulatory  surgical  center 
regulations  which  was  considered  at  the  Committee's 
March  7,  1995,  meeting.  The  proposed  regulations 
did  not  refer  to  the  Johns  Hopkins  School  of  Medicine's 
surgical  categories  list  and  the  Committee  suggested 
that  the  information  in  categories  1 & 2 be  utilized  as 
restrictions  for  ambulatory  surgical  centers  in  an  at- 
tachment to  the  proposed  regulations  and  that  ex- 
amples of  categories  3 & 4 be  listed. 

It  is  the  Committee's  opinion  that  the  regulations 
need  to  be  clearly  written  in  order  to  dissuade  payors 
from  requesting  physicians  to  perform  approved  sur- 
gical procedures  in  their  offices  at  a lower  rate  than 
that  charged  for  the  same  procedure  performed  in  an 
ambulatory  surgical  center. 

The  Committee  suggested  limiting  general  anes- 
thesia to  ambulatory  surgical  centers  as  very  few  oral 
surgeons  use  general  anesthesia  and  would  not  be 
affected  by  this  regulation.  The  Committee  also  ex- 
pressed concern  about  the  current  environment  of 
medical  rationing  and  medical  economics. 

Mr.  Wright  agreed  to  re-write  the  proposed  regu- 
lations and  Draft  C (see  attached)  was  subsequently 
sent  to  all  Committee  members  for  review.  With  the 
single  exception  regarding  cataract  surgery,  the  at- 
tached regulations  have  been  approved  by  the  Com- 
mittee. 

The  Committee  presents  this  report  to  the  House 
of  Delegates  for  approval. 
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Ambulatory  surgical  center  shall  mean  any  facility,  not 
licensed  as  a hospital,  (a)  the  primary  purpose  of  which  is 
to  provide  surgical  services  to  patients  not  requiring  hos- 
pitalization, in  which  the  patient  is  admitted  to  and  dis- 
charged from  such  facility  within  the  same  working  day 
and  is  not  permitted  to  stay  overnight,  (b)  which  meets  all 
state  licensure  requirements  of  a health  clinic  pursuant  to 
subsection  (9)  of  this  section,  and  (c)  which  has  qualified 
for  a written  agreement  with  the  Health  Care  Financing 
Administration  of  the  United  States  Department  of  Health 
and  Human  Services  or  its  successor  to  participate  in 
medicare  as  an  ambulatory  surgical  center  as  defined  in  42 
C.F.R.  416  et  seq.  or  which  receives  other  third-party 
reimbursement  for  facility  services.  Ambulatory  surgical 
center  shall  not  include  an  office  or  clinic  used  solely  by  a 
practitioner  or  group  of  practitioners  in  the  practice  of 
medicine,  dentistry,  or  podiatry,  where  the  performed 
procedures  involve  only  conscious  sedation  or  local  anes- 
thesia and  the  treatment  procedure  or  anesthesia  do  not 
render  the  patient  incapable  of  taking  action  for  self  pres- 
ervation in  the  event  of  an  emergency. 

Ambulatory  surgical  center  procedures  are  those  surgical 
procedures  that: 

1 . Are  performed  on  patients  who  are  generally  not  greater 
than  a "Class  Two  Anesthesia  Risk"  as  defined  by  the 
American  Society  of  Anesthesiologists  Classification 
System  and  whose  admission  for  an  overnight  hospital 
stay  is  not  anticipated  as  being  medically  necessary. 
Exceptions  to  Class  Two  Anesthesia  Risk  guidelines 
would  be  cases  such  as  cataract  patients  who  are 
medically  stable  and  local  anesthesia  is  being  used. 

2.  Are  limited  to  those  requiring  a dedicated  operating 
room  and  that  generally  require  post-operative  recov- 
ery room  observation  and  care. 

3.  Are  generally  limited  to  90  minutes  operating  time  and 
a total  of  four  hours  recovery  time. 

4.  Are  "noninvasive  to  "limited  in  their  invasive  nature" 
with  minimal  to  mild  anticipated  blood  loss  (less  than 
10%  of  the  patient’s  estimated  blood  volume)  with 
"minimum"  to  "mild  associated  risk”  to  the  patient  inde- 
pendent of  anesthesia.  Examples  of  procedures  appro- 
priate for  an  ambulatory  surgical  center  from  the  Johns 
Hopkins  Surgical  Categories  list  would  include: 

a.  limited  procedure  involving  skin,  subcutaneous,  eye, 
or  superficial  lymphoid  tissue 

- breast  biopsy 

- superficial  lymph  node  biopsy 

- removal  of  minor  skin  lesions 

- myringotomy  tubes 

- circumcision 

- carpal  tunnel  repair 

- repair  of  digits  without  repair  to  bone 

- retinal  surgery 

- cataract  extraction 

b.  entry  into  body  without  surgical  incision 

- cystoscopy 

- hysteroscopy 

- fiberoptic  bronchoscopy 

c.  limited  entry  into  abdomen,  thorax,  neck,  or  ex- 
tremities for  diagnostic  or  minor  therapy  without 
removal  or  major  alteration  of  major  organs 

- diagnostic  laparoscopy 

- fallopian  tubal  ligation 

- laparoscopic  lysis  of  adhesions 

- percutaneous  lung  biopsy,  not  including 
mediastinal  structures 


- arthroscopy 

- tonsillectomy 

- adenoidectomy 

- rhinoplasty 

- dilation  and  curettage 

- inguinal  hernia  repair 

- umbilical  hernia  repair 

d.  extensive  superficial  procedure 

- cosmetic  surgery  to  the  face,  extremities 

5.  Procedures  not  appropriate  for  an  ambulatory  surgical 
setting  are  those  requiring: 

a.  open  exposure  of  internal  body  organs,  repair  of 
vascular  or  neurologic  structures,  or  placement  of 
prosthetic  devices 

b.  entry  into  abdomen,  thorax,  neck,  cranium,  or  ex- 
tremities other  than  wrist,  hand  or  digits 

c.  placement  of  prosthetic  devices 

d.  postoperative  monitored  care  setting  (ICU,  ACU) 

6.  Examples  of  more  invasive  procedures  and/or  those 
with  greater  blood  loss  posing  moderate  to  significant 
patient  risk  and  are  thus  not  appropriate  for  an  ambu- 
latory surgical  center  would  include: 

a.  open  exposure  of  the  abdomen 

- hysterectomy 

- myomectomy 

- cholecystectomy 

- resection/reconstructive  surgery  of  the 
digestive  tract 

b.  reconstructive  work  on  hip,  shoulders,  knees 

- hip  replacement 

• - laminectomy 

c.  procedure  for  which  postoperative  intensive  care  is 
planned 

d.  cardiothoracic  procedure 

- cardiac  surgery 

- pneumonectomy/lobectomy 

e.  intracranial  procedure 

f.  major  procedure  on  the  oropharynx 

- resection  of  tumors  of  the  head  and  neck 

- radial  neck  dissection 

- major  vascular,  skeletal,  or  neurologic  repair 

- aortic  aneurysm  repair 

- major  vessel  bypass  procedure 

- kyphosis  repair  procedure 

- scoliosis  repair 

- procedure  on  the  spinal  cord 

g.  major  orthopedic  reconstruction 

7.  If  the  ambulatory  surgical  center  procedure  requires 
anesthesia  the  anesthesia  must  be: 

a.  Local  or  regional  anesthesia. 

b.  General  anesthesia  of  90  minutes  or  less  duration. 

8.  To  be  licensed  as  an  ambulatory  surgical  center  the 
following  conditions  from  42  C.F.R.  Chapter  IV  (1 2/93 
Edition)  must  be  met: 

416.41  Governing  Body  and  Management 

416.42  Surgical  Services 

416.43  Evaluation  of  Quality 

416.44  Environment 

416.45  Medical  Staff 

416.46  Nursing  Service 

416.47  Medical  Records 

416.48  Pharmaceutical  Services 

416.49  Laboratory  and  Radiologic  Services 

05.03.95 
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TAG 

NUMBER 

REGULATION 

GUIDANCE  TO  SURVEYORS 

indicates  the  provider  may  not  be  in  compliance  with  State  licensure  law,  the  informa- 
tion may  be  referred  to  the  AHJ  for  follow-up.  If  the  facility  is  not  in  compliance  with 
State  licensure  law,  the  facility  could  be  found  out  of  compliance  with  §416.40. 

Q3 

416.41  Condition  for  Coverage  - 
Governing  body  and  management. 

The  ASC  must  have  a governing  body,  that  assumes 
full  legal  responsibility  for  determining,  implement- 
ing, and  monitoring  policies  governing  the  ASC's  to- 
tal operation  and  for  ensuring  that  these  policies  are 
administered  so  as  to  provide  quality  health  care  in  a 
safe  environment.  When  services  are  provided  through 
a contract  with  an  outside  resource,  the  ASC  must 
assure  that  these  services  are  provided  in  a safe  and 
effective  manner. 

Interpretive  Guidelines:  6416.41 

The  ASC  must  have  a designated  governing  body  that  demonstrates  its  oversight  of 

ASC  activities  intended  to  protect  the  health  and  safety  of  patients. 

• An  individual  may  act  as  the  governing  body  in  the  case  of  sole-ownership,  absentee 
ownership,  or  in  other  special  cases. 

• Responsibilities  may  be  formally  delegated  to  administrative,  medical,  or  other 
personnel  for  carrying  out  various  activities.  However,  the  governing  body  must 
retain  ultimate  responsibility. 

The  ASC  must  establish  and  carry  out  activities  that  will  ensure  that  contracted 

services  are  provided  in  a safe  manner. 

Survey  Procedures  and  Probes:  $416.41 

Review  chapter  or  titles  of  incorporation,  bylaws,  and  partnership  agreements.  Anno- 
tate on  the  survey  report  form  if  full  legal  responsibilities  have  been  established. 

Q4 

Standard:  Hospitalization.  The  ASC  must  have  an 
effective  procedure  for  the  immediate  transfer  to  a 
hospital,  of  patients  requiring  emergency  medical 
care  beyond  the  capabilities  of  the  ASC.  This  hospital 
must  be  a local,  Medicare  participating  hospital  or  a 
local,  nonparticipating  hospital  that  meets  the  re- 
quirements for  payment  under  §482.2  of  this  chap- 
ter. The  ASC  must  have  a written  transfer  agreement 
with  such  a hospital,  or  all  physicians  performing 
surgery  in  the  ASC  must  have  admitting  privileges  at 
such  a hospital. 

Interpretive  Guidelines:  6416.41 
An  "effective  procedure"  encompasses: 

• Written  guidelines  (e.g.,  policies  and/or  procedures); 

• Arrangement  for  ambulance  services;  and 

• Transfer  of  medical  information. 

Survey  Procedures  and  Probes:  6416.41 

Request  documentation  of  a transfer  agreement  or  evidence  of  admitting  privileges. 
•Policies  and  procedures  must  be  established  for  transferring  patients  requiring 
emergency  care. 

•Appropriate  personnel  should  be  aware  of  transfer  procedures. 
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Q5 

416.42  Condition  for  Coverage  - 
Surgical  Services 

Surgical  procedures  must  be  performed  in  a safe 
manner  by  qualified  physicians  who  have  been 
granted  clinical  privileges  by  the  governing  body  of 
the  ASC  in  accordance  with  approved  policies  and 
procedures  of  the  ASC. 

interpretive  guidelines:  §416,42 
"In  a safe  manner"  means  that: 

• The  equipment  and  supplies  are  sufficient  so  that  the  type  of  surgery  conducted  can 
be  performed  in  a manner  that  will  not  endanger  the  health  and  safety  of  the  patient; 

• Access  to  operative  and  recovery  areas  is  limited; 

• All  individuals  in  the  surgical  area  are  to  conform  to  aseptic  techniques; 

• Appropriate  cleaning  is  completed  between  surgical  cases; 

• Suitable  equipment  is  available  for  rapid  and  routine  sterilization  of  operating  room 
materials; 

•Sterilized  materials  are  packaged,  labeled,  and  stored  in  a manner  to  ensure 
sterility  and  that  each  item  is  marked  with  the  expiration  date;  and 

• Operating  room  attire  is  suitable  for  the  kind  of  surgical  cases  performed.  (Persons 
working  in  the  operating  suite  must  wear  clean  surgical  costumes  in  lieu  of  their 
ordinary  clothing.  Surgical  costumes  are  to  be  designed  for  maximum  skin  and  hair 
coverage.) 

Survey  Procedures  and  Probes:  6416.42 

Policies  and  procedures  should  contain  at  a minimum: 

• Resuscitative  techniques; 

• Aseptic  technique  and  scrub  procedures; 

• Care  of  surgical  specimens; 
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• Appropriate  protocols  for  all  surgical  procedures,  specific  or  general  in  nature,  and 
include  a list  of  equipment,  materials,  and  supplies  necessary  to  properly  carry  out 
job  assignments; 

• Procedures  addressing  the  cleaning  of  operating  room  after  each  use; 

• Sterilization  and  disinfection  procedures; 

• Acceptable  operating  room  attire; 

• Care  of  anesthesia  equipment;  and 

• Special  provision  for  infected  or  contaminated  patients. 

Q6 

(a)  Anesthetic  risk  and  evaluation.  A physician  must 
examine  the  patient  immediately  before  surgery  to 
evaluate  the  risk  of  anesthesia  and  of  the  procedure 
to  be  performed.  Before  discharge  from  the  ASC,  each 
patient  must  be  evaluated  by  a physician  for  proper 
anesthesia  recovery. 

Survey  Procedures  and  Probes:  §416.4201 

The  medical  record  should  confirm: 

• If  laboratory  studies  were  ordered  as  part  of  patient  evaluation.  The  report  should 
be  part  of  the  medical  record  or  notation  of  the  findings  recorded  on  the  chart.  For 
general  anesthesia,  the  evaluation  should  contain,  at  a minimum,  a brief  note 
regarding  the  heart  and  lung  findings  the  day  of  surgery;  and 

• Depending  on  the  type  of  anesthesia  and  length  of  surgery,  the  postoperative  check 
should  include  some  or  all  of  the  following: 

- Level  of  activity; 

- Respirations; 

- Blood  pressure; 

- Level  of  consciousness;  and 

-Patient  color. 
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Q7 

(hi  Standard:  Administration  of  Anesthesia. 

Anesthesia  must  be  administered  by  only: 

1.  A qualified  anesthesiologist,  or 

2.  A physician  qualified  to  administer  anesthesia,  a 
certified  registered  nurse  anesthetist,  a super- 
vised trainee  in  an  approved  educational  pro- 
gram, or  an  anesthesiologist's  assistant.  In  those 
cases  in  which  a non-physician  administers  the 
anesthesia,  the  anesthetic  must  be  under  the 
supervision  of  the  operating  physician,  and  in  the 
case  in  which  a non-physician  administers  the 
anesthesia,  the  anesthetist  must  be  under  the 
supervision  of  the  operating  physician,  and  in  the 
case  of  an  anesthesiologist's  assistant,  under 
the  supervision  of  an  anesthesiologist. 

Survey  Procedures  and  Probes:  5416.42(b) 

The  ASC  indicates  those  persons  qualified  to  administer  anesthesia. 

An  approved  educational  program  is  a formal  training  program  leading  to  licensure  or 
certification  in  anesthesia  that  is  recognized  by  the  State. 

Q8 

(cl  Standard:  Discharae.  All  Datients  are  discharaed 
in  the  company  of  a responsible  adult,  except  those 
exempted  by  the  attending  physician. 

Interpretive  Guidelines:  6416.42(c) 

Any  exceptions  to  this  requirement  must  be  made  by  the  attending  physician  and 
annotated  on  the  discharge  plan. 

Q9 

416.43  Condition  for  Coveraae  - 
Evaluation  of  quality. 

The  ASC,  with  the  active  participation  of  the  medical 
staff,  must  conduct  an  ongoing,  comprehensive  self- 
assessment  of  the  quality  of  care  provided,  including 
medical  necessity  of  procedures  performed  and  ap- 
propriateness of  care,  and  use 

Interpretive  Guidelines:  6416.43 

Evaluation  of  quality  of  care  is  a rapidly  evolving  area.  Major  changes  have  occurred 
in  the  field  of  Quality  Assurance,  primarily  in  terminology  and  the  methods  used  to 
monitor  care.  Some  of  the  changes  include: 

• Increased  emphasis  on  organizational  systems  and  processes  (rather  than  indi- 
vidual case  review); 

• Increased  recognition  of  the  need  for  objective  data; 
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findings,  when  appropriate,  in  the  revi- 
sion of  center  policies  and  consideration 
of  clinical  privileges. 

• Increased  use  of  quality  indicators  or  performance  measures  with  which  to  analyze  patient  care 
processes  and  outcomes;  and 

• Increased  emphasis  on  quality  monitoring  for  identifying  opportunities  to  improve  care  (rather 
than  focusing  only  on  problem  identification). 

Indicators  or  performance  measures  are  tools  that  monitor  important  clinical,  management, 
support,  and  governance  processes  and  outcomes.  Ongoing  monitoring  of  important  processes 
and  outcomes  allows  the  ASC  to  measure  performance  in  key  areas  and  identify  opportunities  to 
improve  care. 

Survey  Procedures  and  Probes:  $416.43 
Items  for  discussion  with  facility  staff  may  include: 

• Describe  an  important  opportunity  to  improve  the  patient  care  process  or  outcome  in  the  ASC; 

• How  did  you  become  aware  of  this  particular  opportunity  to  improve  patient  care; 

• What  was  done,  or  what  would  you  suggest  should  be  done,  to  improve  the  patient  care  process 
or  outcome;  and 

• Who  contributed,  or  who  would  you  suggest  contribute,  to  the  improvement  effort. 

Items  for  review  include: 

• How  and  when  is  quality  monitoring  conducted; 

• What  key  indicators  of  quality  or  performance  measures  are  monitored  by  the  ASC; 

• How  the  medical  staff  participates  in  quality  assurance; 

• How  appropriateness  of  care  is  reviewed;  and 

• How  policies  and  clinical  privileges  are  revised  to  improve  patient  care  processes? 

For  an  initial  certification  there  are  no  historical  records  of  quality  monitoring  to  review.  However, 
review  for  evidence  that  the  ASC  has  outlined  a program  to  monitor  key  indicators  of  quality  and 
appropriateness,  and  that  proper  reporting  and  accountability  mechanisms  are  in  place.  For 
existing  programs,  the  most  important  factor  to  evaluate  is  whether  the  ASC's  quality  assurance 
or  quality  improvement. 
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program  has  been  implemented.  Review  the  facility's  program  documentation  and  other  records 
to  determine  whether  patient  quality  of  care  and  administrative  issues  that  impact  on  quality  have 
been  identified.  The  ASC  should  use  the  results  of  ongoing  quality  monitoring  to  identify  processes 
that  need  improvement,  develop  and  implement  corrective  actions  and  evaluate  whether  the 
problems  have  been  eliminated  or  minimized.  Annotate  on  the  survey  report  form  what  the  ASC 
considers  important  processes  to  patient  care  that  should  be  evaluated  ongoing,  and  that  are  not 
ongoing.  Ongoing  means  that  there  is  continuing  or  periodic  collection  and  assessment  of  data 
concerning  all  areas  that  impact  on  patient  care.  The  program  continually  identifies  processes  for 
improvement  and  potential  problems  and  indicates  the  data  which  should  be  collected  and 
assessed  in  order  to  provide  the  ASC  with  routine  findings  regarding  quality  of  patient  care.  The 
monitoring  should  be  comprehensive  and  take  into  consideration  medical  necessity  as  it  relates  to 
the  procedure  performed  by  the  ASC.  The  quality  assurance  or  improvement  program  should  also 
monitor  the  quality  of  patient  education  before  procedures  are  performed  and  prior  to  discharge 
after  the  procedure.  Specifically,  are  patients  given  necessary  information  to  prepare  for  the 
procedure  and  to  perform  self-care  and  manage  complications  after  discharge? 

Evaluation  of  appropriateness  of  care  should  include  analysis  of: 

• Anesthesia  recovery; 

• Infection  rates; 

• Pathology  reports; 

• Nursing  services; 

• Completeness  of  medical  records; 

• Complications  that  have  occurred;  and 

• Stability  at  discharge. 

There  should  be  sufficient  data  in  the  medical  records  to  support  the  diagnosis  and  procedures 
appropriate  to  the  diagnosis.  The  methods  used  for  facility  self-assessment  may  be  very  flexible 
and  there  may  be  a wide  variety  of  assessment  techniques  used.  Care  may  be  assessed  prospec- 
tively, concurrently,  or  retrospectively.  Where  problems  (or  potential  problems)  are  identified 
following  the  above  analysis,  ASCs  should  take  appropriate  action  as  soon  as  possible  to  avoid 
any  risk  to  patients. 

Examples  of  appropriate  action  may  include: 

• Changes  in  policies,  processes  and  procedures; 

• Staffing  and  assignment  changes; 
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• Appropriate  education  and  training; 

• Adjustments  in  clinical  privileges;  and 

• Changes  in  equipment  or  physical  plant. 

QIO 

6416.44  Conditions  for  coveraae  - Environment. 

The  ASC  must  have  a safe  and  sanitary  environment, 
properly  constructed,  equipped,  and  maintained  to 
protect  the  health  and  safety  of  patients. 

Survey  Procedures  and  Probes:  §416.44 

Tour  the  facility  and  annotate  on  the  survey  report  form  whether  the  facility  is 
adequately  designed  and  equipped,  clean  and  orderly,  and  free  of  hazards. 

Q11 

(al  Standard:  Physical  environment.  The  ASC  must 
provide  a functional  and  sanitary  environment  for  the 
provision  of  surgical  services. 

Q12 

1.  Each  operating  room  must  be  designed  and 
equipped  so  that  the  types  of  surgery  conducted 
can  be  performed  in  a manner  that  protects  the 
lives  and  assures  the  physical  safety  of  all  indi- 
viduals in  the  area. 

Survey  Procedures  and  Probes:  §41 6.44(a) 

Each  operating  room  should  be  designed  and  equipped  for  the  types  of  surgery 
performed  and  free  of  hazards  to  patients  and  staff  (e.g.,  sufficient  space,  adequate 
lighting,  necessary  furniture). 

Q13 

2.  The  ASC  must  have  a separate  recovery  room 
and  waiting  area. 
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Q14 

3.  The  ASC  must  establish  a program  for  identify- 
ing and  preventing  infections,  maintaining  a sani- 
tary environment,  and  reporting  the  results  to 
appropriate  authorities. 

Interpretive  Guidelines:  $41 6.44(a)  (3) 

Since  there  is  a risk  of  nosocomial  infection  there  must  be  an  active  surveillance 
program  of  specific  measures  for  prevention,  early  detection,  control,  education,  and 
investigation  of  infectious  and  communicable  diseases  in  ASCs.  There  must  be  a 
mechanism  to  evaluate  the  program(s)  and  take  corrective  action.  The  ASC  should 
institute  the  most  current  recommendations  of  The  Centers  for  Disease  Control  (CDC) 
and  Prevention  relative  to  the  specific  infection(s)  and  communicable  disease(s). 

Survey  Procedures  and  Probes:  §41 6.44(a)  (3) 

Annotate  on  the  survey  report  form  if  the  written  policies  and  procedures  do  not 
contain,  at  a minimum: 

• Methods  to  minimize  sources  and  transmission  of  infection,  including  adequate 
surveillance  techniques  such  as; 

• Assessing  the  risk  for  infections  and  communicable  diseases; 

• Identifying  patients  at  risk  for  infections  and  communicable  diseases; 

- Educating  health  care  workers  about  infectious  and  communicable  diseases; 

- Screening  health  care  workers; 

- Providing  a safe  environment  consistent  with  the  most  current  CDC  recommen- 
dations; 

• Providing  treatment  measures  consistent  with  the  most  current  CDC 

- Recommendation  for  the  identified  infection  and/or  communicable  disease; 
and 

- Providing  for  program  evaluation  and  revision  of  program  when  indicated. 

• Sterilizing  techniques  for  supplies  and  equipment; 

• Procedures  for  isolation; 

• Procedures  for  orientation  of  all  new  employees  in  infection  control  and  personal 
hygiene;  and 

• Aseptic  technique  procedures. 

Staff  should  have  knowledge  of  infection  control  techniques  and  of  the  ASC's  infection 
control  program.  The  ASC  should  maintain  an  ongoing  log  that  reports  incidents  of 
infection. 
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Q15 

(b)  Standard:  Safety  from  fire. 

(1 ) Except  as  provided  in  paragraphs  (b)  (2)  and  (3) 
of  this  section,  the  ASC  must  meet  the  provisions 
of  the  1 985  edition  of  the  Life  Safety  Code  of  the 
National  Fire  Protection  Association  (NFPA) 
(which  is  incorporated  by  reference)  that  are 
applicable  to  ASCs. 

Interpretive  Guidelines:  8416.44(b) 

The  provisions  of  the  NFPA  (1985  edition)  Life  Safety  Code,  (unless  facility  is 
grandfathered  under  the  1981  LSC  provisions  prior  to  May  5, 1988)  that  apply  are: 
•Section  12-6  and  Chapter  26,  whichever  provisions  are  more  stringent,  for  new 
facilities  and  building  permits  issued  or  plans  reviewed  on  or  after  May  5,  1988, 
(September  7, 1 982,  for  facilities  grandfathered  under  the  1 981  LSC  provisions):  or 
• Section  13-6  and  Chapter  27,  whichever  provisions  are  more  stringent,  for  facilities 
and  building  permits  issued  or  plans  reviewed  prior  to  May  5, 1988,  (September  7, 
1982,  for  facilities  grandfathered  under  the  1981  LSC  provisions). 

(2)  In  consideration  of  a recommendation  by  the 
State  survey  agency,  HCFA  may  waive,  for  peri- 
ods deemed  appropriate,  specific  provisions  of 
the  LSC  which,  if  rigidly  applied,  would  result  in 
unreasonable  hardship  upon  an  ASC,  but  only  if 
the  waiver  will  not  adversely  affect  the  health 
and  safety  of  the  patients. 

(3)  Any  ASC  that,  on  May  9,1988,  complies  with  the 
requirements  of  the  1981  edition  of  the  LSC,  with 
or  without  waivers,  will  be  considered  to  be  in 
compliance  with  this  standard,  so  long  as  the 
ASC  continues  to  remain  in  compliance  with  that 
edition  of  the  LSC. 

Survey  Procedures  and  Probes:  6416.44(b) 

The  State  fire  authority  should  be  used  to  conduct  an  LSC  survey.  This  is  usually  the 
LSC  unit  of  the  State  Health  Department  or  the  Office  of  the  State  Fire  Marshal.  It  is 
the  same  unit  which  conducts  LSC  surveys  for  hospitals  and  nursing  homes. 
Whenever  a waiver  is  requested,  submit  documentation  of  "unreasonable  hardship’ 
and  "no  adverse  effects  on  health  safety"  along  with  your  recommendations  through 
the  SA  to  the  HCFA  Regional  Office.  The  HCFA  Regional  Office  will  grant  or  deny  the 
waiver. 
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Q16 

(c)  Standard:  Emergency  equipment:  Emergency 
equipment  available  to  the  operating  rooms  must 
include  at  least  the  following: 

Q17 

1.  Emergency  call  system. 

2.  Oxygen 

3.  Mechanical  ventilatory  assistance,  equipment 
including  airways,  manual  breathing  bag,  and 
ventilator. 

4.  Cardiac  defibrillator. 

5.  Cardiac  monitoring  equipment. 

6.  Tracheostomy  set. 

7.  Laryngoscope  and  endotracheal  tubes. 

8.  Suction  equipment. 

9.  Emergency  medical  equipment  and  supplies 
specified  by  the  medical  staff. 

Q18 

(d)  Standard:  Emergency  personnel.  Personnel 
trained  in  the  use  of  emergency  equipment  and  in 
cardiopulmonary  resuscitation  must  be  available 
whenever  there  is  a patient  in  the  ASC. 

Survey  Procedures  and  Probes:  5416.44(d) 

Request  documentation  of  personnel  trained  in  the  use  of  emergency  equipment  and 
in  cardiopulmonary  resuscitation.  Request  documentation  that  indicates  these  per- 
sonnel are  available  at  all  times  for  emergencies. 
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Q19 

841 6.45  Condition  for  coveraae  - Medical  staff. 

The  medical  staff  of  the  ASC  must  be  accountable  to 
the  governing  body. 

Interpretive  Guidelines:  6416.45 

The  organization  of  the  medical  staff  is  left  to  the  discretion  of  the  ASC  governing  body. 
(Membership  on  the  governing  body  may  include  physician  and  non-physician  practi- 
tioners.) Privileges  granted,  however,  must  be  consistent  with  the  license  to  practice 
in  the  State  and  the  experience  of  each  clinical  practitioner. 

Q20 

(al  Standard:  MembershiD  and  clinical  orivileaes. 
Members  of  the  medical  staff  must  be  legally  and 
professionally  qualified  for  the  positions  to  which 
they  are  appointed  and  for  the  performance  of  privi- 
leges in  accordance  with  recommendations  from 
qualified  medical  personnel. 

Interpretive  Guidelines:  6416.4501 

The  ASC  is  not  required  to  follow  each  recommendation  (e.g.,  acceptance  or  denial  of 
privileges),  but  granting  of  privileges  must  be  supported  by  recommendations. 

Survey  Procedures  and  Probes:  6416.45(a) 

Select  no  more  than  five  personnel  records  for  medical  staff  members  that  have  been 
granted  clinical  privileges  and  annotate  on  the  survey  report  form  if  there  is  no 
documentation  of  personnel  qualifications,  privileges  granted,  appropriate  records 
and  other  related  documents. 

Q21 

fbl  Standard:  ReaDDraisals.  Medical  staff  orivileaes 
must  be  periodically  reappraised  by  the  ASC.  The 
scope  of  procedures  performed  in  the  ASC  must  be 
periodically  reviewed  and  amended  as  appropriate. 

Survey  Procedures  and  Probes:  6416.45(bi 

The  policies  and  procedures  manuals  should  state  how  often  reappraisals  are  to  be 
conducted. 

Select  no  more  than  five  personnel  records  for  medical  staff  members  that  have  been 
granted  clinical  privileges  and  annotate  on  the  survey  report  form  if  there  is  no 
documentation  of  reappraisals  being  performed  timely. 

Q22 

(c)  Standard:  Other  practitioners.  If  the  ASC  assigns 
patient  care  responsibilities  to  practitioners  other 
than  physicians,  it  must  have  established  policies 
and  procedures,  approved  by  the  governing  body,  for 
overseeing  and  evaluating  their  clinical  activities. 

Interpretive  Guidelines:  6416.45(0 

Patient  care  responsibilities  (which  may  or  may  not  include  formal  privileges)  may  be 
assigned  to  practitioners  not  meeting  the  definition  of  physician  in  §1861  (r)  of  the 
Act.  However,  policies  and  procedures  must  be  established  (e.g.,  either  as  part  of 
overall  medical  staff  bylaws  or  as  separate  documents)  to  oversee  their  clinical 
activities.  "Physician"  is  defined  in  §1 861  (r)  of  the  Society  Security  Act  as: 

• Doctor  of  medicine  or  osteopathy; 

• Doctor  of  dental  surgery  or  of  dental  medicine; 

• Doctor  of  podiatric  medicine; 
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• Doctor  of  optometry  with  respect  to  services  legally  authorized  to  be  performed  in 
the  State;  and 

• Chiropractor  with  respect  to  treatment  by  manual  manipulation  of  the  spine  (to 
correct  subluxation  diagnosed  by  X-ray). 

All  of  the  above  must  practice  in  accordance  with  State  licensure. 

Q23 

6416.46  Condition  for  coveraae  - Nursina  Service 
The  nursing  services  of  the  ASC  must  be  directed  and 
staffed  to  assure  that  the  nursing  needs  of  all  pa- 
tients are  met. 

Q24 

(al  Standard:  Oroanization  and  staffina.  Patient  care 
responsibilities  must  be  delineated  for  all  nursing 
service  personnel.  Nursing  services  must  be  provided 
in  accordance  with  recognized  standards  of  practice. 
There  must  be  a registered  nurse  available  for  emer- 
gency treatment  whenever  there  is  a patient  in  the 
ASC. 

Interpretive  Guidelines:  6416.46(a) 

"Available"  means  on  the  premises  and  sufficiently  free  from  other  duties,  enabling 
the  individual  to  respond  rapidly  to  emergency  situations.  Functions,  qualifications, 
and  patient  care  responsibilities  should  be  delineated  for  all  nursing  personnel. 

Survey  Procedures  and  Probes:  6416.46(a1 

Select  a random  sample  of  surgical  cases.  Annotate  on  the  survey  report  form  if 
registered  nurses  are  not  onsite  and  available  for  emergencies  during  ASC  hours  of 
operation.  ASC  policy  must  explain  current  acceptable  standards  of  practice.  "Recog- 
nized standards  of  practice"  are  standards  promoted  by  national,  State,  and  local 
nursing  associations,  relating  to  safe  and  effective  nursing  services. 

Q25 

416.47  Condition  for  coveraoe  • Medical  records 

The  ASC  must  maintain  complete,  comprehensive, 
and  accurate  medical  records  to  ensure  adequate 
patient  care. 

Survey  Procedures  and  Probes:  §416.47 

Medical  records  should  be  properly  indexed  and  readily  retrievable.  Make  sure  that 
medical  records  are  protected  from  fire  and  unauthorized  access,  and  are  properly 
stored. 

The  policy  manual  must  address  retention,  preservation,  and  confidentiality  of  the 
medical  records. 
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Q26 

(al  Standard:  Oroanization.  The  ASC  must  develoo 
and  maintain  a system  for  the  proper  collection,  stor- 
age, and  use  of  patient  records. 

Survey  Procedures  and  Probes:  5416.47(a) 

If  patient  records  are  not  collected  in  a systematic  manner  for  easy  access,  annotate 
this  on  the  survey  report  form.  Request  six  patient  records  and  observe  whether  the 
facility  has  a functioning  medical  record  system  that  safeguards  the  retention  of 
medical  records. 

Q27 

(b)  Standard:  Form  and  content  of  record.  The  ASC 
must  maintain  a medical  record  for  each  patient. 
Every  record  must  be  accurate,  legible,  and  promptly 
completed.  Medical  records  must  include  at  least  the 
following: 

Survey  Procedures  and  Probes:  $41 6.47(a) 

Select  a random  sample  of  records  to  evaluate  the  completeness  of  information, 
recording  of  treatment/services  provided,  and  content  as  specified  in  this  standard. 
The  random  sample  should  include  a sample  of  records  from  all  practitioners.  If  you 
identify  specific  problems  or  trends  of  incomplete  records,  select  additional  records. 

Q28 

1.  Patient  identification. 

2.  Significant  medical  history  and  results  of  physi- 
cal examination. 

3.  Pre-operative  diagnostic  studies  (entered  before 
surgery),  if  performed. 

4.  Findings  and  techniques  of  the  operation  includ- 
ing a pathologist's  report  on  all  tissues  removed 
during  surgery,  except  those  exempted  by  the 
governing  body. 

Survey  Procedures  and  Probes:  $41 6.47(b)  (2) 

The  medical  history  and  physical  examination  should  be  relevant  to  the  reason  for 
surgery  and  the  type  of  anesthesia  planned.  It  should  validate  the  need  for  surgery 
balanced  against  the  risk  factors  associated  with  anesthesia  (e.g.,  smoking  history, 
problems  associated  with  past  anesthesia).  Record  any  inconsistencies  on  the  survey 
report  form. 

Survey  Procedures  and  Probes:  5416.47(b)  (4) 

Request  the  list  of  approved  exemptions.  Exemptions  to  a pathology  report  should  be 
made  only  when  the  quality  of  care  is  not  compromised  by  the  exemption  and  when 
another  suitable  means  of  verification  of  removal  is  employed.  In  these  cases,  the 
authenticated  operative  report  must  document  the  removal.  Exceptions  to  sending 
specimens  to  the  pathologist  for  evaluation  could  be  made  for  such  limited  categories 
as  foreign  bodies,  teeth,  or  other  specimens  that  by  their  nature  or  condition  do  not 
permit  fruitful  examination. 
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5.  Any  allergies  and  abnormal  drug  reactions. 

6.  Entries  related  to  anesthesia  administration. 

7.  Documentation  of  properly  executed  informed 
patient  consent. 

8.  Discharge  diagnosis. 

Request  the  list  of  exemptions  that  have  been  approved  by  the  governing  body. 
Annotate  on  the  survey  report  form  if  these  exemptions  appear  inappropriate. 
Select  five  medical  records  and  annotate  whether  the  exemptions  contained  therein 
are  consistent  with  those  exemptions  previously  approved. 

Q29 

416.48  Condition  for  coveraae  - 
Pharmaceutical  services. 

The  ASC  must  provide  drugs  and  biologicals  in  a safe 
and  effective  manner,  in  accordance  with  accepted 
professional  practice,  and  under  the  direction  of  an 
individual  designated  responsible  for  pharmaceuti- 
cal services. 

Interpretive  Guidelines:  6416.48 

"Accepted  professional  practice"  and  "acceptable  standards  of  practice"  mean  pa- 
tient care  standards  established  by  national,  State,  and  local  professional  associa- 
tions regarding  clinical  use  of  drugs  and  biologicals. 

There  should  be  records  of  receipt  and  disposition  of  all  controlled  drugs. 

The  label  of  drug  containers  should  have  the  name,  strength,  directions  for  use  and 
expiration  date  of  the  drug. 

Survey  Procedures  and  Probes:  6416.48 

Record  whether  there  are  procedures  for  disposal  of  discontinued,  outdated,  and 
deteriorated  drugs.  Drugs  and  biologicals  must  be  current,  not  outdated,  and  properly 
refrigerated,  if  necessary. 

Annotate  on  the  survey  report  form  if  no  one  is  designated  the  responsibilities  for 
pharmaceutical  services. 
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INTERPRETIVE  GUIDELINES  AMRULATORY  SURGICAL  CENTERS 


TAB 

NUMBER 

RE6ULATI0N 

GUIDANCE  TO  SURVEYORS 

Q30 

la)  Standard:  Administration  of  Druas.  Druas  must 
be  administered  according  to  established  policies 
and  acceptable  standards  of  practice. 

Q31 

(1 ) Adverse  reactions  must  be  reported  to  the  physi- 
cian responsible  for  the  patient  and  must  be  docu- 
mented in  the  record. 

Survey  Procedures  and  Probes:  ^41 6.48(a)  (It 

The  ASC  must  have  policies  and  procedures  in  place  covering  the  administration  and 
preparation  of  drugs  and  reporting  of  adverse  drug  reactions. 

Request  five  patient  records  and  note  if  the  procedures  are  being  followed. 

Q32 

(2)  Blood  and  blood  products  must  be  administered 
only  by  physicians  or  registered  nurses. 

Survey  Procedures  and  Probes:  5416.48(a)  (21 

The  ASC  must  have  policies  and  procedures  that  identify  who  is  authorized  to  admin- 
ister blood  and  blood  products. 

Q33 

(3)  Orders  given  orally  for  drugs  and  biologicals  must 
be  followed  by  a written  order  and  signed  by  the 
prescribing  physician. 

Survey  Procedures  and  Probes:  5416.48(a)  (31 

Record  whether  medication  orders  are  signed  by  the  physician. 

Select  five  medication  cards  and  annotate  on  the  survey  report  form  if  they  confirm  the 
physician's  order,  i.e.,  that  drug,  dosage,  and  administration  are  as  directed. 
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TAG 

NUMBER 

REGULATION 

GUIDANCE  TO  SURVEYORS 

Q34 

416.49  Condition  for  coveraae  • 

Laboratory  and  Radiologic  Services 
If  the  ASC  performs  laboratory  services,  it  must  meet 
the  requirements  of  Part  493  of  this  chapter.  If  the 
ASC  does  not  provide  its  own  laboratory  services,  it 
must  have  procedures  for  obtaining  routine  and  emer- 
gency laboratory  services  from  a certified  laboratory 
in  accordance  with  part  493  of  this  chapter.  The 
referral  laboratory  must  be  certified  in  the  appropri- 
ate specialties  and  subspecialities  of  service  to  per- 
form the  referred  tests  in  accordance  with  the  re- 
quirements of  part  493  of  this  chapter.  The  ASC  must 
have  procedures  for  obtaining  radiologic  services, 
from  a Medicare  approved  facility  to  meet  the  needs 
of  patients. 

Interpretive  Guidelines:  6416.49 

ASC  policies  and  procedures  should  list  the  kinds  of  laboratory  services  that  are 
provided  directly  by  the  facility,  and  services  that  are  provided  through  a contractual 
agreement.  Review  the  contractual  agreements  and  determine  if  the  referral  labora- 
tory is  a CLIA-approved  laboratory.  Policies  and  procedures  should  encompass  the 
following: 

• A well-defined  arrangement  (need  not  be  contractual)  with  outside  services; 

• Laboratory  services  that  are  provided  by  the  ASC; 

• Routinized  procedures  for  requesting  lab  tests  and  radiological  exams;  and 

• Incorporate  lab/radiological  reports  into  patient  records. 

When  laboratory  tests  are  performed  prior  to  admission,  the  results  should  be  readily 
available  to  the  attending  physician  in  the  ASC. 

If  the  facility  provides  directly  for  all  radiological  services,  the  surveyor  is  to  apply 
either  the  Condition  of  Participation  for  Hospitals  at  §482.26  - Radiology  Department, 
or  the  Conditions  for  Coverage  of  portable  X-ray  services  at  §§405.141 1-405.1416. 
If  the  services  are  provided  for  other  than  patients  of  the  ASC,  the  facility  could  not  be 
certified  as  an  ASC.  (See  §416.2,  Definition.) 

When  the  ASC  fails  to  meet  either  the  radiology  requirement  for  hospitals  or  portable 
X-ray  requirement,  then  all  radiology  services  must  be  obtained  from  a Medicare- 
approved  facility.  Note,  however,  that  a Medicare-approved  portable  X-ray  supplier  is 
not  a facility  and  cannot  provide  X-ray  services  to  an  ASC.  Portable  X-ray  services 
must  be  furnished  in  a place  of  residence  used  as  the  patient's  home  (as  detailed  in 
42  CFR  410.32(a)  (2). 
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REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  ■ Chairholder;  Ronald  W.  Klutman, 
M.D.,  Columbus  - 8oard  Liaison;  Bruce  T.  Rowe,  Lincoln  - MCH  Liaison. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

C.  William  Orr,  M.D.,  Omaha  - Director;  Charles  W.  Marlowe,  M.D 
Omaha;  James  H.  Elston,  M.D.,  Omaha;  Myrna  C.  Newland,  M.D.,  Omaha; 
L.  Palmer  Johnson,  M.D.,  Lincoln;  Terence  K.  Foote,  M.D.,  Hastings. 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Omaha  - Director;  Ernest  K.  Bussinger,  M.D., 
Scottsbluff;  Cary  D.  Milius,  M.D.,  Lincoln;  Bruce  A.  Buehler,  M.D.,  Omaha; 
Daniel  C.  Bohi,  M.D.,  Omaha;  Craig  A.  Bassett,  M D.,  Omaha. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Howard  W.  Needelman,  M.D.,  Omaha;  Lawrence  C.  Bausch,  M.D., 
Lincoln;  Gerald  W.  Luckey,  M.D.,  David  City;  Fred  J.  Pettid,  M.D.,  Omaha. 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg,  F.  Wright,  M.D.,  Lincoln  - Director;  Jon  A.  Vanderhoof,  M.D., 
Omaha;  David  P.  Schor,  M.D.,  Lincoln;  Clarence  Davis,  Jr.,  M.D.,  Osceola; 
Paige  Charleston,  Omaha;  Colleen  Fluharty,  Omaha;  Trisha  Lansing,  Omaha. 

The  NMA  Ad-Hoc  Committee  on  Maternal  and 
Child  Health  presents  this  report  to  the  House  of 
Delegates  for  its  consideration. 

The  Committee  met  on  January  12,  1995,  and 
considered  several  items  of  importance.  Dr.  David  P. 
Schor  of  the  Nebraska  Department  of  Health  indi- 
cated that  the  Department  has  been  working  on  many 
aspects  of  improving  the  health  of  all  pregnant  moth- 
ers and  children  based  on  a grant  from  the  federal 
government.  He  indicated  that  the  priorities  for  the 
next  five  years  will  include  prenatal  care,  involvement 
in  comprehensive  systems  of  care,  adolescent  preg- 
nancy and  study  assessments  of  managed  care  pro- 
grams. He  discussed  programs  for  vaccinations  and 
care  of  newborns,  and  discussed  newborn  screening 
for  HIV.  We  pointed  out  to  Dr.  Schor  that  one  facility 
has  had  a more  difficult  time  obtaining  written,  in- 
formed consent  under  the  new  law.  We  also  noted 
that  most  hospitals  are  more  aggressively  testing  for 
HIV  pre-operatively  and  in  pregnant  women  and  we 
discussed  the  benefits  of  a high  profile  testing  pro- 
cess. The  Committee  recognized  the  fact  that  very 
few  women  that  are  HIV  positive  deliver  babies. 

The  Committee  reviewed  the  fetal  deaths  for  1992 
and  discussed  how  to  distribute  the  material  and  to 
determine  a strategy  for  prevention.  In  the  study  it 
was  noted  that  death  certificates  listing  cause  of 
death  as  "unknown"  were  reviewed.  A slide  presenta- 
tion was  prepared  relative  to  the  composite  of  the 
review.  A total  of  46  deaths  of  unknown  cause  were 
reviewed  by  the  Committee  and  there  were  two  in 
which  the  Committee  could  not  obtain  information 
for  review.  It  was  the  Committee's  perception  that  six 
cases  of  the  remaining  44  were  related  to  lack  of 
prenatal  care,  and  that  five  cases  involved  heavy 
smoking  by  the  mother.  We  noted  that  there  were  six 
cases  that  did  not  follow  up  with  autopsies,  and  it  was 
felt  that  the  Committee  should  ask  physicians  to  file 
amended  death  certificates  when  cause  of  death  is 
determined. 

The  Committee  discussed  how  to  publish  its  find- 
ings in  the  Nebraska  Medical  lournal  along  with 
comments  from  experts  in  the  field.  The  Committee 
wishes  to  thank  physicians  and  hospitals  for  their 
contribution  to  the  study  and  it  was  felt  that  a copy  of 


the  report  of  the  study  should  be  distributed  to  them. 
The  Committee  has  discussed  the  importance  of  clari- 
fying gestation  initially  to  aid  in  reduction  of  risk 
factors.  The  group  is  also  planning  to  review  1993 
fetal  deaths  of  unknown  origin  and  cord  accidents. 

The  Committee  also  carried  out  a review  of  mater- 
nal deaths  for  1992  and  1993.  The  committee  is  not 
certain  that  all  cases  of  maternal  deaths  were  being 
reported  as  such.  It  appears  that  the  largest  cause  of 
death  in  this  study  was  trauma  and  should  be  the 
Committee's  focus  for  educational  purposes.  It  was 
felt  by  some  that  publication  of  this  type  of  report 
might  have  a negative  impact  on  future  response  to 
inquiry  for  review.  We  are  considering  whether  to  de- 
code the  maternal  report  somewhat  to  make  the 
cases  unidentifiable  in  an  effort  to  provide  confiden- 
tiality. 

The  Committee  has  received  a request  from  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists asking  Nebraska  to  cooperate  with  a regional 
maternal  mortality  study.  The  Committee  has  agreed 
to  provide  the  data  to  the  regional  study. 

The  Committee  discussed  a case  where  a home 
delivery  was  elected  and  a breach  birth  without  inter- 
vention ended  in  fetal  death.  In  addition,  the  Commit- 
tee has  discussed  the  impact  abuse  might  have  in  fetal 
and  maternal  deaths. 

The  Committee  also  discussed  the  anonymous 
drug  screening  for  pregnant  women  matter.  In  this 
regard,  the  Committee  has  discussed  the  complica- 
tions involved  with  the  program  and  problems  with 
the  grant,  raising  the  question  as  to  whether  the 
information  could  be  population  based  rather  than  by 
incidents.  We  have  also  noted  that  confidentiality 
issues  are  key  in  moving  forward  with  the  collection 
of  this  type  of  data.  The  matter  of  publishing  the 
results  of  the  Committee's  review  in  the  Nebraska 
Medical  lournal  and  the  matter  of  a proposal  for  a 
MCH  block  grant  application  for  anonymous  drug 
screening  for  pregnant  women  will  be  discussed  with 
the  Board  of  Directors  of  the  Nebraska  Medical  Asso- 
ciation at  its  next  meeting. 

The  Committee  presents  this  report  to  the  House 
of  Delegates  for  its  consideration. 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D Dvorak,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klulman, 
M.D.,  Columbus  - Board  Liaison;  Krynn  K.  Buckley,  M.D.,  Lincoln;  Judith  A. 
Butler,  M.D.,  Superior;  Paul  E.  Collicott,  M.D.,  Lincoln;  Susanne  E Eilts, 
M.D.,  Omaha;  James  A.  Fosnaugh,  M.D.,  Lincoln;  Benjamin  R.  Gelber, 
M.D.,  Lincoln;  Charles  D.  Gregorius,  M.D.,  Lincoln;  Robert  D.  Harry,  M.D., 
Lexington;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Linda  S.  Head,  M.D., 
Bellevue;  David  J.  Hoelting,  M.D.,  Pender;  D.  G.  O'Leary,  M.D.,  Omaha; 
George  W.  Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Michelle 
B.  Petersen,  M.D.,  Lincoln;  Robert  E.  Quick,  M.D.,  Crete;  C.  Lee  Retelsdorf, 
M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D, 
Lincoln;  Duane  Sherwin,  M.D.,  Norfolk;  Eileen  C.  Vautravers,  M.D.,  Lin- 
coln; Timothy  O.  Wahl,  M.D.,  Omaha;  Peter  J.  Whitted,  M.D.,  Omaha; 
Dorothy  A.  Zink,  M.D.,  Omaha;  Liesl  Goering,  Omaha;  Andrew  Grainger, 
Omaha;  Richard  Jones,  Omaha. 

Once  again  the  Nebraska  Legislature  has  kept  the 
Commission  on  Legislation  extremely  busy.  This  year, 
the  Legislature  has  introduced  over  880  bills,  of  which 
approximately  100  touch  on  the  practice  of  medicine 
in  some  way. 
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Set  forth  below  is  a description  of  the  status  of  the 
major  bills  from  this  year's  session.  Because  the  ses- 
sion is  not  scheduled  to  adjourn  until  June  2,  the  fate 
of  some  of  the  bills  is  unknown  as  of  the  date  of  this 
report  (April  10).  A further  update  will  be  provided  at 
the  Annual  Session. 

1.  Bills  Still  Under  Consideration 

Independent  Practice  for  Nurse  Practitioners 
(LB  414):  One  of  the  principal  efforts  of  the  NMA  has 
been  to  try  to  slow  the  advance  of  LB  414,  which 
would  allow  independent  practice  by  nurse  practitio- 
ners. Under  the  bill  as  amended  by  the  Health  Com- 
mittee, nurse  practitioners  would  be  required  to  have 
a cooperative  agreement  with  a physician;  those 
without  a master's  or  doctor's  degree  in  nursing 
would  also  be  required  to  have  written  protocols; 
nurses  would  be  allowed  to  prescribe,  except  for 
Schedule  II  Controlled  Substances  (which  they  could 
prescribe  for  72  hours,  as  is  now  done  with  physician 
assistants);  and  the  cooperative  relationship  would 
still  be  subject  to  joint  oversight  by  the  Boards  of 
Medical  Examiners  and  Nursing. 

The  Health  and  Human  Services  Committee  chose 
LB  414  as  one  of  its  priority  bills  and  it  is  unclear 
whether  the  Legislature  will  have  time  to  act  on  it  this 
year.  The  NMA  opposes  LB  414. 

Regulation  of  Limited-Scope  X-Ray  Operators 

(LB  405):  After  years  of  debate,  the  Health  Commit- 
tee advanced  LB  405,  which  revises  the  training 
requirements  for  limited-scope  radiographers.  Since 
1 987,  limited-scope  radiographers  have  been  required 
to  take  a 16-hour  course  and  pass  a written  and 
practical  examination.  Because  of  numerous  prob- 
lems, the  Department  of  Health  has  never  imple- 
mented this  system.  There  have  been  extensive  dis- 
cussions about  the  Department's  desire  to  expand  the 
training  requirements. 

Under  LB  405,  persons  operating  x-ray  equipment, 
other  than  certified  radiological  technicians,  would 
be  required  to  pass  a test  of  their  knowledge  and 
skills.  The  bill  requires  new  radiographers  to  take 
training  but  does  not  require  a specific  number  of 
course  hours;  allows  new  radiographers  to  work  for 
12  months  while  enrolled  in  training;  allows  persons 
who  have  been  enrolled  in  training  for  12  months  to 
receive  temporary  licenses  for  18  more  months;  and 
permits  existing  x-ray  operators  to  continue  until 
January  1,  2005,  without  passing  any  examination. 

The  NMA  supports  LB  405  as  it  has  been  amended 
and  expects  that  it  will  be  adopted  and  passed  as  an 
amendment  to  LB  406,  a priority  bill  of  the  Health 
Committee. 

Patient  Protection  Act  (LB  473):  After  the  "any 
willing  provider"  bill  was  killed  last  session,  the  NMA 
and  Blue  Cross/Blue  Shield  of  Nebraska  developed  a 
bill  to  deal  with  provider  concerns.  The  bill  has  been 
opposed  by  Mutual  of  Omaha  and  Share.  Through  the 
efforts  of  Senator  David  Landis,  the  bill's  sponsor,  the 
committee  has  now  proposed  amendments  which  are 
supported  by  the  NMA,  Blue  Cross/Blue  Shield  and 
Mutual. 

As  amended  by  the  Banking  Committee,  LB  473 
would  require  PPOs  to:  disclose  information  to 
insureds  about  their  plans;  include  providers  in  imple- 


menting medical  policies;  disclose  their  criteria  for 
credentialling;  give  providers  the  right  know  the  rea- 
sons for  non-inclusion;  allow  providers  a chance  to 
take  corrective  action  before  being  excluded  from 
plans;  and  provide  due  process  to  providers  if  they 
are  denied  participation  or  excluded  from  a plan. 

The  NMA  supports  LB  473  and  is  hopeful  that  it 
can  be  passed  before  the  Legislature  adjourns. 

Amendments  to  Medical  Lien  Law  (LB  172): 

The  NMA  has  been  working  with  the  Nebraska  Asso- 
ciation of  Hospitals  and  Health  Care  Systems  to 
secure  passage  of  LB  172,  which  would  modify  the 
system  for  collecting  liens  for  medical  and  hospital 
services. 

LB  1 72  is  intended  to  remedy  a problem  created 
by  a recent  Nebraska  Supreme  Court  decision.  The 
Court  case  considered  a situation  which  often  arises 
when  an  attorney  represents  an  injured  party  against 
another  party  and  recovers  a judgment  or  settlement 
which  includes  money  to  pay  off  a hospital's  or 
physician's  lien.  The  Court  held  that  the  injured  party's 
attorney  is  entitled  to  recover  a full  share  of  his  or  her 
legal  fee  from  the  provider's  lien,  thus  reducing  the 
amount  paid  to  the  provider  by  one-third  in  most 
instances. 

Under  LB  172,  the  health  care  provider  holding  a 
lien  would  be  entitled  to  be  reimbursed  from  the 
recovery  in  full  after  the  attorney  is  paid  the  contin- 
gent fee.  In  general,  this  would  enable  providers  to 
collect  a larger  portion  of  their  liens  than  is  now 
allowed  under  the  Supreme  Court  decision.  The  NMA 
supports  LB  172  in  its  current  form  and  we  expect  it 
will  pass  this  session. 

Mental  Health  Services  Changes  (LB  752):  This 
bill  would  require  the  Departments  of  Social  Services 
and  Public  Institutions  to  make  changes  in  the  deliv- 
ery of  mental  health  services.  The  NMA  is  monitoring 
LB  752. 

Small  Employer  Insurance  Law  (LB  837):LB  837 
would  amend  the  small-employer  group  insurance 
law  which  was  passed  last  year,  reducing  the  mini- 
mum size  for  small-employer  groups  from  50  to  25. 
This  bill  may  also  become  a vehicle  for  other  insur- 
ance reform  bills  that  have  general  support  but  are 
not  designated  as  priority  bills.  The  NMA  is  monitor- 
ing LB  837. 

Mandated  Insurance  Coverage  of  Mammograms 

(LB  68):  The  Legislature  is  expected  to  give  final 
approval  to  LB  68,  which  would  require  health  insur- 
ance policies  to  provide  coverage  for  screening 
mammography.  Under  the  bill,  insurers  who  are  sub- 
ject to  regulation  in  Nebraska  would  be  required  to 
cover  one  base-line  mammogram  for  women  be- 
tween the  ages  of  35  and  40;  mammograms  every 
two  years  (or  oftener  on  a physician's  recommenda- 
tion) for  women  between  the  ages  of  40  and  50;  and 
one  mammogram  every  year  for  women  who  are  50 
or  older.  The  bill  also  authorizes  the  Department  of 
Health  to  seek  public  and  private  funding  for  pro- 
grams to  encourage  the  early  detection  of  breast  and 
cervical  cancer.  The  NMA  is  monitoring  LB  68. 

2.  Bills  Already  Acted  On 

Change  Law  Regarding  School  Physicals  (LB 
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214):  The  nurse  practitioners  and  physicians  assis- 
tants sponsored  LB  214,  to  change  the  effect  of  a 
recent  Attorney  General's  opinion  stating  that  they 
could  not  perform  school  physicals.  Prior  to  the  opin- 
ion, these  practitioners  were  doing  school  physicals 
under  the  supervision  of  their  supervising  physicians. 
They  would  still  be  required  to  receive  physician 
supervision  to  the  extent  required  by  their  respective 
practice  acts  (see  LB  414  above).  The  NMA  moni- 
tored LB  214,  which  has  been  passed  and  signed  into 
law. 

Licensure  of  Lay  Midwives  (LB32):  Once  again 
advocates  of  home  delivery  of  babies  introduced  a 
proposal  to  license  lay  midwives.  The  NMA  opposed 
LB  32;  which  was  killed  in  Committee. 

Eliminate  M.D.  Requirement  for  Health  Direc- 
tor (LB  824):  LB  824  would  have  dropped  the  statu- 
tory requirement  that  the  Health  Director  be  a li- 
censed physician.  The  NMA  opposed  LB  824,  which 
was  killed  in  Committee  immediately  following  the 
hearing. 

3.  Bills  Held  Over  Until  1996 

Expansion  of  Optometric  Practice  (LB  619): 

Once  again  Nebraska  optometrists  are  back  in  the 
Legislature,  asking  to  expand  their  scope  of  practice 
further  into  the  practice  of  medicine.  LB  619  would 
allow  optometrists  to  do  surgical  procedures.  The 
Legislature  has  rejected  previous  attempts  to  expand 
their  practice  to  glaucoma  and  has  never  considered 
a request  to  do  surgery.  The  Nebraska  Academy  of 
Ophthalmology  and  the  Nebraska  Medical  Associa- 
tion strongly  oppose  LB  619,  which  did  not  advance 
out  of  committee  and  will  be  held  over  until  next  year. 

Increase  in  Malpractice  Cap  (LB  569):  The 

Nebraska  Association  of  Trial  Attorneys  is  supporting 
LB  569,  which  would  raise  the  cap  on  medical  mal- 
practice awards  from  its  current  level  of  $1.25  million 
to  $2  million.  The  cap  was  last  raised  (from  $1  million) 
in  1992.  Although  the  NMA  opposes  LB  569,  it  was 
advanced  by  the  Judiciary  Committee  and  will  be 
carried  over  until  the  1996  session. 

Allowing  Nontraditional  and  Experimental 
Therapies  (LB  63):  Advocates  of  nonproven  medical 
therapies,  such  as  chelation  for  cardiovascular  dis- 
ease, have  requested  that  the  disciplinary  laws  be 
changed  to  prohibit  disciplining  physicians  for  "non- 
traditional'' or  "experimental"  therapies.  The  NMA 
opposes  LB  63  which  remains  in  the  Health  Commit- 
tee. 

Requiring  Insurers  to  Treat  Ob/Cyns  as  Pri- 
mary Care  Physicians  (LB  532):  At  the  request  of 
obstetricians/gynecologists,  LB  532  was  introduced 
to  require  insurers  to  treat  them  as  primary  care 
physicians  for  purposes  of  their  managed  care  plans. 
The  NMA  is  monitoring  this  bill  which  has  been  held 
in  the  Banking  Committee. 

This  is  the  First  Session  of  the  94th  Legislature  and 
is  a 90-day  session  scheduled  to  adjourn  on  June  2. 
The  Second  Session  of  this  Legislature,  a 60-day 
session,  will  take  place  in  1996.  Bills  introduced  in  the 
1995  session  but  not  acted  upon  will  hold  over  for 
possible  consideration  in  1996.  It  is  anticipated  that 
several  hundred  more  pieces  of  legislation  will  be 
introduced  in  1996. 


We  wish  to  commend  the  Alliance  for  its  efforts  in 
the  production  of  Legislative  Day  on  March  7,  1995. 
This  is  a worthwhile  event  and  we  greatly  appreciate 
the  Alliance's  activities  in  this  regard.  The  Commis- 
sion also  recognizes  the  importance  of  communica- 
tion with  legislators  by  the  contact  physicians  and  the 
general  membership  of  the  Association.  This  contact 
has  been  very  important.  We  continue  to  encourage 
physicians  and  spouses  to  maintain  communication 
with  their  legislators  when  they  are  in  their  home 
districts  during  the  summer  and  fall.  The  county  medi- 
cal societies  are  also  to  be  commended  for  their 
activity  in  the  legislative  arena. 

The  Commission  presents  this  report  to  the  House 
of  Delegates  for  approval,  and  stands  ready  to  con- 
sider matters  which  may  be  referred  during  this  session. 


MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  April  28,  1 995,  at 
the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Roger  S.  Jernstrom, 
John  H.  Casey,  Paul  M.  Scott,  Gordon  D.  Adams, 
Duane  W.  Krause,  Judith  A.  Butler,  Gordon  D. 
Bainbridge,  Charles  F.  Damico,  Ronald  L.  Asher,  Milton 
R.  Johnson,  Frederick  F.  Paustian,  David  L.  Bacon, 
Robert  F.  Shapiro,  Richard  H.  Meissner  and  David  R. 
Little. 

The  meeting  was  called  to  order  by  the  Chairman, 
Charles  F.  Damico,  M.D. 

Dr.  Damico  called  for  approval  of  the  minutes  of 
the  Fall  Session  as  printed  in  the  December  issue  of 
the  Nebraska  Medical  journal.  The  minutes  were 
approved  as  written  by  motion  made,  seconded  and 
passed. 

The  Councilors  discussed  the  reports  and  resolu- 
tions contained  in  the  handbook.  Discussion  ensued 
regarding  quality  assurance  activities.  It  was  noted 
that  purchasers  of  health  care  are  looking  at  how  to 
identify  quality  organizations,  utilizing  criteria  such  as 
access,  safety,  provision  of  emergency  medical  ser- 
vices, diligence  in  performing  wellness  checks,  etc.  It 
was  the  perception  that  the  NMA's  role  is  to  ensure 
that  organizations  performing  quality  assurance  are 
utilizing  good  criteria. 

Dr.  Damico  informed  the  Councilors  that  member- 
ship, as  compared  to  the  same  time  last  year  is  up  and 
stressed  the  importance  of  increasing  membership. 
Dr.  Jernstrom  suggested  that  the  NMA  prepare  a 
publication  outlining  the  Association's  activities  on  a 
monthly  basis  which  could  be  distributed  to  hospitals. 
There  was  a general  consensus  that  the  NMA  needs 
to  enhance  its  level  of  communication  with  both 
members  and  nonmembers.  Dr.  Bacon  informed  the 
Councilors  that  the  Association  is  testing  a pilot 
membership  recruitment  project  in  Buffalo  County 
and  are  distributing  a NMA  fact  sheet.  Once  this 
project  is  refined,  it  will  be  implemented  statewide.  It 
was  noted  that  many  nonmembers  are  associated 
with  the  VA  hospitals,  managed  care  programs  or  are 
hospital  based  and  perceive  the  NMA  as  being  ben- 
eficial only  for  private  physicians.  The  development  of 
programs,  such  as  contract  negotiation,  to  appeal  to 
this  segment  of  the  physician  population  was  sug- 
gested. 
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Discussion  turned  to  LB  414  regarding  indepen- 
dent practice  by  nurse  practitioners.  It  was  noted 
physician  response  to  the  NMA's  appeal  has  been 
excellent.  Dr.  Paustian  outlined  the  three  reasons  why 
the  Association  opposes  LB  414:  1)  There  are  two 
tiers  of  nurse  practitioners,  one  tier  where  the  nurse 
practitioner  does  not  have  an  advanced  degree  and 
another  tier  where  even  with  an  advanced  degree, 
the  training  level  is  deemed  insufficient  to  practice 
independently;  2)  There  would  be  an  advisory  board 
in  the  Department  of  Health  rather  than  a separate 
medical/nursing  board  for  oversight;  and  3)  Only  a 
relationship  with  a licensed  physician  in  the  state 
would  be  required  rather  than  direct  supervision.  It 
was  noted  that  the  main  issue  is  public  safety  and  it 
may  be  beneficial  to  educate  and  recruit  patients  to 
assist  in  this  effort.  It  was  also  pointed  out  that 
senators  have  the  perception  that  there  is  a shortage 
of  primary  care  physicians  when  in  reality,  UNMC  has 
worked  hard  over  the  last  several  years  to  change  its 
focus  and  its  current  graduating  class  will  have  61% 
entering  primary  care  fields.  Question  was  raised  as 
to  the  bill's  status  and  Mr.  Schellpeper  noted  that  the 
bill  is  on  General  File  and  has  been  designated  a 
committee  priority  bill.  However,  even  if  it  is  not 
considered  this  year,  it  will  be  carried  over  to  next 
year. 

The  Councilors  were  informed  that  the  Association 
will  be  holding  a long  range  planning  session  on  July 
8 at  the  Lied  Conference  Center  with  a moderator 
from  the  AMA. 

Question  was  raised  as  the  Board  of  Directors' 
reaction  to  Mary  Dean  Harvey's  decision  to  leave  the 
Department  of  Social  Services.  Dr.  Paustian  responded 
that  the  Board  felt  that  she  had  done  an  excellent  job 
and  the  councilors  were  informed  that  she  would 
address  the  issue  of  reimbursement  under  the  man- 
aged care  plan  during  the  First  Session  of  the  House 
of  Delegates. 

The  requests  for  Life  & Associate  Memberships 
were  reviewed  and  approved  by  the  Councilors. 

Attention  turned  to  the  possible  reorganization  of 
the  NMA  and  Dr.  Bacon  informed  the  Councilors  that 
a survey  has  been  developed  for  distribution  to  hos- 
pital medical  staffs.  He  appealed  to  the  Councilors  for 
their  help  in  distributing  and  returning  the  surveys  in 
a timely  fashion  in  order  that  the  results  can  be  used 
in  the  long  range  planning  session  this  summer. 

Resolution  #16  regarding  Silent  PPOs  was  dis- 
cussed and  Dr.  Meissner  noted  that  the  underlying 
problem  is  that  physicians  do  not  know  whether  they 
are  being  correctly  reimbursed  because  they  don't 
know  what  the  fee  schedule  is.  There  was  consider- 
able discussion  regarding  the  need  for  increased 
regulatory  authority  by  the  Department  of  Insurance 
to  combat  these  problems. 

Following  a review  of  cases  received,  an  election 
for  interim  chairman  was  held.  Doctors  Gordon 
Bainbridge  and  Milton  Johnson  were  nominated  but 
Dr.  Johnson  withdrew  his  name  from  consideration 
due  to  logistical  concerns.  Dr.  Bainbridge  was  elected 
as  Interim  Chairman  of  the  Board  of  Councilors  and 
the  meeting  was  adjourned. 


MINUTES,  HOUSE  OF  DELEGATES 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was 
held  April  28,  1995,  at  the  Cornhusker  Hotel,  Lincoln, 
Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker, 
Dr.  Richard  Meissner.  71  Delegates  were  present  and 
the  meeting  was  declared  in  session.  Seating  of  Alter- 
nate Delegates  for  Delegates  took  place. 

Dr.  Meissner  announced  that  the  Second  Session 
of  the  House  of  Delegates  would  convene  at  8:00 
a.m.  on  Sunday,  April  30,  rather  than  7:30  a.m.  as 
previously  planned. 

Dr.  Allen  Dvorak  presented  the  invocation. 

Prior  to  approval  of  the  minutes  of  the  1994  Fall 
Session,  Dr.  Meissner  pointed  out  that  the  printer  of 
the  Journal  had  inadvertently  omitted  Item  15  of 
Reference  Committee  4's  report  which  dealt  with 
Resolution  #4  submitted  by  the  Lancaster  County 
Medical  Society  entitled  "State  and  County  Structure" 
so  this  item  was  not  included  in  the  printed  minutes 
that  appeared  in  the  December  1994  Nebraska  Medi- 
cal Journal.  This  section  of  the  printed  minutes  has 
now  been  corrected  in  the  permanent  minutes  and 
Resolution  #4  was  referred  to  the  Board  of  Directors 
and  the  Board  reports  on  this  resolution  in  its  report 
under  Item  #4  in  the  Board  Report  being  considered 
at  this  session.  A motion  was  made,  seconded  and 
carried  to  approve  the  minutes  as  corrected. 

The  Following  50-Year  Practitioners  were  recog- 
nized by  the  House: 

L.  Dwight  Cherry,  M.D.,  Lincoln 

Ray  O.  Gillies,  Jr.,  M.D.,  Omaha 

Lee  B.  Grant,  M.D.,  Bellevue 

Robert  W.  Herpolsheimer,  M.D.,  Staplehurst 

Paul  E.  Hodgson,  M.D.,  Omaha 

Gerald  A.  Kuehn,  M.D.,  Hastings 

G.  William  LeWorthy,  M.D.,  Lincoln 

Anthony  Ross  Pantano,  M.D.,  Omaha 

Hobart  E.  Wallace,  M.D.,  Lincoln 

Richard  B.  Wilson,  M.D.,  Omaha 

William  P.  Yoachim,  M.D.,  Fairbury 

The  following  50-Year  Practitioners  were  not  in 
attendance: 

Russell  A.  DeVol,  M.D.,  North  Platte 
Louise  F.  Eaton,  M.D.,  Omaha 
Kenneth  J.  Fijan,  M.D.,  Tucson,  AZ 
William  E.  Graham,  M.D.,  Omaha 
Won  T.  Sohn,  M.D.,  Omaha 

A brief  recess  was  taken  to  allow  the  Delegates 
and  Alternate  Delegates  to  extend  congratulations  to 
the  50-year  Practitioners. 

The  House  stood  for  a moment  of  silence  after  Dr. 
Robert  Shapiro  read  the  Necrology. 

Dr.  Meissner  introduced  Lori  M.  Preston,  AMA 
Field  Representative  for  State  and  County  Relations, 
to  the  House. 

The  following  oral  reports  were  presented: 
Frederick  F.  Paustian,  M.D.,  President,  NMA 
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Dr.  Paustian  reiterated  his  thoughts  for  the  future 
of  the  Association  as  originally  presented  in  his  April, 
1 995  President's  Page  and  asked  that  the  membership 
be  aware  that  the  way  business  is  conducted  tomor- 
row will  not  be  the  way  it  was  conducted  yesterday. 
He  stressed  the  importance  of  the  Association  mov- 
ing forward  with  a unified  voice. 

Dr.  David  Little,  Vice-Speaker,  assumed  the  po- 
dium. 

Mary  Dean  Harvey, 

Director,  Nebraska  Department  of  Social  Services. 

Ms.  Harvey  reviewed  the  current  status  of  Medic- 
aid Managed  Care,  from  vendors  to  quality  assurance 
aspects.  She  explained  that  the  reimbursement  re- 
ceived by  physicians  from  HMOs  will  be  negotiated 
separately  whereas  reimbursement  for  PCCM  clients 
will  remain  fee  for  service.  In  addition,  physicians  will 
be  paid  $2.00  per  member  for  administration.  She 
expressed  her  gratitude  to  the  Association  for  its 
support  and  stated  that  although  she  will  be  leaving 
the  Department  of  Social  Services,  no  departure  date 
has  been  specified  as  she  has  a commitment  to 
Medicaid  Managed  Care. 

Dr.  Paustian  commended  Ms.  Harvey  for  her  stel- 
lar performance  as  Director  of  the  Department  of 
Social  Services  and  presented  the  following  resolu- 
tion to  the  House: 

"WHEREAS,  the  Nebraska  Department  of  Social 
Services  has  maintained  a valuable  and  essential 
liaison  with  the  Nebraska  Medical  Association  and 
its'  Committee  on  Medicaid,  and 

WHEREAS,  the  continuing  effort  of  Ms.  Mary 
Dean  Harvey,  Director  of  the  Nebraska  Depart- 
ment of  Social  Services,  in  advocating  for  the 
patient,  has  provided  common  ground  for  produc- 
tive dialogue  with  Nebraska's  physicians; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  recognize  and  com- 
mend Ms.  Harvey  for  her  dynamic  relationship 
with  the  Nebraska  Medical  Association  to  ensure 
access  to  quality  medical  care  for  Nebraska's 
Medicaid  recipients." 

The  House  responded  with  a standing  ovation. 
David  P.  Schor,  M.D., 

Director,  Maternal  & Child  Health  Division, 
Nebraska  Department  of  Health 

Dr.  Schor  explained  how  the  Department  is  being 
reorganized:  1)  Grouping  of  functions  by  key  activi- 
ties; 2)  Reduction  of  layers  of  management;  and  3) 
Consolidation  and  coordination  of  program  activities 
within  the  Department.  He  expressed  the  Department's 
appreciation  to  the  NMA  for  its  work  in  the  advance- 
ment of  public  health. 

Allen  D.  Dvorak,  M.D. 

AMA  Federation  Study 

Dr.  Dvorak  updated  the  House  on  the  progress 
and  purpose  of  the  Consortium  and  stressed  the  need 
to  respond  to  the  new  health  care  environment  not 
only  at  the  national  level,  but  also  at  the  state  and 
county  levels. 


Dr.  Meissner  assumed  the  podium.  Following  an 
Executive  Session,  Reference  Committee  assignments 
were  made  as  follows: 

REFERENCE  COMMITTEE  1 

Report,  Board  of  Directors,  Item  #3,  Resolution  #3 
(F94)  Medicaid  Co-Pay 

Report,  Board  of  Directors,  Item  #7,  Resolution  #8 
(F94)  Department  of  Social  Services  Appeal 
Mechanism 

Report,  Board  of  Directors,  Item  #17,  NMA  Blue 
Cross/Blue  Shield  Group  Health  Insurance  Plan 
Report,  Board  of  Directors,  Item  #25,  Commission 
on  Medical  Socio-economics 
Report  of  the  Nebraska  Department  of  Social  Ser- 
vices 

Report  of  the  Ad-Hoc  Committee  on  Medicaid 
Services 

Resolution  #4,  Greater  Nebraska  Caucus,  Lack  of 
Department  of  Social  Services'  Feedback 
Resolution  #8,  Cheyenne-Kimball-Deuel,  Model  Liv- 
ing Will  and  Model  Power  of  Attorney  for  Health 
Care 

Resolution  #18,  Metro  Omaha  Medical  Society, 
Establishment  of  800  Number 
Resolution  #20,  Hall  County  Medical  Society, 
Development  of  Standard  of  Care 
Resolution  #22,  Lancaster  County  Medical  Soci- 
ety, Managed  Care  Study 

REFERENCE  COMMITTEE  2 

Report,  Board  of  Directors,  Item  #20,  UNMC  Nurse 
Practitioner  Request 

Report,  Board  of  Directors,  Item  #24,  Timothy  A. 

Burd,  Student  Chapter  Board  Representative 
Report,  Board  of  Directors,  Item  #23,  Life  and 
Associate  Membership  Requests 
Report,  Board  of  Directors,  Item  #30,  Nominations 
and  Appointments 

Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  NMA-Medical  Student  Chapter, 
UNMC 

Report  of  the  Nebraska  Medical  Foundation,  Inc. 
Report  of  the  Commission  on  Hospital  Medical 
Staff 

Report  of  the  Commission  on  Medical  Education 
Report  of  the  Committee  on  Health  Planning 
Report  of  the  Committee  on  Rural  Health 
Report  of  the  Scientific  Sessions  Committee 
Life  & Associate  Membership  Requests 
Minutes,  Board  of  Councilors 
Resolution  #19,  Cheyenne-Kimball-Deuel  County 
Medical  Society,  Exemption  of  POL's  from  CLIA 
'88 

Resolution  #21,  Lancaster  County  Medical  Soci- 
ety, Development  of  Statewide  Emergency 
Medical  Transportation  System 

REFERENCE  COMMITTEE  3 

Report,  Board  of  Directors,  Item  #2  Resolution  #2 
(F94)  AMA  Leadership  Conference 
Report,  Board  of  Directors,  Item  #15,  Resolution 
#1  7 (F94)  Payment  Denial  Explanation  on  Medi- 
care Benefit  Statements 
Report  of  the  Delegate  to  the  AMA 
Report  of  the  Representative  to  AMA  Leadership 
Conference 

Report  of  the  Ad-Hoc  Committee  Re:  Medicare 
Resolution  #1,  Warren  G.  Bosley,  M.D.,  Delegate 
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Status  for  Former  AMA  Delegates  and  Alternate 
Delegates  and  for  Former  Members  of  the  AMA 
Board  of  Trustees  and  AMA  Councils 
Resolution  #2,  Lancaster  County  Medical  Society, 
Stark  Relief  Resolution 

Resolution  #5,  Metro  Omaha  Medical  Society, 
Price  Reduction  for  Practice  Parameters  on  CD- 
ROM 

Resolution  #7,  Cheyenne-Kimball-Deuel  County 
Medical  Society,  Medicare  Guidelines  for  E/M 
Coding 

Resolution  #9,  Metro  Omaha  Medical  Society, 
AMA-Format  At  Annual  Leadership  Conference 
Resolution  #10,  Metro  Omaha  Medical  Society, 
County  Officer  Forum 

REFERENCE  COMMITTEE  4 

Report,  Board  of  Directors,  Item  #1,  Resolution  #1 
(F94)  Bylaws  Amendment  to  Allow  V.A.  Hospital 
Physicians  to  Join  Association  Without  Valid 
Nebraska  License 

Report,  Board  of  Directors,  Item  #4,  Resolution  #4, 
(F94)  State  and  County  Structure 
Report,  Board  of  Directors,  Item  #6,  Resolution  #6 
(F94)  Quality  Advocacy 

Report,  Board  of  Directors,  Item  #11,  Resolution 
#1 2 (F94)  National  Committee  for  Quality  Assurance 
Report,  Board  of  Directors,  Item  #18,  Medical 
Disciplinary  Case  Insurance  Coverage 
Report,  Board  of  Directors,  Item  #21,  Annual  Audit 
Report,  Board  of  Directors,  Item  #22,  Membership 
Report,  Board  of  Directors,  Item  #27,  Long  Range 
Planning 
Annual  Audit 

Report  of  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  & Medical  Delivery  Systems 
Report  of  the  Ad-Hoc  Committee  on  Professional 
Liability 

Report  of  the  Commission  on  Association  Affairs 
Report  of  the  NE  Physician  Organization  Advisory 
Group 

Resolution  #11,  Metro  Omaha  Medical  Society, 
Medication  Refills  Under  Managed  Care 
Resolution  #13,  Metro  Omaha  Medical  Society, 
NMA  Membership  Recruiting 
Resolution  #14,  Metro  Omaha  Medical  Society, 
NMA  Nominating  Committee 
Resolution  #16,  Metro  Omaha  Medical  Society, 
Silent  PPOs 

REFERENCE  COMMITTEE  5 

Report,  Board  of  Directors,  Item  #5,  Resolution  #5, 
(F94)  Patient  Protection  Act 
Report,  Board  of  Directors,  Item  #8,  Resolution  #9 
(F94)  Patient  Freedom  of  Choice 
Report,  Board  of  Directors,  Item  #9,  Resolution 
#10  (F94)  Patient  Protection 
Report,  Board  of  Directors,  Item  #10,  Resolution 
#11  (F94)  Quality  Assurance 
Report,  Board  of  Directors,  Item  #12,  Resolution 
#14  (F94)  Willing  Provider 
Report,  Board  of  Directors,  Item  #13,  Resolution 
#15  (F94)  Limited  X-Ray  System  Operator  Edict 
Report,  Board  of  Directors,  Item  #19,  Subpoenas 
for  Medical  Records 

Report,  Board  of  Directors,  Item  #29,  Expansion  of 
Chiropractic  Scope  of  Practice 
Report  of  the  Board  of  Examiners  in  Medicine  & 
Surgery 


Report  of  the  State  Department  of  Health 
Report  of  the  Ad-Hoc  Committee  on  Ambulatory 
Surgical  Center  Regulations 
Report  of  the  Commission  on  Legislation  & Gov- 
ernmental Affairs 

Report  of  the  NMA  Radiation  Safety  Working  Group 
Resolution  #6,  Metro  Omaha  Medical  Society, 
Good  Samaritan  HIV  Testing 
Resolution  #15,  Metro  Omaha  Medical  Society, 
Physician  & Spouse  Participation  in  Grass  Root 
Campaigns  Throughout  the  State 


REFERENCE  COMMITTEE  6 

Report,  Board  of  Directors,  Item  #14,  Resolution 
#1 6 (F94)  NMA  Endorsement  of  the  Commission 
on  Office  Laboratory  Accreditation  (COLA) 
Report,  Board  of  Directors,  Item  #16,  Resolution 
#18  (F94)  AIDS  Treatment  and  Reimbursement 
Plan 

Report,  Board  of  Directors,  Item  #26,  Conflict  of 
Interest  Statement 

Report,  Board  of  Directors,  Item  #28,  Job  Specifi- 
cations 

Report  of  the  Ad-Hoc  Committee  on  Low  Level 
Radioactive  Waste  Disposal 
Report  of  the  Ad-Hoc  Committee  on  Maternal  & 
Child  Health 

Report  of  the  Commission  on  Public  Affairs 
Resolution  #3,  Greater  Nebraska  Caucus,  Euthana- 
sia & Physician  Assisted  Suicide  Policy  Statement 
Resolution  #12,  Metro  Omaha  Medical  Society, 
Nebraska  Legislative  Fax  Update 
Resolution  #17,  Metro  Omaha  Medical  Society, 
Violence  in  America 

Dr.  Meissner  informed  the  House  that  Dr.  Leslie 
Spry  would  replace  Dr.  Louis  Gogela  on  Reference 
Committee  #3. 


The  following  delegates  were  chosen  to  represent 
their  district  on  the  Nominating  Committee: 

1st  District  - Jeffrey  Strohmyer,  M.D.,  Papillion 
2nd  District  - Lawrence  Bausch,  M.D.,  Lincoln 
3rd  District  - Donald  Weldon,  M.D.,  Beatrice 
4th  District  - David  Johnson,  M.D.,  Osmond 
5th  District  - Kenneth  Bagby,  M.D.,  Blair 
6th  District  - Daniel  Growney,  M.D.,  York 
7th  District  - Judith  Butler,  M.D.,  Superior 
8th  District  - None 

9th  District  - Richard  Goble,  M.D.,  Grand  Island 
10th  District  - Charles  F.  Damico,  M.D.,  Hastings 
11th  District  - Ronald  Asher,  M.D.,  North  Platte 
12th  District  - Diane  Gilles,  M.D.,  Scottsbluff 


Dr.  Meissner  introduced  Johnnie  Amonette,  AMA 
Alliance  Field  Director  from  Memphis,  Tennessee,  to 
the  House. 


Dr.  Meissner  reviewed  the  room  assignments  for 
the  Reference  Committees  and  stated  that  Reference 
Committees  1,  4,  and  6 would  meet  immediately 
following  recess  of  the  House  with  Reference  Com- 
mittees 2,  3 & 5 meeting  approximately  45  minutes 
later. 


There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning  at  8:00  a.m. 
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HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates 
was  held  April  30,  1995.  The  meeting  was  called  to 
order  by  the  Vice  Speaker,  Doctor  David  Little.  66 
delegates  were  present  and  the  meeting  was  declared 
in  session.  Seating  of  Alternate  Delegates  for  Del- 
egates took  place. 

Dr.  Little  called  for  approval  of  the  minutes  of  the 
First  Session,  and  these  were  approved  as  printed. 

Dr.  Little  introduced  Dr.  Marcia  Richards,  Presi- 
dent of  the  State  Medical  Society  of  Wisconsin.  Dr. 
Richards  briefly  addressed  the  House,  noting  similari- 
ties between  Nebraska  and  Wisconsin.  She  also  in- 
formed the  House  that  the  Wisconsin  legislature  had 
passed  a tort  reform  bill  placing  a $350,000  cap  on 
non-economic  damages  and  providing  for  joint  and 
several  liability. 

Sally  Semm  presented  the  NMA  Alliance  President's 
Report.  Mrs.  Semm  reviewed  activities  undertaken  by 
the  Alliance  during  the  past  year  which  addressed  the 
issue  of  family  violence.  She  then  presented  the  AMA- 
ERF  checks  to  the  two  medical  schools.  Dr.  William 
Pancoe  accepted  on  behalf  of  the  Creighton  Univer- 
sity School  of  Medicine  and  Dr.  Frederick  Paustian 
accepted  on  behalf  of  the  University  of  Nebraska 
College  of  Medicine. 

Colleen  Mueller,  Treasurer  of  the  Lancaster  County 
Medical  Alliance,  presented  two  Nebraska  Medical 
Foundation/Lancaster  County  Medical  Alliance  schol- 
arships. The  two  recipients  were  Lisa  Boohar  and 
Chelsea  Chesen,  both  from  the  University  of  Ne- 
braska College  of  Medicine. 

Dr.  John  Casey,  President  of  the  Nebraska  Medical 
Foundation,  presented  the  Nebraska  Medical  Foun- 
dation Frank  H.  Tanner,  M.D.,  Memorial  Scholarship. 
Dr.  William  Pancoe  accepted  the  check  on  behalf  of 
the  recipient,  Jonathan  Jaksha  who  was  unable  to 
attend. 

Dr.  Casey  next  presented  the  first  Nebraska  Medi- 
cal Foundation  H.  Bernice  Shanklin  Memorial  Schol- 
arship to  Saswata  Roy  of  the  University  of  Nebraska 
College  of  Medicine. 

Dr.  Casey  then  presented  the  Nebraska  Medical 
Foundation  Student  Research  Scholarship  Program 
checks  to  Donaldson  Kingsley  III  of  the  Creighton 
University  School  of  Medicine  and  Patrick  McConnell 
of  the  University  of  Nebraska  College  of  Medicine. 

Mrs.  C.A.  McWhorter  presented  the  Nebraska 
Medical  Foundation  C.A.  McWhorter,  M.D.,  Memo- 
rial Scholarship  to  Dr.  Frederick  Paustian  who  ac- 
cepted on  behalf  of  the  recipient,  James  Lairmore, 
who  was  unable  to  attend. 

Dr.  David  Bacon,  Chairholder  of  the  Greater  Ne- 
braska Caucus,  recognized  Dr.  Joel  Johnson  of  Kearney 
who  has  been  designated  a Distinguished  Alumnus  of 
the  University  of  Nebraska  College  of  Medicine. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  6 reports  and 


5 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#3,  RESOLUTION  #3  (F94)  MEDICAID  CO-PAY; 
REPORT  OF  THE  BOARD  OF  DIRECTORS  #7, 
RESOLUTION  #8,  (F94)  DEPARTMENT  OF  SOCIAL 
SERVICES  APPEAL  MECHANISM;  AND  THE  REPORT 
OF  THE  AD-HOC  COMMITTEE  ON  MEDICAID 
SERVICES 

The  Board  Report  items  were  both  referred  to  the 
Ad-Hoc  Committee  on  Medicaid  Services.  All  three 
items  were  considered  together  by  the  reference 
committee. 

Since  the  co-pay  mechanism  will  largely  disappear 
under  the  Medicaid  Managed  Care  Program,  little 
discussion  was  generated. 

The  Department  appeal  mechanism  was  scruti- 
nized and  it  is  apparent  that  there  are  three  levels  of 
opportunity  to  process  appeals.  The  need  for  appro- 
priate documentation  in  medical  records  was  stressed. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
the  report  on  Ad-Hoc  Committee  on  Medicaid  Ser- 
vices and  the  Board  Report  items  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #17, 
NMA  BLUE  CROSS/BLUE  SHIELD  GROUP  HEALTH 
INSURANCE  PLAN 

Discussion  highlighted  the  availability  of  a drug 
card  which  will  affect  future  premium. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  the  item 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 

ITEM  #25,  COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

The  boards'  report  on  this  item  was  straight  forward 
and  little  discussion  was  generated. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  the  item 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  NEBRASKA  DEPARTMENT 
OF  SOCIAL  SERVICES 

A full  complement  of  experts  from  the  Nebraska 
Department  of  Social  Service  was  present  led  by 
Director  Mary  Dean  Harvey  and  Doctor  Chris  Wright. 
The  discussion  centered  around  the  Medicaid  Man- 
aged Care  Plan  that  will  be  in  place  for  part  of 
Nebraska  on  July  1,  1995.  Several  items  were  empha- 
sized and  need  to  be  recorded.  Each  Medicaid  patient 
will  be  allowed  to  select  one  of  three  plans.  The 
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primary  case  management  plan  will  have  a fee  for 
service  component  with  a fee  schedule  remaining 
intact  from  fiscal  year  1994.  In  addition  there  will  be 
a $2.00  per  patient,  per  month  fee  to  the  primary  care 
physician  for  case  management.  This  is  a non  capitated 
"gatekeeper"  model. 

The  other  two  choices  for  the  patients  involve 
private  HMOs  and  there  was  considerable  discussion 
about  the  lack  of  information  to  the  physicians  who 
are  trying  to  select  which  vender  to  contract  with.  It  is 
not  the  Department  of  Social  Services'  responsibility 
to  provide  this  information  but  they  will  do  everything 
they  can  to  clarify  the  questions  with  the  two  HMO 
vendors. 

There  was  legitimate  concern  expressed  that  the 
plan  will  not  be  in  place  by  July  1,  1995  because  of  a 
lack  of  approval  from  the  federal  government. 

Several  NMA  members  expressed  concern  about  a 
diminished  access  through  the  HMO  plans  and  it  was 
pointed  out  that  clients  may  change  from  one  plan  to 
another  as  frequently  as  once  a month. 

Quality  issues  were  discussed  and  the  Department 
of  Social  Services  pointed  out  that  they  have  the  MED 
STAT  capability  to  monitor  quality,  patient  satisfaction 
and  access. 

Many  questions  regarding  the  mental  health  com- 
ponent of  the  plan  were  raised  but  not  answered.  A 
particular  concern  was  the  inability  of  the  primary 
care  physician  to  interface  with  the  mental  health  side 
of  the  plan. 

Your  reference  committee  was  impressed  with  the 
sincerity  and  clarity  brought  to  the  table  by  the  Depart- 
ment of  Social  Services. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Little  asked  Dr.  Zweiback  to  explain  the  contracting 
process.  Dr.  Zweiback  stated  that  the  HMO  plan  is 
negotiable  in  that  individual  physicians  have  both  the 
right  and  the  responsibility  to  negotiate  the  fee  sched- 
ule. Dr.  Ronald  Asher  inquired  whether  the  Associa- 
tion would  be  monitoring  the  HMOs.  Dr.  Caudill,  as 
Chairholder  of  the  Ad-Hoc  Committee  on  Medicaid 
Services,  stated  that  such  monitoring  would  indeed  be 
an  appropriate  function  of  the  committee.  Dr.  Ronald 
Klutman  cautioned  physicians  in  Greater  Nebraska  to 
monitor  how  the  system  works  over  the  next  two 
years.  Dr.  Meissner,  as  a point  of  clarification,  noted 
that  the  Medicaid  Managed  Care  Program  will  only  be 
implemented  in  Douglas,  Sarpy  and  Lancaster  Coun- 
ties as  of  July  1,  1995.  Dr.  Klutman  explained,  how- 
ever, that  the  program  could  be  implemented  in 
Greater  Nebraska  sooner  than  the  July  1,  1997,  target 
date  if  enough  physicians  have  already  signed  up.  Dr. 
Little  informed  the  House  that  at  least  one  vendor  is 
already  marketing  quite  aggressively  outstate.  Follow- 
ing this  discussion,  the  House  adopted  this  section  of 
the  report. 

(5)  RESOLUTION  #4  - GREATER  NEBRASKA  CAUCUS  - 

LACK  OF  DEPARTMENT  OF  SOCIAL  SERVICES’ 

FEEDBACK 

Resolution  #4  read  as  follows: 


WHEREAS,  clinicians  are  continually  called  to  ren- 
der services  to  individuals  whose  health  care  requires 
intervention  by  the  Department  of  Social  Services, 
and 

WHEREAS,  such  interventions  are  often  delayed 
and  fragmented  to  the  degree  that  the  health  of  the 
individual  is  further  jeopardized,  and 

WHEREAS,  there  is  at  present  no  mechanism  to 
provide  feedback  to  the  attending  physician  about  the 
current  status  of  such  investigations  and  intervention 
of  the  Department  of  Social  Services; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  work 
with  the  Department  of  Social  Services  to  streamline 
this  referral  process  and  to  provide  appropriate  feed- 
back to  the  referring  physician. 

Discussion  revealed  that  it  was  not  the  Depart- 
ment of  Social  Services  that  has  been  negligent  but 
that  the  Child  and  Adult  Protective  Services  in  certain 
parts  of  the  state  have  failed  to  communicate  with  the 
attending  physician. 

RECOMMENDATION: 

1 . The  committee  recommends  that  the  NMA  work 
with  the  Child  Protective  Services  and  the  Adult 
Protective  Services  to  streamline  this  referral  process 
and  provide  appropriate  feedback  to  the  referring 
physician. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  RESOLUTION  #8  - CHEYENNE  - KIMBALL  - DEUEL 

- MODEL  LIVING  WILL  AND  MODEL  POWER  OF 

ATTORNEY  FOR  HEALTH  CARE 

Resolution  #8  read  as  follows: 

WHEREAS,  the  Living  Will  statute  and  the  Power  of 
Attorney  for  Health  Care  have  been  recognized  as 
having  validity  in  the  State  of  Nebraska,  and 

WHEREAS,  there  is  considerable  confusion  on  the 
part  of  the  public  as  to  what  constitutes  a valid 
instrument  for  each  of  these  documents,  and 

WHEREAS,  one  Legal  Advisor's  documents  and 
recommended  validation  requirements  differ  from 
another's  and 

WHEREAS,  it  is  in  the  best  interest  of  the  patients 
we  serve  to  make  the  execution  of  these  documents 
as  simple  and  as  inexpensive  as  possible; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  de- 
velop model  Living  Will  and  Power  of  Attorney  for 
Health  Care  documents  that  may  be  made  available  to 
patients  to  encourage  and  expedite  their  use. 

As  patient  advocates  we  need  to  assist  our  patients 
in  the  execution  of  these  documents. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
NMA  develop  model  living  will  and  power  of  attorney 
for  health  care  documents,  and  the  committee  sug- 
gests that  a joint  venture  with  the  Nebraska  Bar 
Association  would  be  one  way  to  resolve  this  issue. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 
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(7)  RESOLUTION  #18  - METRO  OMAHA  MEDICAL 

SOCIETY  - ESTABLISHMENT  OF  800  NUMBER 

Resolution  #18  read  as  follows: 

WHEREAS,  in  the  April  1 9,  1 995  Nebraska  Medical 
Journal,  President  Paustian  summed  up  his  future 
projections  in  his  "final"  President's  Page,  and 

WHEREAS,  the  President  brilliantly  pointed  out 
that  the  Nebraska  Medical  Association  must  change 
the  way  it  thinks  as  well  as  the  way  it  acts,  and 

WHEREAS,  President  Paustian  pointed  out  that  the 
Nebraska  Medical  Association  must  learn  to  utilize 
new  technologies  of  long  distance  interactive  com- 
munication, and 

WHEREAS,  the  President  pointed  out  that  the 
Nebraska  Medical  Association  must  employ  rapid 
response  survey  instruments,  and 

WHEREAS,  the  President  also  pointed  out  that  the 
Nebraska  Medical  Association  must  continually  seek 
ways  of  modifying  its  organization  and  its  services  to 
be  responsive  to  the  needs  of  the  membership; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  promptly  establish  an  800  num- 
ber to  facilitate  all  of  the  goals  so  beautifully  outlined 
by  President  Paustian. 

Lively  discussion  resulted  in  a unanimity  of  opinion 
that  an  800  number  for  physicians  to  call  the  NMA 
would  be  an  excellent  member  service.  The  actual 
cost  for  this  service,  if  limited  to  incoming  calls  from 
members,  would  be  relatively  small.  In  addition  to 
those  members  at  the  reference  committee  word  was 
received  in  that  the  Greater  Nebraska  Caucus  also 
supported  the  800  number. 

RECOMMENDATION: 

1.  The  Committee  recommends  that  NMA  estab- 
lish an  800  number  to  field  incoming  calls  from 
members  on  a myriad  of  issues. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  RESOLUTION  #20  - HALL  COUNTY  MEDICAL 

SOCIETY  - DEVELOPMENT  OF  STANDARD  OF 

CARE 

Resolution  #20  read  as  follows: 

WHEREAS,  cost  has  been  a vital  component  of 
evaluating  physicians  in  a managed  care  setting,  and 

WHEREAS,  pressure  can  be  placed  on  physicians 
to  use  cheaper  products; 

THEREFORE,  BE  IT  RESOLVED,  that  a standard  of 
care  be  developed  which  gives  the  patient  and  the 
physician  a choice  and  a voice  in  medical  treatment 
and  medical  implants. 

Much  concern  was  expressed  about  hospital  or 
managed  care  selection  of  products  based  only  on 
cost. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
the  NMA  assist  the  various  subspecialities  in  develop- 
ing guidelines  which  will  allow  flexibility  in  treatments 
and  care  to  optimize  patient  outcome.  Outcome  and 
quality  should  be  the  benchmark  not  only  cost. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  RESOLUTION  #22  - LANCASTER  MEDICAL 

SOCIETY  - MANAGED  CARE  STUDY 

Resolution  #22  read  as  follows: 

WHEREAS,  the  Nebraska  Legislature  mandated 

Medicaid  managed  care  through  LB816,  and 

WHEREAS,  implementation  of  the  Nebraska  Med- 
icaid Managed  Care  Program  (NMMCP)  will  begin  in 
Douglas,  Sarpy  and  Lancaster  Counties  in  July  of 
1995,  and 

WHEREAS,  the  rest  of  the  State  will  be  brought  into 
the  NMMCP  not  later  than  July  1997,  and 

WHEREAS,  the  non-metropolitan  areas  of  our  State 
have  unique  and  significant  issues  of  access  to  care 
for  underserved  Nebraskans,  and 

WHEREAS,  the  Health  and  Human  Services  Com- 
mittee of  the  Legislature  will  undertake  a study  of 
quality  issues  in  managed  care  this  summer; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association,  on  behalf  of  its  members,  com- 
municate to  the  Health  and  Human  Services  Commit- 
tee of  the  Legislature,  their  willingness  to  support  and 
participate  as  extensively  as  possible  in  such  a study, 
and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  request  that  the  method  of  imple- 
mentation of  the  NMMCP  in  non-metropolitan  areas 
of  the  State  be  included  in  the  study. 

Healthy  discussion  demonstrated  a unanimity  of 
opinion. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
the  NMA  on  behalf  of  its  members  support  and 
participate  in  the  managed  care  study  and  that  the 
method  of  implementation  of  the  Nebraska  Medicaid 
Managed  Care  Program  in  non  metropolitan  areas  of 
the  state  be  included  in  the  study. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  Dr.  Little,  in  reference  to  the  portion  of  the 
reference  committee  report  dealing  with  the  Commis- 
sion on  Medical  Socio-Economics,  noted  that  since  a 
bylaws  amendment  is  necessary,  that  the  item,  rather 
than  being  filed  should  be  referred  to  the  Commission 
on  Association  Affairs.  This  change  was  adopted  by 
the  House.  With  regard  to  Resolution  #20  and  the 
recommendation  that  the  NMA  assist  subspecialities 
in  the  development  of  practice  guidelines,  clarifica- 
tion was  sought  as  to  whether  this  is  really  what  the 
House  wanted  the  NMA  to  do.  Dr.  Zweiback  stated 
that  the  reference  committee  wanted  the  Association 
to  monitor,  not  establish,  these  guidelines.  Dr.  Herbert 
Hartman  suggested  that  the  recommendation  be 
amended  to  direct  referral  of  Resolution  #20  to  the 
Board  of  Directors  for  further  study.  Dr.  Steven  Schwid 
suggested  that  the  recommendation  also  be  amended 
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to  direct  the  Association  to  assemble  a library  of 
practice  guidelines.  Dr.  Hartman,  while  acknowledg- 
ing that  the  establishment  of  such  a library  would  be 
ideal,  stated  that  such  an  undertaking  would  be  virtu- 
ally impossible  to  accomplish.  Dr.  Michels  supported 
Dr.  Hartman's  original  amendment  that  the  resolution 
be  referred  to  the  Board.  Dr.  Little  asked  the  AMA 
delegation  whether  the  AMA  has  compiled  practice 
guidelines.  Dr.  Dvorak,  on  behalf  of  the  AMA  delega- 
tion, noted  that  most  practice  guidelines  are  coming 
out  of  specialty  societies.  It  was  suggested  that  the 
AMA  be  contacted  to  see  what  type  of  cataloguing 
currently  exists. 

Dr.  Steven  Brestin  proposed  that  a more  effective 
means  of  addressing  the  issues  raised  by  Resolution 
#20  would  be  to  infiltrate  NCQA  as  it  is  developing 
the  standards  for  managed  care  organizations.  Dr. 
Dvorak  cautioned  against  approaching  this  matter 
through  NCQA  as  its  formation  arose  from  business, 
not  medicine.  Dr.  Bacon  noted  that  the  real  issue  is  the 
streamlining  of  hospital  inventories  to  a single  product 
line.  He  inquired  how  physicians  can  approach  these 
entities  to  ensure  that  the  proper  equipment  is  avail- 
able. Dr.  Little  recommended  that  concerns  such  as 
these  should  be  forwarded  to  the  NMA's  Ad-Hoc 
Committee  on  Health  Care  Insurance  and  Medical 
Delivery  Systems  or  to  the  NMA's  Health  Plan  Techni- 
cal Advisory  Committee.  Dr.  Darroll  Loschen  moved 
that  Resolution  #20  be  referred  to  the  Board  for 
further  study.  This  was  seconded  and  carried.  The 
House  then  adopted  the  Report  of  Reference  Commit- 
tee #1  as  a whole. 

Respectfully  submitted, 

Eugene  M.  Zweiback,  M.D.,  Omaha,  Chm. 
Cordon  D.  Bainbridge,  M.D.,  Grand  Island 
Dale  E.  Michels,  M.D.,  Lincoln 

I gratefully  acknowledge  the  assistance  and  wis- 
dom of  Doctor  Dale  E.  Michels  and  Doctor  Cordon 
Bainbridge. 

Reference  Committee  #2 

Reference  Committee  #2  considered  12  reports, 
the  Life  and  Associate  Membership  Requests,  the 
minutes  of  the  Board  of  Councilors  and  2 resolutions. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#20,  UNMC  NURSE  PRACTITIONER  REQUEST 

Considerable  testimony  was  heard  regarding  the 
issue  of  nurse  practitioners.  Members  asked  what  is 
the  data  for  the  demand  for  nurse  practitioners  and 
some  commented  that  instead  of  finding  a need  and 
filling  it,  the  programs  seem  to  be  trying  to  create  the 
practitioners  and  then  find  themselves  faced  with  the 
problem  of  no  demand  for  the  service.  These  discus- 
sions dovetailed  with  the  discussion  of  LB  414  cur- 
rently under  consideration  in  the  Nebraska  Unicam- 
eral. Concern  was  expressed  that  the  NMA  could  be 
doing  more  in  conjunction  with  patients  to  more 
effectively  communicate  the  NMA's  position  regard- 
ing LB  41 4 to  state  legislators.  The  sentiment  was  also 
repeatedly  expressed  that  if  independent  practice  for 
nurse  practitioners  was  achieved,  they  would  likely 
locate  not  in  areas  of  unmet  need  but  rather  in 
metropolitan  locations  already  well  served. 

RECOMMENDATION: 


1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Kiran  Gangahar  informed  the  House  that  there  is  a 
perception  among  some  senators  that  the  Association 
and  the  nurses  had  reached  a compromise  on  LB  414 
and  that  the  Association  had  agreed  to  no  longer 
oppose  the  bill.  She  suggested  that  all  physicians 
contact  their  senators  stating  their  opposition  to  the 
bill  and  that  physicians  inform  their  patients  regarding 
the  provisions  of  the  bill,  asking  them  to  in  turn 
contact  their  senators.  She  informed  the  House  that  a 
sample  letter  and  informational  material  were  formu- 
lated in  Lincoln  and  are  being  distributed  to  patients 
and  placed  in  waiting  rooms. 

Dr.  Paustian,  in  reference  to  the  misperception 
among  senators  regarding  the  Association's  stance  on 
LB  414,  informed  the  House  that  at  no  time  during 
discussions  with  the  Nebraska  Nurses'  Association 
was  a compromise  reached.  The  NMA's  position  has 
remained  one  of  total  opposition  to  LB  41 4 as  written. 
Dr.  Cornelius,  noting  that  such  tactics  are  often  em- 
ployed by  special  interest  groups,  called  on  the  Asso- 
ciation to  educate  both  the  legislators  and  the  public 
that  the  training  received  by  nurse  practitioners  is 
insufficient  to  warrant  independent  practice.  Dr.  Janet 
Bernard-Stevens  suggested  that  if  there  is  a perception 
that  a compromise  was  reached,  it  is  imperative  that 
the  Association  reiterate  to  the  senators  that  this  is  not 
the  case.  She  also  suggested  that  this  be  forwarded  as 
a quality  of  care  issue  and  she  cautioned  against  the 
assumption  that  senators  understand  every  bill  they 
vote  on.  Dr.  Little  inquired  whether  this  lack  of  com- 
promise had  been  clearly  communicated  to  the  sena- 
tors. Mr.  Schellpeper  stated  that  the  Association  has 
contacted  those  senators  who  appear  to  be  misin- 
formed and  explained  that  whenever  amendments  to 
legislation  are  developed,  they  are  often  perceived  as 
neutralizing  an  issue.  However,  such  was  not  the  case 
with  regard  to  LB  414.  Mr.  Schellpeper  noted  that  LB 
414  has  been  designated  a committee  priority  bill  and 
may  come  up  for  vote  this  session. 

Dr.  Dvorak  moved  that  the  Association  clearly 
communicate  in  writing  to  state  senators  the 
Association's  opposition  to  LB  414.  This  was  sec- 
onded and  carried.  It  was  noted  that  this  must  be  done 
in  a timely  fashion. 

Dr.  Gangahar  stressed  the  importance  of  not  only 
clarifying  the  issue  with  senators  but  also  involving 
patients  in  this  fight.  Dr.  Schwid  expressed  concern 
over  the  fact  that  the  NMA's  program  on  mid-level 
practitioners  and  the  Association's  opposition  to  LB 
414  appeared  to  place  the  Association  in  a contradic- 
tory position.  Dr.  Meissner  explained  that  the  purpose 
of  the  program  on  mid-level  practitioners  was  to 
encourage  assimilation  of  mid-level  practitioners  into 
physicians'  practices,  not  to  encourage  independent 
practice.  Dr.  Gregorius  moved  that  the  NMA  dissemi- 
nate the  information  and  sample  letters  generated  by 
Dr.  Gangahar  to  all  members  of  the  NMA,  encourag- 
ing them  to  take  the  issue  to  their  patients  asking  them 
to  write  their  senators  as  quickly  as  possible. 

Dr.  Dale  Michels  provided  insight  into  the  confu- 
sion surrounding  LB  414.  He  stated  that  the  Nebraska 
Academy  of  Family  Physicians  was  informed  by  Sena- 
tor Matzke  that  LB  414  was  on  a fast  track.  The 
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Academy  offered  amendments  to  the  bill  to  make  it 
more  tenable  should  it  pass.  The  Academy's  lobbyist, 
once  the  amendments  were  offered,  stated  that  he 
would  no  longer  oppose  the  bill  in  order  to  protect  his 
credibility.  Dr.  Little,  as  a point  of  clarification,  asked 
what  the  Nebraska  Academy  of  Family  Physicians' 
official  position  is  regarding  LB  414.  Dr.  Michels 
stated  that  the  Academy  opposes  LB  414. 

Dr.  Robert  Cochran  noted  that  LB  414  has  been 
promoted  as  a way  to  provide  medical  care  in 
underserved  areas  of  outstate  Nebraska.  However, 
more  nurse  practitioners  will  be  utilized  in  metropoli- 
tan areas  of  the  state  as  an  alternate  delivery  system 
for  managed  care.  It  was  suggested  that  the  Greater 
Nebraska  Caucus  identify  itself  with  legislators  that  it 
does  not  support  LB  414.  Dr.  Bacon,  Chairholder  of 
the  Caucus,  was  hesitant  to  take  such  action  without 
a vote  of  the  Caucus.  Dr.  Little  called  the  question.  The 
House  approved  Dr.  Gregorius'  motion. 

Dr.  Bernard-Stevens  sought  clarification  as  to  whose 
lobbyist  was  no  longer  opposing  the  bill.  She  was 
informed  that  the  Academy's  lobbyist,  not  the  NMA's 
lobbyist,  had  taken  this  position.  Dr.  Fosnaugh  sug- 
gested that  NAFP  members  should  be  reminded  that 
they  should  also  be  members  of  the  NMA.  It  was 
announced  that  an  emergency  meeting  of  the  Greater 
Nebraska  Caucus  would  be  held  immediately  follow- 
ing conclusion  of  the  Second  Session  in  order  to 
address  this  issue.  The  House  then  adopted  this  sec- 
tion of  the  report  as  amended. 

(2)  REPORT  OF  THE  COMMITTEE  ON  RURALHEALTH 

The  Chairholder  of  this  committee  was  present  to 
testify  and  answer  questions.  No  controversial  issues 
arose. 

RECOMMENDATION: 

1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#24,  TIMOTHY  A.  BURD,  STUDENT  CHAPTER 
BOARD  REPRESENTATIVE;  REPORT  OF  THE 
BOARD  OF  DIRECTORS,  ITEM  #23,  LIFE  AND 
ASSOCIATE  MEMBERSHIP  REQUESTS;  LIFE  AND 
ASSOCIATE  MEMBERSHIP  REQUESTS;  REPORT  OF 
THE  UNIVERSITY  OF  NEBRASKA  MEDICAL  CEN- 
TER; REPORT  OF  THE  NMA-MEDICAL  STUDENT 
CHAPTER,  UNMC;  REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC.;  REPORT  OF  THE 
COMMISSION  ON  MEDICAL  EDUCATION;  RE- 
PORT OF  THE  COMMISSION  ON  HOSPITAL  MEDI- 
CAL STAFF;  AND  MINUTES,  BOARD  OF  COUN- 
CILORS 

The  Life  and  Associate  Requests  were  as  follows: 

REQUESTS  FOR  LIFE  MEMBERSHIP 

DAWSON  COUNTY  MEDICAL  SOCIETY 
Rodney  A.  Sitorius,  M.D.,  Cozad 

FIVE  COUNTY  MEDICAL  SOCIETY 
Charles  M.  Coe,  M.D.,  Sioux  City,  IA 

FOUR  COUNTY  MEDICAL  SOCIETY 

Murray  E.  Markley,  M.D.,  Scottsdale,  AZ 


LANCASTER  COUNTY  MEDICAL  SOCIETY 
John  W.  Bengtson,  M.D.,  Lincoln 
Dale  W.  Ebers,  M.D.,  Lincoln 
Samuel  I.  Fuenning,  M.D.,  Lincoln 
Hodson  A.  Hansen,  M.D.,  Lincoln 
Harold  E.  Harvey,  M.D.,  Lincoln 
Thomas  M.  Heiser,  M.D.,  Lincoln 
Harold  R.  Horn,  M.D.,  Lincoln 
Robert  K.  Jones,  M.D.,  Spirit  Lake,  IA 
John  M.  Keller,  M.D.,  Lincoln 
David  L.  Kutsch,  M.D.,  Lincoln 
James  H.  Rickman,  M.D.,  Lincoln 
Roy  F.  Statton,  M.D.,  Lincoln 
Richard  C.  Toren,  M.D.,  Lincoln 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
David  N.  Kettleson,  M.D.,  Crosslake,  MN 
Beverley  T.  Mead,  M.D.,  Omaha 
Gerald  E.  Ries,  M.D.,  Omaha 
Richert  J.  Taylor,  M.D.,  Omaha 
Daniel  L.  Wagner,  M.D.,  Omaha 
Ralph  E.  Woods,  M.D.,  Omaha 

SEWARD  COUNTY  MEDICAL  SOCIETY 
Richard  M.  Pitsch,  Sr.,  M.D.,  Seward 

REQUESTS  FOR  ASSOCIATE  MEMBERSHIP 

BUFFALO  COUNTY  MEDICAL  SOCIETY 
John  H.  Bancroft,  M.D.,  Kearney 

LINCOLN  COUNTY  MEDICAL  SOCIETY 
Bernie  D.  Taylor,  M.D.,  North  Platte 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Clifford  M.  Danneel,  M.D.,  Omaha 
James  F.  Johnson,  M.D.,  Omaha 

SCOTTS  BLUFF  COUNTY  MEDICAL  SOCIETY 
Allan  C.  Landers,  M.D.,  Scottsbluff 

These  reports/items  were  received  without  testi- 
mony. 

RECOMMENDATIONS: 

1.  That  these  reports  and  minutes  be  filed. 

2.  That  the  requests  for  Life  and  Associate  Mem- 
bership be  approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#30,  NOMINATIONS  AND  APPOINTMENTS 

The  Board  of  Directors  presents  this  report  to  the 
House  of  Delegates  for  its  information. 

RECOMMENDATION: 

1.  That  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

Testimony  indicated  that  this  committee  is  in  the 
process  of  being  re-formulated.  Your  reference  com- 
mittee appreciates  the  continuing  service  of  Doctors 
Herb  Reese,  Allen  Dvorak,  and  Ron  Klutman  on  the 
Governor's  Blue  Ribbon  Coalition. 
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RECOMMENDATION: 

1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Dvorak,  a member  of  the  Governor's  Blue  Ribbon 
Coalition,  informed  the  House  that  the  Coalition  has 
been  reorganized  into  two  committees,  the  first  being 
cost  containment  and  the  second  being  state  com- 
pacts. He  urged  the  NMA's  Ad-Hoc  Committee  on 
Health  Policy  Statements  to  initiate  communication 
with  the  state  compact  committee.  The  House  then 
adopted  this  section  of  the  report. 

(6)  REPORT  OF  THE  SCIENTIFIC  SESSIONS  COMMITTEE 

The  Chairholder  of  this  committee  was  present  to 
testify.  Dr.  Helmick  is  stepping  down  and  the  refer- 
ence committee  wishes  to  express  its  appreciation  for 
his  fine  work.  The  Scientific  Sessions  Committee  in- 
vites and  welcomes  input  for  ideas  for  future  educa- 
tional meetings. 

One  issue  suggested  for  consideration  was  an 
educational  session  on  issues  of  interest  and  benefit 
for  women  in  medicine. 

RECOMMENDATION: 

1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(7)  RESOLUTION  #19  - CHEYENNE-KIMBALL-DEUEL 

COUNTY  MEDICAL  SOCIETY  - EXEMPTION  OF 

POL'S  FROM  CLIA  '88 

Resolution  #19  read  as  follows: 

WHEREAS,  Congressman  Bill  Archer,  Chairman  of 
the  House  Ways  and  Means  Committee,  has  intro- 
duced Legislation  (HR1386)  to  exempt  Physicians 
Office  Laboratories  from  the  provisions  of  CLIA  '88, 
and 

WHEREAS,  this  exemption  would  be  of  benefit  to 
many  physicians  offices,  particularly  in  rural  areas,  and 
would  make  it  possible  for  physicians  to  care  for 
patients  in  a more  timely  manner,  and 

WHEREAS,  no  companion  bill  has  been  introduced 
in  the  Senate  regarding  this  issue; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  con- 
tact the  Nebraska  Representatives  encouraging  their 
support  of  the  exemption  of  POL's  from  the  provision 
of  CLIA  '88,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  encour- 
age Nebraska's  Senators  to  introduce  a similar  bill  in 
the  U.S.  Senate  or  to  co-sign  a similar  bill  if  one  is 
already  being  introduced. 

Testimony  reminded  the  committee  that  Congress- 
man Archer's  bill  does  not  apply  to  pap  smears.  Further 
testimony  suggested  that  passage  of  this  legislation 
will  be  challenging.  No  negative  testimony  was  heard 
against  this  resolution. 

RECOMMENDATION: 

1.  That  this  resolution  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(8)  RESOLUTION  #21  - LANCASTER  COUNTY 

MEDICAL  SOCIETY  - DEVELOPMENT  OF 

STATEWIDE  EMERGENCY  MEDICAL 

TRANSPORTATION  SYSTEM 

Resolution  #21  read  as  follows: 

WHEREAS,  prominently  among  the  proposed  rea- 
sons for  changing  the  current  medical  delivery  system 
are  rising  costs  and  inconsistent  availability  of  quality 
health  care,  and 

WHEREAS,  in  a state  with  geographic  characteris- 
tics such  as  Nebraska,  accessible  and  appropriate 
emergency  medical  transportation  will  reduce  the 
critical  delay  to  requisite  medical  services  otherwise 
imposed  by  distance,  and 

WHEREAS,  the  existence  of  multiple,  uncoordi- 
nated providers  of  medical  transportation  services 
creates  increased  expense  and  reduced  quality  through 
duplication  and  through  inadequate  volume  and 
underutilization; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  support  studying  the  develop- 
ment of  a statewide  emergency  medical  transporta- 
tion system,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  work  with  the  Nebraska  Hospital 
Association,  the  Governor's  Blue  Ribbon  Coalition, 
the  State  Department  of  Health,  and  other  interested 
parties  toward  that  end. 

Testimony  indicated  that  centralized  coordination 
could  help  make  emergency  transport  utilization  more 
efficient  and  more  cost  effective  and  that  there  are 
models  in  other  states,  such  as  Maryland,  which  could 
be  studied  for  reference  on  better  serving  Nebraska. 
There  was  no  negative  testimony  against  the  resolu- 
tion to  support  studying  the  issue. 

RECOMMENDATION: 

1.  That  this  resolution  be  adopted 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I would  like  to  thank  the  assistance  of  Doctors 
Raymond  and  Johnson  and  to  those  who  came  to 
testify  before  the  reference  committee,  both  on  the 
first  day  it  met  and  on  the  second. 

Respectfully  submitted, 

James  A.  Fosnaugh,  M.D.,  Chm.,  Lincoln 
Richard  A.  Raymond,  M.D.,  Omaha 
Milton  R.  Johnson,  M.D.,  Scottsbluff 


Reference  Committee  #3 

Reference  Committee  #3  considered  5 reports  and 
6 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #2, 
RESOLUTION  #2  (F94)  AMA  LEADERSHIP  CON- 
FERENCE; REPORT  OF  THE  REPRESENTATIVE  TO 
THE  AMA  LEADERSHIP  CONFERENCE;  AND  RESO- 
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LUTION  #9  - METRO  OMAHA  MEDICAL  SOCIETY 

- AMA  FORMAT  AT  ANNUAL  LEADERSHIP  CON- 
FERENCE 

Resolution  #9  read  as  follows: 

WHEREAS,  the  American  Medical  Association 
moved  the  Leadership  Conference  to  Washington, 
D.C.  in  order  to  give  attendees  access  to  politicians, 
and 

WHEREAS,  the  purpose  of  the  American  Medical 
Association  Leadership  Conference  is  to  provide  lead- 
ership training  and  education  to  future  leaders,  and 

WHEREAS,  the  result  of  meeting  in  Washington, 
D.C.  was  less  emphasis  on  leadership  and  more  on 
politics; 

THEREFORE,  BE  IT  RESOLVED,  that  the  American 
Medical  Association  return  to  the  format  of  more 
education  and  leadership  training  at  the  annual  Lead- 
ership Conference. 

These  items  were  considered  together.  The  Refer- 
ence Committee  heard  testimony  that  the  AMA  Lead- 
ership Conference  had  been  held  in  Washington,  D.C. 
this  year  and  it  was  the  sense  of  the  participants  that 
there  had  been  more  emphasis  on  the  political  issues 
than  on  developing  leadership  issues.  The  report  of 
the  Board  of  Directors  indicated  that  the  date  of  the 
1995  AMA  Leadership  Conference  had  been  changed 
and  it  was  recommended  that  this  report  be  filed.  The 
report  of  the  representative  to  the  AMA  Leadership 
Conference  was  read  and  the  report  indicated  that 
Doctor  Norris  appreciated  the  experience  and  felt 
that  it  was  a worthwhile  conference.  Resolution  #9 
was  reviewed  and  does  address  the  concerns  regard- 
ing the  format  having  less  emphasis  on  leadership  and 
more  on  politics. 

RECOMMENDATIONS: 

1. The  Reference  Committee  recommends  the 
adoption  of  Resolution  #9  as  presented. 

2.  The  Reference  Committee  recommends  the 
other  items  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#15,  RESOLUTION  #17  (F94)  PAYMENT  DENIAL 

EXPLANATION  ON  MEDICARE  BENEFIT  STATE- 
MENTS 

Testimony  was  heard  regarding  this  payment  de- 
nial explanation.  No  follow  up  was  available  in  this 
matter. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  the 
NMA  staff  be  asked  to  follow  up  on  this  matter  with 
the  Medicare  carrier  and  see  if  any  remedial  action 
has  been  instituted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Hartman  inquired  why  NMA  staff  rather  than  the  Ad- 
Hoc  Committee  Re:  Medicare  was  being  asked  to 
follow-up  on  this  matter.  Dr.  Adams  explained  that  this 
was  deemed  to  be  the  most  efficient  way  to  address 


the  issue.  Dr.  Hartman  asked  that  the  recommenda- 
tion be  amended  to  refer  the  matter  to  the  Ad-Hoc 
Committee  Re:  Medicare.  Dr.  Adams  agreed  to  this 
change  and  the  House  then  adopted  this  section  of 
the  report  as  amended. 

(3)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

Doctor  Loschen  was  present  and  reviewed  his 
report.  There  was  no  further  testimony  relative  to  this 
report. 

RECOMMENDATION: 

I.Your  Reference  Committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  RE: 

MEDICARE 

The  report  of  the  Ad-Hoc  Committee  Re:  Medicare 
was  reviewed  with  Doctor  Collicott.  Two  corrections 
were  identified  in  this  report  namely  under  section  II, 
item  4.  The  word  "and"  should  be  deleted  and  "in"  be 
substituted  and  the  word  "that"  placed  between  "pay- 
ments" and  "were"  so  that  the  line  will  read  "the 
reductions  were  made  in  payments  that  were  so- 
called  overpriced  procedures  in  1987  and  1989  bud- 
get bills. "Under  section  II,  item  D in  the  second 
paragraph  the  second  sentence,  "management"  and 
"budget"  should  begin  with  capital  letters.  Doctor 
Collicott  reported  that  the  five-year  review  is  under- 
way and  that  300  codes  were  being  considered.  The 
practice  expense  review  is  also  underway  and  may 
also  have  an  impact  on  reimbursement.  The  report  of 
the  Committee  contains  a primer  on  Medicare  physi- 
cian payment  and  there  was  discussion  in  the  Commit- 
tee regarding  the  possible  distribution  of  this  to  new 
physicians.  It  was  the  conclusion  of  the  Committee 
that  the  availability  of  this  primer  be  publicized  with 
the  information  that  is  sent  to  new  physicians  on 
beginning  practice  in  the  state. 

RECOMMENDATION: 

I.The  Reference  Committee  recommends  this 
report  be  filed  as  corrected  and  that  the  primer  be 
available  for  publication  as  indicated. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  RESOLUTION  #7  - CHEYENNE-KIMBALL-DEUEL 

COUNTY  MEDICAL  SOCIETY  - MEDICARE  GUIDE- 
LINES FOR  E./M  CODING 

Resolution  #7  read  as  follows: 

WHEREAS,  voluminous  guidelines  for  required 
documentation  for  determining  the  level  of  E/M  ser- 
vice reimbursable  by  Medicare  were  issued  recently 
by  the  local  Medicare  Intermediary  in  response  to 
National  Guidelines,  allegedly  agreed  to  by  the  AMA 
and  HCFA,  and 

WHEREAS,  these  guidelines  require  that  a physi- 
cian document  his  thought  processes  and  reasoning 
to  the  extent  that  a bureaucratic  "bean  counter"  can 
add  up  the  points  to  determine  if  your  patient  record 
qualifies  for  the  reimbursement  level  you  billed  for, 
and 
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WHEREAS,  unless  you  specifically  state  that  you 
reviewed  the  patient's  past  history  and  asked  about 
each  and  every  body  system,  it  is  assumed  that  you 
ignored  them,  and 

WHEREAS,  the  complexity  of  this  system  makes  it 
burdensome  if  not  totally  impractical,  and 

WHEREAS,  excessive  documentation  detracts  from 
the  time  available  for  clinical  evaluation  and  medical 
judgement; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  and 
the  AMA  reconsider  this  E/M  evaluation  process  and 
infuse  some  practicality  in  the  use  of  these  guidelines 
in  medical  practice. 

Resolution  #7  was  reviewed  and  a substantial 
amount  of  testimony  was  heard  regarding  this  matter. 
The  resolution  indicates  that  this  Medicare  guideline 
is  unduly  complex.  Doctor  Cornelius  had  a copy  of 
this  guideline  which  was  reviewed  by  the  Committee. 
This  is  a guideline  published  by  Kansas  Blue  Cross/ 
Blue  Shield,  the  Medicare  carrier. 

The  Reference  Committee  recommends  the  resolu- 
tion be  amended  to  read  as  follows: 

WHEREAS,  evaluation  and  management  codes 
published  by  Kansas  Blue  Cross/Blue  Shield  for 
required  documentation  for  determining  the  level 
of  E/M  service  reimbursable  by  Medicare  were 
issued  recently  by  the  local  Medicare  Intermediary 
in  response  to  National  Guidelines,  allegedly  agreed 
by  the  AMA  and  HCFA,  and 

WHEREAS,  these  guidelines  require  that  a phy- 
sician document  his  thought  processes  and  reason- 
ing to  the  extent  that  a bureaucratic  "bean  counter" 
can  add  up  the  points  to  determine  if  your  patient 
record  qualifies  for  the  reimbursement  level  you 
billed  for,  and 

WHEREAS,  unless  you  specifically  state  that  you 
reviewed  the  patient's  past  history  and  asked  about 
each  and  every  body  system,  it  is  assumed  that  you 
ignored  them,  and 

WHEREAS,  the  complexity  of  this  system  makes 
it  burdensome  if  not  totally  impractical,  and 

WHEREAS,  excessive  documentation  detracts 
from  the  time  available  for  clinical  evaluation  and 
medical  judgement; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
and  the  AMA  oppose  current  E/M  coding  guide- 
lines on  the  basis  that  they  pose  an  unreasonable 
burden  to  the  practicing  physician  and, 

BE  IT  FURTHER  IT  RESOLVED,  that  the  NMA 
delegation  formulate  a resolution  for  the  AMA 
House  of  Delegates  1995  June  meeting  requesting 
the  AMA  re-evaluate  the  current  E/M  coding  guide- 
lines and  work  with  HCFA  in  their  reformulation, 
and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  Ad- 
Hoc  Committee  Re:  Medicare  express  to  the  car- 
rier our  concerns  regarding  the  cumbersome  na- 
ture of  the  E/M  guidelines  and  work  toward  more 
practical  documentation  requirements. 


RECOMMENDATION: 

1 . The  Reference  Committee  recommends  Resolu- 
tion #7  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Hartman,  as  Co-Chair  of  the  Kansas  Blue  Cross/Blue 
Shield  Medicare  Carrier  Advisory  Committee,  informed 
the  House  that  the  carrier  is  very  serious  about  this 
issue.  He  suggested  that  the  resolution  be  amended  to 
include  a fourth  resolved:  "BE  IT  FURTHER  RESOLVED, 
that  this  resolution  be  referred  to  the  state  Medicare 
Carrier  Advisory  Committee."  Dr.  Adams  agreed  to 
this  change.  Dr.  Krynn  Buckley  asked  that  in  the 
second  "WHEREAS",  the  statement  be  made  gender 
neutral  by  making  it  "his/her".  Dr.  Adams  agreed  to  this 
change.  Drs.  Cornelius  and  Gangahar,  while  acknowl- 
edging that  it  may  be  difficult  to  change  these  guide- 
lines, felt  that  the  Association  should  at  least  attempt 
to  do  so.  Following  this  discussion,  the  House  adopted 
this  section  of  the  report  as  amended.  The  resolution, 
as  amended  and  adopted,  reads  as  follows: 

WHEREAS,  evaluation  and  management  codes 
published  by  Kansas  Blue  Cross/Blue  Shield  for  re- 
quired documentation  for  determining  the  level  of  E/ 
M service  reimbursable  by  Medicare  were  issued 
recently  by  the  local  Medicare  Intermediary  in  re- 
sponse to  National  Guidelines,  allegedly  agreed  to  by 
the  AMA  and  HCFA,  and 

WHEREAS,  these  guidelines  require  that  a physi- 
cian document  his/her  thought  processes  and  reason- 
ing to  the  extent  that  a bureaucratic  "bean  counter" 
can  add  up  the  points  to  determine  if  your  patient 
record  qualifies  for  the  reimbursement  level  you  billed 
for,  and 

WHEREAS,  unless  you  specifically  state  that  you 
reviewed  the  patient's  past  history  and  asked  about 
each  and  every  body  system,  it  is  assumed  that  you 
ignored  them,  and 

WHEREAS,  the  complexity  of  this  system  makes  it 
burdensome  if  not  totally  impractical,  and 

WHEREAS,  excessive  documentation  detracts  from 
the  time  available  for  clinical  evaluation  and  medical 
judgement; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  and 
the  AMA  oppose  current  E/M  coding  guidelines  on 
the  basis  that  they  pose  an  unreasonable  burden  to 
the  practicing  physician,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  delega- 
tion formulate  a resolution  for  the  AMA  House  of 
Delegates  1995  June  meeting  requesting  the  AMA  re- 
evaluate the  current  E/M  coding  guidelines  and  work 
with  HCFA  in  their  reformulation,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  Ad-Hoc 
Committee  Re:  Medicare  express  to  the  carrier  our 
concerns  regarding  the  cumbersome  nature  of  the  E/M 
guidelines  and  work  toward  more  practical  documen- 
tation requirements,  and 

BE  IT  FURTHER  RESOLVED,  that  this  resolution  be 
referred  to  the  state  Medicare  Carrier  Advisory  Com- 
mittee. 

(6)  RESOLUTION  #1  - WARREN  G.  BOSLEY,  M.D.  - 
DELEGATE  STATUS  FOR  FORMER  AMA  DELEGATES 
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AND  ALTERNATE  DELEGATES  AND  FOR  FORMER 
MEMBERS  OF  THE  AMA  BOARD  OF  TRUSTEES  AND 
AMA  COUNCILS 

Resolution  #1  read  as  follows: 

WHEREAS,  the  knowledge  and  experience  of  mem- 
bers of  the  Nebraska  Medical  Association  who  have 
served  the  NMA  as  Delegates  and  Alternate  Del- 
egates to  the  AMA  and  of  those  who  have  served  on 
the  Board  of  Trustees  of  the  AMA  and  on  Councils  of 
the  AMA  are  valuable  resources,  and 

WHEREAS,  these  resources  will  continue  to  be 
available  to  the  Nebraska  Medical  Association  if  these 
members  are  given  Delegate  status  in  the  House  of 
Delegates  of  the  NMA; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  recognize  its  past  Delegates  and 
Alternate  Delegates  to  the  American  Medical  Associa- 
tion and  past  members  of  AMA  Board  of  Trustees  and 
Councils  as  permanent  delegates  in  the  NMA  House 
of  Delegates. 

Testimony  was  heard  regarding  this  resolution.  The 
concept  was  felt  to  be  appropriate.  The  Committee 
heard  testimony  that  this  would  require  a bylaws 
change.  It  was  recommended  therefore  that  this  reso- 
lution be  referred  to  the  Board  of  Directors  for  consid- 
eration at  their  strategic  planning  session  this  summer. 
It  was  felt  that  this  item  could  be  considered  as  a part 
of  any  reorganization  undertaken  in  the  future. 

RECOMMENDATION: 

1 . That  the  resolution  be  referred  to  the  Board  of 
Directors  for  consideration  at  its  strategic  planning 
meeting. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  RESOLUTION  #2  - LANCASTER  COUNTY 

MEDICAL  SOCIETY  - STARK  RELIEF  RESOLUTION 

Resolution  #2  read  as  follows: 

WHEREAS,  Stark  II  regulations  have  yet  to  be 
finalized  and  may  not  be  for  an  indefinite  time,  and 

WHEREAS,  the  potential  penalties  for  noncompli- 
ance could  be  huge  and  literally  destroy  a medical 
group  practice,  and 

WHEREAS,  small  physician  groups,  especially  small 
multi-specialty  groups,  are  in  a particularly  uncertain 
position  as  to  what  is  the  correct  way  to  respond  to 
this  new  law,  and 

WHEREAS,  Medicare  carriers  are  sending  out  re- 
quests demanding  evidence  from  physician  groups  of 
how  they  are  going  to  comply  with  this  law,  making 
this  problem  a timely  and  urgent  one,  and 

WHEREAS,  it  never  seemed  the  intent  of  the  origi- 
nal law  to  penalize  small  groups  for  doing  in-office  lab 
and  x-ray  work  within  the  content  of  their  own  group, 
yet  the  final  law  (in  stark  contrast  to  the  original  intent) 
contains  ominous  uncertainties  in  that  area  causing 
even  skilled  attorneys  to  provide  uncertain  and  con- 
flicting advice; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  del- 
egates to  the  AMA  carry  a resolution  to  the  AMA 


Annual  Meeting  in  June  1995  for  the  AMA  to  work 
with  HCFA,  the  Office  of  Inspector  General  and  other 
appropriate  Federal  agencies  to  urgently  develop 
temporary  safe  harbor  guidelines  for  small  group  and 
other  integrated  group  medical  practices  for  compli- 
ance with  Stark  II  laws. 

Testimony  was  heard  regarding  this  resolution. 
Several  corrections  were  suggested  and  are  recom- 
mended. In  the  third  "WHEREAS",  the  word  "small" 
should  be  deleted  where  it  occurs  twice.  In  the  fifth 
"WHEREAS",  the  word  "small"  should  be  deleted  and 
"small  or  large  practices"  should  be  inserted.  In  the  last 
sentence  of  the  "THEREFORE,  BE  IT  RESOLVED,  after 
the  word  "practices"  the  insertion  of  "and  academic 
health  centers"  should  be  made.  The  revised  resolu- 
tion would  then  read  as  follows: 

WHEREAS,  Stark  II  regulations  have  yet  to  be 
finalized  and  may  not  be  for  an  indefinite  time,  and 

WHEREAS,  the  potential  penalties  for  noncom- 
pliance could  be  huge  and  literally  destroy  a medi- 
cal group  practice,  and 

WHEREAS,  physician  groups,  especially  multi- 
specialty groups,  are  in  a particularly  uncertain 
position  as  to  what  is  the  correct  way  to  respond  to 
this  new  law,  and 

WHEREAS,  Medicare  carriers  are  sending  out 
requests  demanding  evidence  from  physician 
groups  of  how  they  are  going  to  comply  with  this 
law,  making  this  problem  a timely  and  urgent  one, 
and 

WHEREAS,  it  never  seemed  the  intent  of  the 
original  law  to  penalize  small  or  large  groups/ 
practices  for  doing  in-office  lab  and  x-ray  work 
within  the  content  of  their  own  group,  yet  the  final 
law  (in  stark  contrast  to  the  original  intent)  contains 
ominous  uncertainties  in  that  area  causing  even 
skilled  attorneys  to  provide  uncertain  and  conflict- 
ing advice; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
delegates  to  the  AMA  carry  a resolution  to  the 
AMA  Annual  Meeting  in  June  1995  for  the  AMA  to 
work  with  HCFA,  the  Office  of  Inspector  General 
and  other  appropriate  Federal  agencies  to  urgently 
develop  temporary  safe  harbor  guidelines  for  small 
group  and  other  integrated  group  medical  prac- 
tices and  academic  health  centers  for  compliance 
with  Stark  II  laws. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  adop- 
tion of  this  resolution  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(8)  RESOLUTION  #5  - METRO  OMAHA  MEDICAL 
SOCIETY  - PRICE  REDUCTION  FOR  PRACTICE 
PARAMETERS  ON  CD-ROM 

Resolution  #5  read  as  follows: 

WHEREAS,  there  is  an  ever  increasing  need  to 
provide  information  for  economical  and  efficient  de- 
livery of  medical  care,  and 

WHEREAS,  the  CD-ROM  version  of  the  AMA  Prac- 
tice Parameters  is  an  extremely  valuable  resource  to 
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provide  background  and  guidance  in  the  formation  of 
good  practice  formats,  and 

WHEREAS,  the  parameters  represent  a national 
consensus  on  the  issues  underlying  high  quality  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  American 
Medical  Association  make  this  excellent  resource 
more  widely  available  by  reducing  the  price  from 
$1 ,000  to  $400  per  CD-ROM  disk  for  members  of  the 
American  Medical  Association  and  its  affiliates. 

This  resolution  was  considered  and  it  was  felt  that 
the  specific  price  should  be  deleted  from  this  resolu- 
tion and  that  the  resolved  be  reworded  to  say,  "THERE- 
FORE, BE  IT  RESOLVED,  that  the  AMA  make  this 
excellent  resource  more  widely  available  by  reducing 
the  price  for  members  of  the  American  Medical  Asso- 
ciation and  its  affiliates." 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  adop- 
tion of  Resolution  #5  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  asked  that  an  additional  recommendation 
directing  the  AMA  delegation  to  take  this  resolution  to 
the  AMA  be  included.  Dr.  Adams  was  agreeable  to  this 
addition.  The  House  then  adopted  this  section  of  the 
report  as  amended. 

(9)  RESOLUTION  #10  - METRO  OMAHA  MEDICAL 

SOCIETY  - COUNTY  OFFICER  FORUM 

Resolution  #10  read  as  follows: 

WHEREAS,  a county  officer  forum  was  implemented 
at  the  AMA  Leadership  Conference,  and 

WHEREAS,  county  officers  were  able  to  identify 
and  interact  with  other  county  officers,  and 

WHEREAS,  this  identification  and  interaction  is 
very  beneficial  in  exchanging  ideas,  problems  and 
solutions; 

THEREFORE,  BE  IT  RESOLVED,  that  the  American 
Medical  Association  continue  to  sponsor  a county 
officer  forum  at  the  American  Medical  Association 
Leadership  Conference,  and 

BE  IT  FURTHER  RESOLVED,  that  the  American 
Medical  Association  implement  a county  officer  fo- 
rum at  both  the  AMA  Interim  and  annual  meetings. 

This  resolution  was  considered  and  testimony  was 
heard  that  this  was  an  excellent  presentation  and  that 
it  should  be  more  widely  available. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  resolution  be  adopted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE.  I wish  to  thank  Doctors  Leslie  Spry  and  Kevin 
Nohner  for  their  valuable  assistance  in  the  work  of  this 
Committee.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Gordon  D.  Adams,  M.D.,  Chm.,  Norfolk 
Leslie  Spry,  M.D.,  Lincoln 
Kevin  D.  Nohner,  M.D.,  Omaha 


Dr.  Meissner  assumed  the  podium. 

Reference  Committee  #4 

Reference  Committee  #4  considered  13  reports 
and  4 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1) REPORT  OFTHE  BOARD  OF  DIRECTORS,  ITEM#1, 
RESOLUTION  #1  (F94)  BYLAWS  AMENDMENT  TO 
ALLOW  V.A.  HOSPITAL  PHYSICIANS  TO  JOIN  ASSO- 
CIATION WITHOUT  VALID  NEBRASKA  LICENSE 

No  testimony  was  heard  on  this  item 
RECOMMENDATION: 

1.  The  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#4,  RESOLUTION  #4  (F94)  STATE  AND  COUNTY 
STRUCTURE  AND  THE  REPORT  OF  THE  COMMIS- 
SION ON  ASSOCIATION  AFFAIRS 

Considerable  testimony  was  heard  regarding  these 
items.  Testimony  was  heard  which  suggested  that  the 
major  motivation  for  restructuring  was  increased 
membership  involvement  in  the  affairs  of  the  Associa- 
tion, particularly  in  Greater  Nebraska.  Considerable 
testimony  was  heard  suggesting  that  there  are  prob- 
lems in  Greater  Nebraska  with  maintaining  member- 
ship interest,  significant  distances  between  popula- 
tion areas,  and  perception  on  the  part  of  not  only 
members  but  also  non-member  physicians  that  the 
organized  medical  association  is  not  doing  anything 
for  them  as  well  as  simply  a change  in  times.  However, 
there  was  very  little  testimony  to  suggest  that  the 
problems  as  discussed  could  be  resolved  by  restruc- 
turing. It  was  reported  that  the  Board  of  Directors  has 
already  begun  an  assessment  of  membership  needs  in 
the  Greater  Nebraska  area  and  a tool  has  apparently 
been  developed.  It  was  reported  that  the  attempt  will 
be  to  distribute  this  through  and  at  the  time  of  hospital 
medical  staff  meetings  so  that  the  return  rate  percent- 
age can  be  high  and  the  turnaround  time  can  be 
prompt.  It  is  anticipated  that  this  survey,  when  com- 
pleted, could  be  available  for  the  Board  long  range 
planning  retreat  which  is  scheduled  for  July.  It  is 
anticipated  that  the  Board  will  have  an  additional 
proposal  concerning  restructuring  prepared  for  the 
September  House  of  Delegates  meeting. 

RECOMMENDATION: 

1.  It  is  your  reference  committee's  recommenda- 
tion that  both  of  these  items  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3JREPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#6,  RESOLUTION  #6  (F94)  QUALITY  ADVOCACY; 
REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#11,  RESOLUTION  #12  (F94)  NATIONAL  COM- 
MITTEE FOR  QUALITY  ASSURANCE 

No  testimony  was  heard  on  these  items. 
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RECOMMENDATION: 

1.  It  is  the  reference  committee's  recommendation 
that  both  of  these  items  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#18,  MEDICAL  DISCIPLINARY  CASE  INSURANCE 
COVERAGE  AND  REPORT  OF  THE  AD-HOC  COM- 
MITTEE ON  PROFESSIONAL  LIABILITY 

It  was  reported  by  the  Ad-Hoc  Committee  on 
Professional  Liability  that  St.  Paul  is  at  the  present  time 
working  on  a policy  for  insurance  for  disciplinary 
action  to  cover  legal  expense  and  will  shortly  submit 
it  to  the  NMA  for  its  evaluation.  Additionally,  it  was 
noted  in  the  report  of  the  Ad-Hoc  Committee  on 
Professional  Liability  that  the  Nebraska  frequency  of 
malpractice  claims  is  approximately  10%  lower  than 
the  national  average  and  is  below  the  national  aver- 
age on  severity  of  claims.  Nebraska  continues  to  be 
one  of  the  states  with  the  lowest  premium  with  the  St. 
Paul  Insurance  Company 

RECOMMENDATIONS: 

1 . It  is  the  reference  committee's  recommendation 
that  the  Report  of  the  Board  of  Directors,  Item  #18, 
Medical  Disciplinary  Insurance  Coverage,  be  filed. 

2.  It  is  recommended  that  the  report  of  the  Ad-Hoc 
Committee  on  Professional  Liability  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Hartman  moved  that  the  Ad-Hoc  Committee  on  Pro- 
fessional Liability  be  asked  to  look  into  the  possibility 
of  a surcharge  reduction  in  the  liability  surtax.  Dr. 
Meissner,  as  a point  of  information,  stated  that  when 
the  fund  was  first  established,  the  surcharge  was  50%, 
and  in  1 995  it  is  down  to  1 5%.  Mr.  Schellpeper  stated 
that  it  can  drop  to  0%.  In  light  of  this  information,  Dr. 
Hartman  withdrew  his  motion.  Dr.  Cornelius,  noting 
that  the  initial  goal  of  the  Legislature  was  to  have  a $5 
million  pool  and  that  the  pool  is  now  over  10  times 
that  amount,  asked  that  the  Board  look  into  this  matter 
and  make  a suggestion  to  the  State  Insurance  Com- 
missioner. Dr.  Meissner  deemed  this  request  appro- 
priate and  the  House  then  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#21,  ANNUAL  AUDIT  AND  THE  ANNUAL  AUDIT 

These  reports  were  both  reviewed  with  the  Trea- 
surer and  with  Mr.  Schellpeper  of  the  NMA. 

RECOMMENDATION: 

1 . It  is  recommended  that  these  items  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#22,  MEMBERSHIP  AND  RESOLUTION  #13  - METRO 
OMAHA  MEDICAL  SOCIETY  - NMA  MEMBERSHIP 
RECRUITING 

Resolution  #13  read  as  follows: 


WHEREAS,  membership  is  of  ultimate  importance 
for  the  survival  of  any  association,  and 

WHEREAS,  county  and  state  dues  are  unified,  and 

WHEREAS,  at  this  time  the  bulk  of  membership 
recruitment  is  done  and  financed  at  the  county  level, 
and 

WHEREAS,  since  state  dues  have  increased  it  has 
become  increasingly  difficult  to  maintain  member- 
ship; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  plan  and  implement  an  ongoing 
membership  recruitment  and  retention  plan. 

Considerable  discussion  was  heard  in  support  of 
Resolution  #1  3 and  no  negative  testimony  was  heard. 
During  the  discussion,  it  was  reported  by  a member  of 
the  Board  that  the  Board  had  already  initiated  a pilot 
project  in  Buffalo  County  to  hopefully  increase  mem- 
bership and  possibly  increase  membership  retention. 
It  was  noted  that  the  intent  of  the  resolution  was 
probably  already  being  undertaken  by  the  Board  of 
Directors. 

RECOMMENDATIONS: 

1 . The  committee  recommend  that  Resolution  #13 
be  adopted. 

2.  The  committee  recommends  that  the  Report  of 
the  Board  of  Directors,  Item  #22,  Membership,  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Discussion  ensued  regarding  the  need  for  the  devel- 
opment of  a membership  recruitment  and  retention 
campaign  to  be  utilized  not  only  outstate  but  also  in 
Omaha  and  Lincoln.  Dr.  Gregorius  acknowledged 
that  many  physicians  are  becoming  disillusioned  with 
organized  medicine.  Those  who  aren't  involved  in 
organized  medicine  don't  realize  what  organized 
medicine  has  done  and  is  doing  on  their  behalf.  He 
stressed  the  importance  of  distributing  this  type  of 
information  to  not  only  members  but  also  to  non- 
members. The  House  then  adopted  this  section  of  the 
report. 

(7) REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#27,  LONG  RANGE  PLANNING 

Testimony  about  this  item  revealed  that  the  Board 
has  a retreat  scheduled  which  will  consist  of  current 
Board  members  and  those  to  be  elected  at  this  session 
as  well  as  the  AMA  Delegates  on  the  8th  of  July.  This 
is  billed  as  a strategic  planning  session  and  one  of  the 
items  to  be  discussed  at  this  retreat  will  be  the 
proposed  restructuring.  It  is  anticipated  that  this  re- 
port will  be  available  to  the  House  at  its  September 
meeting. 

RECOMMENDATION: 

1.  We  recommend  that  the  Report  of  Directors, 
Item  #27,  Long  Range  Planning,  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(8JREPORT  OF  THE  AD-HOC  COMMITTEE  ON 

HEALTH  CARE  INSURANCE  AND  MEDICAL 

DELIVERY  SYSTEMS 
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It  was  noted  that  this  committee  had  a successful 
negotiation  with  Nebraska  Blue  Cross/Blue  Shield 
regarding  a proposed  change  in  a lab  reimbursement 
mechanism.  It  was  also  noted  that  the  committee  felt 
that  one  of  its  major  functions  was  to  serve  as  a 
repository  for  member  concerns  with  third  party  payors. 

RECOMMENDATIONS: 

1.  The  reference  committee  recommends  that  the 
Ad-Hoc  Committee  function  continue  either  as  a 
separate  Ad-Hoc  Committee  or  as  part  of  another 
committee  or  commission. 

2.  The  reference  committee  recommends  that  the 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  REPORT  OF  THE  NE  PHYSICIAN  ORGANIZATION 

ADVISORY  GROUP 

The  only  testimony  we  heard  on  this  issue  was  from 
a member  of  the  Board  of  Directors  who  felt  that  the 
advisory  group  should  continue  as  it  offered  a forum 
for  exchange  of  information  between  physicians  and 
different  physician  organizations  and  physician-hospi- 
tal organizations.  It  was  felt  that  this  is  necessary 
communication. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(10)  RESOLUTION  #11  - METRO  OMAHA  MEDICAL 
SOCIETY  - MEDICATION  REFILLS  UNDER  MAN- 
AGED CARE 

Resolution  #11  read  as  follows: 

WHEREAS,  patients  requiring  medication  as  hor- 
mone reolacement  or  birth  control  pills  receive  a 
prescription  for  a year's  supply  of  the  medication,  and 

WHEREAS,  quite  often  at  some  point  during  the 
years,  physicians  receive  a request  from  the  patient  for 
a rewrite  of  the  prescription  or  new  copies  of  the 
prescription  to  be  mailed  to  a mail  order  pharmacy, 
and 

WHEREAS,  there  are  times  a patient  requests  two 
copies  of  the  same  prescription:  one  to  be  filled  locally 
and  one  to  be  mailed  to  a mail  order  pharmacy,  and 

WHEREAS,  when  a patient  calls  in  at  a later  date 
and  requests  a new  prescription,  a substantial  amount 
of  office  time  and  expense  is  involved  in  the  fulfillment 
of  the  request  from  the  nurse  taking  the  phone  call, 
pulling  the  records,  writing  the  prescription  to  com- 
municating back  to  the  patient,  and 

WHEREAS,  managed  care  plans  have  created  in- 
centives which  encourage  enrollees  to  use  non-tradi- 
tional  sources  to  receive  prescription  drugs,  including 
mail  order  pharmacies,  and 

WHEREAS,  physicians  are  spending  more  of  their 
own  time  and  their  office  resources  to  meet  those 
additional  needs; 


THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  meet  with  representatives  of  the 
State  Pharmacy  Association  and/or  managed  care 
plans  to  consider  ways  in  which  the  reduplication  of 
efforts  can  be  minimized. 

Considerable  testimony  was  heard  on  Resolution 
#11.  As  the  testimony  unfolded,  it  seemed  that  the 
primary  problem  were  decisions  by  managed  care 
organizations  to  allow  for  a specific  time  frame  for  a 
prescription  even  though  the  prescription  might  be 
intended  by  the  prescribing  physician  to  be  ongoing 
such  as  birth  control  pills,  hormones  or  certain  heart 
medications,  etc.  However,  because  of  policies  within 
managed  care  organizations,  the  pharmacies  will  call 
the  physicians'  offices  for  new  prescriptions  quite 
frequently,  as  often  as  every  30  days,  so  certainly  the 
preponderance  of  testimony  felt  that  the  issue  needed 
to  resolved.  There  seemed  to  be  some  confusion  as  to 
how  best  to  approach  this  problem,  therefore  the 
reference  committee  makes  the  following  recommen- 
dation. 

RECOMMENDATION: 

1.  That  the  resolved  portion  of  the  resolution  be 
amended  to  read: 

THEREFORE,  BE  IT  RESOLVED,  that  this  issue  be 

referred  to  the  Ad-Hoc  Committee  on  Health  Care 

Insurance  and  Medical  Delivery  Systems  for  their 

investigation  and  action." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(11)  RESOLUTION  #14  - METRO  OMAHA  MEDICAL 
SOCIETY  - NMA  NOMINATING  COMMITTEE 

Resolution  #14  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  re- 
quests component  societies  to  name  a physician  to 
serve  on  the  Nominating  Committee,  and 

WHEREAS,  the  NMA  Nominating  Committee  rou- 
tinely meets  on  Friday  afternoon  at  4:00  p.m.  and 
again  on  Saturday  morning  at  7:30  a.m.,  and 

WHEREAS,  it  is  becoming  increasingly  difficult  for 
county  societies  to  find  a physician  to  serve  on  the 
nominating  committee  because  of  the  unfriendly  time 
structure; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  Nominating  Committee  either 
not  hold  a Saturday  morning  session  or  start  the 
session  later  in  the  day  to  accommodate  physicians 
serving  on  the  Nominating  Committee. 

Testimony  was  heard  on  the  reasons  that  the 
Nominating  Committee  meets  at  the  times  it  does. 
The  bylaws  state  that  the  Nominating  Committee 
meetings  not  interfere  with  the  scientific  session, 
therefore  it  is  difficult  to  find  times  for  it  to  meet.  There 
was  no  disagreeing  testimony  that  the  second  meet- 
ing of  the  Nominating  Committee  was  at  an  inconve- 
nient time  for  all  involved.  No  one  could  enumerate  a 
reason  that  the  Nominating  Committee  needed  to 
meet  two  times. 

Your  reference  committee  recommends  that  the 
Resolution  #14  be  amended  to  read  as  follows: 
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"THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  Nominating  Committee  meet 
one  time  only  in  association  with  the  First  Session 
and  this  item  be  referred  to  the  Commission  on 
Association  Affairs  to  develop  the  appropriate  Ar- 
ticle/Bylaw amendment  to  accomplish  this  revi- 
sion." 

RECOMMENDATION: 

1.  The  reference  committee  moves  adoption  of 
the  amended  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius,  as  a point  of  information,  stated  that  the 
Nominating  Committee  had  been  structured  to  meet 
twice  in  order  to  allow  those  individuals  unable  to 
attend  the  first  session  of  the  Nominating  Committee 
to  have  an  opportunity  to  attend  at  another  time.  He 
questioned  the  wisdom  of  eliminating  the  second 
session  of  the  Nominating  Committee.  As  an  editorial 
aside,  Dr.  Meissner  noted  that  many  national  organi- 
zations are  changing  their  election  processes,  for 
example,  allowing  proxies  to  be  delivered  to  the 
Nominating  Committee.  Dr.  Fosnaugh  thanked  Dr. 
Cornelius  for  his  historical  insight  and  urged  that  the 
Commission  on  Association  Affairs,  when  considering 
this  issue,  allow  the  chairman  of  the  Nominating 
Committee  the  flexibility  to  call  additional  sessions  if 
necessary.  Dr.  Zweiback  suggested  that  the  two  ses- 
sions be  held  on  Friday,  with  the  first  session  meeting 
prior  to  the  House  of  Delegates.  Dr.  Meissner  pointed 
out  that  under  the  current  process,  selection  of  the 
Nominating  Committee  does  not  occur  until  the  First 
Session  of  the  House,  making  this  suggestion  unfea- 
sible unless  the  selection  process  for  the  committee  is 
also  changed.  Dr.  Cornelius,  as  a point  of  order,  asked 
for  permission  to  change  the  reference  committee 
recommendation  to  referral  of  Resolution  #14  to  the 
Board  of  Directors  for  assignment  to  the  appropriate 
committee  with  report  back  at  the  Fall  Session.  Dr. 
Retelsdorf  agreed  to  this  change.  The  House  then 
adopted  this  section  of  the  report  as  amended. 

(12)  RESOLUTION  #16  - METRO  OMAHA  MEDICAL 
SOCIETY  - SILENT  PPOs 

Resolution  #16  read  as  follows: 

WHEREAS,  the  AMA  News  has  had  several  articles 
recently  about  Silent  PPOs,  and 

WHEREAS,  some  Nebraska  medical  health  insurers 
may  be  administering  services  for  multiple  other  pro- 
viders, both  HMOs  and  PPOs,  and 

WHEREAS,  physicians  and  hospitals  are  not  pro- 
vided reimbursement  information  for  all  of  those  other 
HMOs  and  PPOs; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  evaluate  these  problems,  help 
members  define  these  organizations  and  assist  mem- 
bers in  dealing  with  these  problems. 

Testimony  on  this  issue  centered  primarily  around 
some  articles  that  have  appeared  in  the  AMNews.  A 
silent  PPO  is  not  truly  a PPO  but  a mechanism  through 
which  payors  resubmit  bills  to  providers  with  at  least 
an  implied  misrepresentation  which  enable  the  payor 
to  take  discounts  to  which  they  are  not  entitled.  This 


happens  many  times  each  day  according  to  the 
AMNews.  It  was  pointed  out  that  both  physicians  and 
hospitals  are  subjected  to  this  scam.  It  was  noted  that 
the  hospital  or  physician  can  prevent  the  silent  PPO 
from  operating  by  comparing  the  payor  explanation  of 
benefits  with  its  verification  of  the  patient's  coverage, 
however,  this  would  have  to  be  done  on  absolutely 
every  claim  and  those  costs  can  be  prohibitive.  Be- 
cause of  the  potential  impact  of  this,  the  reference 
committee  felt  that  it  was  a significant  issue,  however, 
they  recommend  a modification  of  the  resolved  por- 
tion of  the  resolution  and  recommend  that  it  read  as 
follows: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 

Medical  Association  evaluate  these  problems,  help 

members  define  these  issues  and  educate  our 

members  in  how  to  deal  with  them." 

RECOMMENDATION: 

1.  The  reference  committee  recommends  adop- 
tion of  the  amended  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Retelsdorf  referred  the  House  to  a handout  on  silent 
PPOs  which  had  been  distributed  that  morning.  Dr. 
Gregorius  queried  whether  such  activity  constituted 
insurance  fraud  which  should  be  reported  to  the 
Department  of  Insurance.  Dr.  Retelsdorf  stated  that 
there  is  some  question  as  to  whether  this  activity  is 
fraudulent  or  merely  misrepresentation.  Dr.  Eilts  sug- 
gested a class  action  suit  by  patients  as  possible 
recourse  against  this  practice.  Dr.  Meissner  stated  that 
the  main  problem  is  that  providers  are  unaware  what 
fees  they  should  be  collecting. 

Dr.  Cornelius  pointed  out  that  every  insurance 
company  is  required  to  respond  to  letters  of  inquiry 
submitted  by  patients  to  the  Department  of  Insurance 
and  suggested  that  physicians  encourage  their  pa- 
tients to  write  letters.  There  was  a difference  of 
opinion  about  the  willingness  of  patients  to  assist  in 
this  manner.  The  House  then  adopted  this  section  of 
the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Mr.  Speaker,  I would  like  to  recognize  the  contribu- 
tions of  Drs.  Krynn  K.  Buckley  and  Ronald  Asher  as 
members  of  Reference  Committee  #4  and  thank  them 
for  their  efforts. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Chm.,  Omaha 
Krynn  K.  Buckley,  M.D.,  Lincoln 
Ronald  L.  Asher,  M.D.,  North  Platte 

Dr.  Meissner  asked  NMA  lobbyist,  David  Buntain, 
to  explain  the  NMA's  position  regarding  LB  414.  Mr. 
Buntain  stated  that  amendments  were  offered  to  the 
bill  to  make  it  more  tenable  and  although  Senator  Day, 
the  bill's  sponsor,  had  cornered  the  Academy's  lobby- 
ist and  secured  his  promise  not  to  further  oppose  the 
bill,  he  had  never  made  such  a commitment.  He 
informed  the  House  that  there  has  been  no  compro- 
mise and  that  there  is  a great  deal  of  momentum 
behind  LB  414.  He  also  informed  the  House  that  the 
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perception  of  sexism  in  health  care  has  become  an 
issue  with  female  senators. 

Reference  Committee  #5 

Reference  Committee  #1  considered  13  reports 
and  2 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1 )  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#5,  RESOLUTION  #5  (F94)  PATIENT  PROTECTION 
ACT 

This  legislation  was  introduced  in  the  1995  session 
of  the  Nebraska  Legislature.  No  significant  testimony 
was  heard  in  reference  to  this  item. 

RECOMMENDATION: 

1 . The  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#8,  RESOLUTION  #9  (F94)  PATIENT  FREEDOM  OF 
CHOICE 

No  testimony  was  presented  on  this  item. 
RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#9,  RESOLUTION  #10  (F94)  PATIENT  PROTEC- 
TION ACT 

No  testimony  was  heard  in  reference  to  this  item. 
RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#10,  RESOLUTION  #1 1 (F94)  QUALITY  ASSURANCE 

The  Board  has  initiated  a study  with  input  from  the 
AMA  about  how  this  matter  is  handled  in  other  states. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1 2,  RESOLUTION  #14  (F94)  WILLING  PROVIDER 

This  resolution  was  referred  to  the  AMA  Board  of 
Trustees  by  the  AMA  House  of  Delegates  for  report 
back  to  the  AMA  House  in  June,  1995. 


RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  As  a 
point  of  information,  Dr.  Cornelius  inquired  as  to  the 
status  of  LB  405.  Mr.  Buntain  stated  that  LB  405  was 
amended  into  LB  406,  the  Department  of  Health's 
clean-up  bill,  and  is  awaiting  final  reading.  Dr.  Klutman, 
as  a point  of  clarification,  asked  what  item  of  the 
report  was  being  discussed.  Dr.  Meissner  explained 
that  Dr.  Cornelius'  comments  actually  applied  to  Item 
6.  The  House  then  adopted  this  section  of  the  report. 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #13, 

RESOLUTION  #15  (F94)  LIMITED  X-RAY  SYSTEM  OP- 
ERATOR EDICT 

Testimony  was  heard  that  in  LB  405  no  specific  test 
is  defined,  but  it  is  expected  that  a limited  scope 
operator  test  used  in  other  states  will  be  utilized. 
Other  comments  were  made  to  the  effect  that  there 
appears  to  be  greater  interest  in  compiling  a course 
for  limited  scope  operators  in  the  state.  Testimony  was 
also  heard  suggesting  that  the  Nebraska  Medical 
Association  would  be  an  appropriate  clearing  house 
for  reporting  on  and  compiling  pass/fail  numbers  on 
the  techs  taking  the  test. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Klutman  requested  that  the  NMA's  Radiation  Safety 
Working  Group  not  be  sunset  but  remain  viable  for  a 
couple  more  years  until  it  can  be  determined  whether 
the  course  is  meeting  its  objectives.  Dr.  Loschen 
stated  that  the  Working  Group  could  be  reconvened 
at  any  time.  The  House  then  adopted  this  section  of 
the  report. 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #1  9, 

SUBPOENAS  FOR  MEDICAL  RECORDS 

Testimony  was  heard  that  an  interdisciplinary  com- 
mittee of  attorneys  and  physicians  has  been  proposed 
to  deal  with  this  matter,  and  also  Sandra  Johnson  of 
Omaha  was  suggested  as  a resource  to  that  proposed 
committee. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #29, 

EXPANSION  OF  CHIROPRACTIC  SCOPE  OF 

PRACTICE 

No  testimony  was  heard  in  reference  to  this  item. 
RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
item  be  referred  to  the  Board  for  action. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(9)  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN 

MEDICINE  & SURGERY 

Testimony  was  heard  that  the  Board  of  Examiners 
has  heard  questions  regarding  the  obligations  of  self 
reporting. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Shiffermiller,  Chairman  of  the  Board  of  Examiners  in 
Medicine  and  Surgery,  rose  and  offered  to  answer  any 
questions  the  House  may  have.  Dr.  Wilkinson  asked 
for  clarification  as  to  what  a physician  is  required  to 
report.  Dr.  Shiffermiller  stated  that  interdisciplinary 
reporting  requires  a physician  to  report  anything  that 
would  fall  under  the  statutes.  Reporting  between 
disciplines  is  mandatory  in  cases  of  impairment  or 
gross  incompetence.  Dr.  Dvorak  asked  for  a review  of 
the  process  utilized  by  the  board  once  a complaint  is 
received.  Dr.  Shiffermiller  explained  that  when  a com- 
plaint is  received,  a committee  comprised  of  one 
member  of  the  board,  one  member  from  the  Attorney 
General's  office  and  one  member  from  the  investiga- 
tive branch  of  the  Department  of  Health,  screen  the 
complaint  and  decide  what  to  investigate.  After  the 
investigation  is  completed,  the  Board  of  Examiners 
decides  whether  a sanctionable  offense  has  occurred. 
If  a sanctionable  offense  has  occurred,  the  Attorney 
General's  office  is  notified  and  is  given  a recommen- 
dation as  to  how  the  situation  might  be  rectified.  The 
Attorney  General's  office  then  makes  its  own  determi- 
nation and  may  or  may  not  follow  the  Board's  recom- 
mendation. The  final  arbiter  is  the  Director  of  the 
Department  of  Health.  Information  regarding  the  com- 
plaint becomes  common  knowledge  once  a petition 
is  filed  by  the  Attorney  General's  office.  The  practitio- 
ner involved  is  notified  of  the  complaint  when  it  is 
received  and  is  provided  an  opportunity  to  meet  face 
to  face  with  the  Board.  Following  this  explanation,  the 
House  adopted  this  section  of  the  report. 

(10)  REPORT  OF  STATE  DEPARTMENT  OF  HEALTH 

David  Schor,  M.D.  was  present  for  comments  and 
questions. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  the 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(11)  REPORT  OF  AD-HOC  COMMITTEE  ON  AMBU- 
LATORY SURGICAL  CENTER  REGULATIONS 

Mr.  Fred  Wright  of  the  Nebraska  Department  of 
Health  was  present  for  questions  and  comments.  Mr. 
Wright  was  responsible  for  the  content  of  the  regula- 
tions. It  was  noted  that  physicians'  offices  do  not  meet 
the  criteria  of  an  ambulatory  surgical  center  and  they 


are  therefore  exempted  from  the  regulations.  The 
Committee  further  noted  that  the  requirements  for 
credentialing  of  physicians  involved  in  ambulatory 
surgery  centers  was  not  unreasonable. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
O'Leary,  director  of  the  only  free  standing  ambulatory 
surgical  center  in  Omaha,  rose  in  opposition  to  the 
proposed  regulations.  He  argued  that  the  proposed 
regulations  would  restrict  the  performance  of  proce- 
dures currently  being  done  and  would  have  a chilling 
affect  on  those  procedures  which  could  be  performed 
in  the  future.  Dr.  Meissner  reminded  Dr.  O'Leary  that 
they  had  spoken  regarding  this  issue  and  that  Dr. 
O'Leary's  office  had  provided  information  to  the  com- 
mittee. Dr.  O'Leary  moved  that  the  current  state  of 
ambulatory  surgical  centers  be  investigated  prior  to 
House  approval  of  the  regulations.  Dr.  Fosnaugh,  as  a 
point  of  order,  moved  that  the  report  be  referred  back 
to  the  Board  and  the  committee  for  further  study  and 
reconsideration.  This  motion  was  seconded.  The  House 
then  adopted  this  section  of  the  report  as  amended. 

(12)  REPORT  OF  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AFFAIRS 

Testimony  was  heard  on  current  bills  under  consid- 
eration, bills  already  acted  on,  and  bills  to  be  held  over 
until  1996. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(13)  REPORT  OF  NMA  RADIATION  SAFETY 
WORKING  GROUP 

Comments  regarding  this  report  were  concerned 
again  with  the  NMA's  "qualified  support"  of  LB  405. 
The  Committee  wishes  to  commend  Doctor  Loschen 
for  his  persistence  in  representing  our  profession  and 
our  patients  in  resolving  this  issue. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(14)  RESOLUTION  #6  - METRO  OMAHA  MEDICAL 
SOCIETY  - GOOD  SAMARITAN  HIV  TESTING 

Resolution  #6  read  as  follows: 

WHEREAS,  HIV/Communicable  diseases  are  a 
major  health  concern  and  increasing  in  frequency  in 
today's  society,  and 

WHEREAS,  good  Samaritans  encountering  traffic 
accidents  or  other  serious  injuries  may  not  have 
appropriate  equipment  or  materials  necessary  for 
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universal  precautions,  especially  outside  of  the  hospi- 
tal environment,  and 

WHEREAS,  contact  with  blood  products  by  a good 
Samaritan  can  be  extremely  psychologically  disturb- 
ing causing  unintended  stress  that  can  be  potentially 
alleviated  by  today's  technological  advances  in  test- 
ing, and 

WHEREAS,  this  stress  could  be  avoided  if  the  good 
Samaritan  had  knowledge  of  the  victim's  HIV  status, 
and 

WHEREAS,  the  Department  of  Health  has  legis- 
lated HIV  testing  results  be  shared  with  emergency 
medical  personnel,  law  enforcement  officers,  fire  and 
rescue  volunteers,  and 

WHEREAS,  the  Department  of  Health  does  not 
allow  good  Samaritans,  including  health  profession- 
als, to  receive  this  information; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  Board  of  Directors  discuss  with 
the  Department  of  Health  the  releasing  of  HIV/com- 
municable disease  test  results  of  trauma  victims  when 
blood  exposure  occurs  with  good  Samaritans,  when 
just  cause  and  concern  is  evident. 

Testimony  was  heard  from  the  author  of  this  reso- 
lution. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  adop- 
tion of  this  resolution 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(15)  RESOLUTION  #15  - METRO  OMAHA  MEDICAL 
SOCIETY  - PHYSICIAN  & SPOUSE  PARTICIPATION 
IN  GRASS  ROOT  CAMPAIGNS  THROUGHOUT 
THE  STATE 

Resolution  #15  read  as  follows: 

WHEREAS,  the  practice  of  medicine  is  becoming 
increasingly  "politicized",  and 

WHEREAS,  an  increasing  number  of  bills  before  the 
State  Legislature  directly  impact  the  practice  of  medi- 
cine, and 

WHEREAS,  the  effectiveness  of  "hired  guns  and 
lobbyist"  appear  to  be  diminished,  and 

WHEREAS,  the  effectiveness  of  grass  roots  involve- 
ment in  the  legislative  process  appears  to  be  increas- 
ingly effective; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  encourage  and  abet  physician 
and  physician's  spouse  participation  in  grass  roots 
campaigns  throughout  the  state. 

The  Committee  wholeheartedly  agreed  with  the 
intent  of  this  resolution. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  resolution  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #5  AS  A 
WHOLE.  Dr.  Wilkinson  expressed  his  appreciation  to 
Drs.  Reed  and  Eilts  for  their  able  assistance  on  Refer- 
ence Committee  #5.  This  was  seconded.  Dr.  Buckley 
informed  the  House  that  she  and  Dr.  Gangahar  would 
contact  the  female  senators  to  make  clear  that  LB  41  4 
is  not  an  issue  of  gender.  Dr.  Klutman  requested  input 
from  the  membership  to  the  Governor's  Blue  Ribbon 
Coalition  committees  that  he  is  chairing  and  stated 
that  the  committee  on  the  uninsured  is  seeking  an 
additional  member  who  is  a pediatrician  from  Lincoln. 
Following  these  comments,  the  House  adopted  the 
report  of  Reference  Committee  #5  as  a whole. 

Respectfully  submitted, 

Chris  E.  Wilkinson,  M.D.,  Chm.,  Kearney 
John  L.  Reed,  M.D.,  Lincoln 
Susanne  E.  Eilts,  M.D.,  Omaha 


Reference  Committee  #6 

Reference  Committee  #6  considered  7 reports  and 
3 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 
RESOLUTION  #16  (F94)  NMA  ENDORSEMENT 

OF  THE  COMMISSION  ON  OFFICE  LABORATORY 
ACCREDITATION  (COLA) 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  Committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #16, 
RESOLUTION  #18  (F94)  AIDS  TREATMENT  AND 

REIMBURSEMENT  PLAN 

This  item  was  reviewed.  The  NMA  Task  Force  on 
AIDS  has  considered  this  resolution  and  is  recom- 
mending that  the  preferable  approach  is  to  provide  a 
network  of  physicians  available  as  resources  either  for 
questions  and  advice  or  actual  transfer  of  patients. 
The  Task  Force  will  publish  the  list  of  Association 
members  willing  to  serve  in  this  resource  capacity  in 
the  near  future.  No  discussion  was  heard  concerning 
this  item. 

RECOMMENDATION: 

1 . The  Reference  Committee  recommends  that 
the  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#26,  CONFLICT  OF  INTEREST  STATEMENT 

This  item  was  reviewed  by  the  Reference  Commit- 
tee. The  Board  of  Directors  has  adopted  a guideline 
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which  may  be  found  under  Item  #26  of  the  Board 
report.  No  discussion  was  heard  concerning  this  item. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #28,  JOB 

SPECIFICATIONS 

The  Executive  Committee  has  implemented  an 
action  whereby  job  specification  and  responsibilities 
for  NMA  officers,  Board  members,  chairholders  and 
executive  staff  members  would  be  documented  and 
performance  expectations  be  established.  Further  re- 
ports concerning  this  will  be  forthcoming.  No  discus- 
sion was  heard  concerning  this  item. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Hartman  questioned  whether  the  intent  of  the  Board 
was  to  have  performance  evaluations  of  chairholders 
and  Board  members.  Dr.  Paustian  explained  that  the 
intentwasto  have  every  Board  member  and  chairholder 
identify  their  job  specifications  and  expectations 
whereas  performance  evaluations  would  pertain  only 
to  executive  staff.  Dr.  Hartman  suggested  that  the 
references  to  executive  staff  members  and  perfor- 
mance expectations  be  deleted.  When  this  change 
met  with  resistance,  Dr.  Hartman  asked  that  the  words 
"executive  staff  members"  be  deleted  from  the  refer- 
ence committee  report.  Dr.  Holyoke  agreed  to  this 
change.  The  House  then  adopted  this  section  of  the 
report  as  amended. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 

LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Brief  discussion  was  heard  concerning  this  report. 
The  Committee  has  again  spent  most  of  the  year  in  a 
monitoring  mode.  All  pending  actions  and  appeals 
have  either  been  concluded  or  dismissed.  There  were 
brief  comments  made  as  to  the  Boyd  County  activity. 
Hearings  concerning  the  matter  of  low-level  radioac- 
tive waste  disposal  will  soon  occur  with  the  Environ- 
mental Quality  Committee  and  the  Nebraska  Health 
Department.  This  is  scheduled  for  the  end  of  the  year 
or  the  first  of  1996.  It  was  noted  there  has  been 
considerable  student  involvement  in  this  Committee. 
Your  Reference  Committee  wishes  to  highly  com- 
mend those  medical  students  that  are  participating  on 
this  and  other  commissions. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6JREPORT  OF  THE  AD-HOC  COMMITTEE  ON 

MATERNAL  & CHILD  HEALTH 


This  Committee  has  had  another  very  busy  year. 
The  Section  on  Maternal  Mortality  Review  has  con- 
cluded its  research  and  data  has  been  compiled  for  the 
year  1993.  There  is  a considerable  problem  with 
confidentiality  which  has  been  raised.  The  matter  in 
which  material  is  to  be  presented  has  been  an  item  of 
considerable  discussion  and  will  have  to  be  altered  to 
ensure  confidentiality.  The  Committee  has  recom- 
mended further  involvement  of  the  Board  of  Directors 
as  regards  this. 

The  Section  on  Fetal  Mortality  Review  has  com- 
pleted its  research  and  data  for  1992.  There  has  been 
emphasis  on  compiling  data  where  the  death  certifi- 
cate reads,  "death  for  unknown  cause." 

The  Section  on  Infant  Mortality  Review  has  been 
asked  to  emphasize  the  possible  role  of  violence  and 
infant  mortality.  It  was  noted  that  the  Nebraska  Medi- 
cal Association  Alliance  is  also  addressing  the  issue  of 
violence. 

There  has  also  been  considerable  work  done  to 
develop  and  receive  Title  V funding  for  screening  of 
infant  meconium  for  drug  abuse.  It  was  noted  that 
screening  meconium  for  drug  abuse  is  far  more  sensi- 
tive than  the  currently  used  uninary  screening.  It  is 
hoped  that  this  study  will  be  ready  for  implementation 
in  the  near  future  and  further  reports  will  be  coming. 
Your  Reference  Committee  wishes  to  commend  Doc- 
tor Bausch  and  his  committee  members  for  their  very 
hard  and  fine  work. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(7)  REPORT  OF  COMMISSION  ON  PUBLIC  AFFAIRS 

The  activities  of  this  Commission  were  reviewed. 
No  discussion  was  heard.  It  appears  that  programs 
concerning  Health  Quest  and  other  public  relations 
issues  are  well  in  hand  and  the  Reference  Committee 
wishes  to  commend  Doctor  Basler  and  h'is  commis- 
sion members  for  their  fine  work. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  RESOLUTION  #3  - GREATER  NEBRASKA  CAUCUS  - 

EUTHANASIA  & PHYSICIAN  ASSISTED  SUICIDE 

POLICY  STATEMENT 

Resolution  #3  read  as  follows: 

WHEREAS,  the  issues  of  euthanasia  and  physician 
assisted  suicide  are  being  debated  in  several  states, 
and 

WHEREAS,  euthanasia  and  physician  assisted  sui- 
cide are  issues  which  involve  the  practice  of  medicine, 
and 

WHEREAS,  euthanasia  and  physician  assisted  sui- 
cide are  important  societal  issues; 
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THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  study  the  issues  of  euthanasia 
and  physician  assisted  suicide  and  develop  a policy 
statement. 

Considerable  discussion  was  received  concerning 
this  resolution.  It  was  noted  that  in  fact  the  issue  has 
already  been  addressed.  The  Nebraska  Medical  Asso- 
ciation has  endorsed  and  adopted  the  policy  stated  by 
the  American  Medical  Association  which  reads  as 
follows. 

"The  AMA  Code  of  Medical  Ethics  explicitly 
states  that  "physician  assisted  suicide  is  fundamen- 
tally incompatible  with  the  physician's  role  as  healer, 
would  be  difficult  or  impossible  to  control,  and 
would  pose  serious  societal  risks." 

Your  Reference  Committee  feels  that  this  is  a very 
adequate  statement  and  should  be  endorsed. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  the 
adoption  of  Resolution  #3. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Questions  arose  regarding  the  appropriate  action  to 
be  taken  by  the  House.  Dr.  Fosnaugh  suggested  that 
the  recommendation  be  changed  to  state  that  the 
NMA  reaffirms  the  position  stated  in  the  AMA's  Code 
of  Medical  Ethics.  There  was  disagreement  over 
whether  the  AMA  policy  had  to  be  adopted  or  just 
reaffirmed.  Dr.  Meissner  reminded  the  House  that  the 
AMA's  Code  of  Medical  Ethics  has  already  been 
adopted  under  the  NMA's  bylaws,  thus  reaffirmation 
would  be  the  appropriate  action.  Dr.  Holyoke  agreed 
to  this  change  and  the  House  then  adopted  this 
section  of  the  report  as  amended. 

(9)  RESOLUTION  #12  - METRO  OMAHA  MEDICAL 
SOCIETY  - NEBRASKA  LEGISLATIVE  FAX  UPDATE 

Resolution  #12  read  as  follows: 

WHEREAS,  it  is  becoming  increasingly  important 
that  physicians  and  their  spouses  become  politically 
active,  and 

WHEREAS,  in  order  to  interact  with  politicians  at 
the  local  level  it  is  important  physicians  be  informed 
and  updated  weekly  on  legislative  action  of  the  state 
senate,  and 

WHEREAS,  Metro  Omaha  Medical  Society  faxes  to 
all  member  offices  the  weekly  NMA  Legislative  fax 
update,  which  is  approximately  50%  of  the  NMA 
Membership; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  implement  a plan  to  have  all 
physician  members  in  the  state  other  than  those 
residing  in  Douglas  and  Sarpy  Counties  receive  weekly 
the  NMA  Legislative  FAX  Update. 

Considerable  testimony  was  heard  in  favor  of  this 
resolution.  It  would  provide  for  distribution  of  infor- 
mation on  a weekly  basis  during  the  legislative  session 
to  all  members  of  the  NMA  and  to  all  physicians  of  the 
state  relative  to  activities  of  the  legislature.  It  was 
noted  that  the  Metro  Omaha  Medical  Society  cur- 
rently provides  such  a service  to  its  members  at  no 


cost  to  the  Nebraska  Medical  Association.  Encourage- 
ment was  given  to  the  Lancaster  County  Medical 
Society  to  implement  a similar  policy  of  distribution  of 
this  very  important  information.  Cost  figures  were 
presented  by  the  resolution  sponsor  and  it  is  esti- 
mated that  the  cost  for  such  a project  would  be  under 
$2,000  annually.  Your  Reference  Committee  feels  this 
is  a very  worthwhile  project  and  heartily  recommends 
its  endorsement. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  the 
adoption  of  Resolution  #12. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Question  was  raised  as  to  whether  the  intent  of  the 
resolution  was  to  send  faxes  to  all  members  or  to  a 
designated  member  of  a group  or  clinic.  In  order  to 
minimize  cost,  the  faxes  would  be  sent  to  each  office, 
not  each  member.  Dr.  Klutman  suggested  that  the 
Board  of  Councilors  be  responsible  for  developing  a 
communications  network  in  the  state.  Following  this 
discussion,  the  House  adopted  this  section  of  the 
report. 

(10)  RESOLUTION  #17  - METRO  OMAHA  MEDICAL 
SOCIETY  - VIOLENCE  IN  AMERICA 

Resolution  #17  read  as  follows: 

WHEREAS,  the  American  Medical  Association  has 
targeted  violence  in  America  as  a national  issue  of 
primary  importance  to  physicians,  and 

WHEREAS,  the  Metropolitan  Omaha  Medical  Soci- 
ety has  a domestic  violence  task  force,  and 

WHEREAS,  it  is  becoming  increasingly  important 
for  the  physician  to  be  a teacher  and  patient  advocate 
as  well  as  a "healer"; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  recognize  the  role  of  the  physi- 
cian in  the  solution  to  this  problem  and  take  action  to 
educate  their  members  to  become  more  involved  in 
the  solution  of  violence  in  America. 

No  testimony  was  received  concerning  this  resolu- 
tion. It  was  noted  that  the  Nebraska  Medical  Associa- 
tion Alliance  has  adopted  this  issue  for  their  1995-96 
project  emphasis. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  the 
adoption  of  Resolution  #17. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

Edward  A.  Holyoke,  Jr.,  M.D.,  Chm.,  Omaha 
Elvin  G.  Brown,  M.D.,  Hastings 
Larry  D.  Ruth,  M.D.,  Lincoln 

Dr.  Meissner  expressed  his  appreciation  to  the 
reference  committee  chairmen  for  their  diligent  work. 
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He  also  informed  the  House  that  Dr.  O'Leary  would  be 
invited  to  address  the  Ad-Hoc  Committee  on  Ambula- 
tory Surgical  Center  Regulations  in  order  to  work  out 
differences  of  opinion.  Following  conclusion  of  these 
remarks,  the  House  recessed. 

HOUSE  OF  DELEGATES 

THIRD  SESSION 

The  Third  Session  of  the  House  of  Delegates  was 
held  April  30,  1995.  The  meeting  was  called  to  order 
by  the  Speaker,  Dr.  Meissner,  66  delegates  were 
present  and  the  meeting  was  declared  in  session. 

Dr.  Dvorak,  in  recognition  of  the  centennial  cel- 
ebration of  the  discovery  of  the  x-ray,  moved  that  a 
resolution  be  developed  and  carried  to  the  AMA 
acknowledging  this  achievement.  The  motion  was 
seconded  and  carried. 

The  Speaker  called  for  the  report  of  the  Nominating 
Committee  and  Dr.  Charles  F.  Damico,  Chairman, 
presented  the  following  slate  of  officers: 

President-Elect  - 

Chris  C.  Caudill,  M.D.,  Lincoln 
Secretary-Treasurer  - 

James  A.  Fosnaugh,  M.D.,  Lincoln 

Board  of  Directors  At  Large  - 

William  R.  Palmer,  M.D.,  Omaha 
Speaker,  House  of  Delegates  - 
David  R.  Little,  M.D.,  Hastings 
Vice  Speaker,  House  of  Delegates  - 
Patrick  E.  Brookhouser,  M.D.,  Omaha 
Delegate  to  the  AMA  - 

Darroll  J.  Loschen,  M.D.,  York 


Alternate  Delegate  to  the  AMA  - 
Paul  E.  Collicott,  M.D.,  Lincoln 
Alternate  Delegate  to  the  AMA 
Young  Physicians  Section  - 

Daniel  J.  Growney,  M.D.,  York 
Councilors: 

9th  District  - 

Gordon  D.  Bainbridge,  M.D.,  Grand  Island 
1 0th  District  - 

Tamara  R.  Johnson,  M.D.,  Cambridge 
1 1 th  District  - 

James  Shreck,  M.D.,  North  Platte 
1 2th  District  - 

Milton  R.  Johnson,  M.D.,  Scottsbluff 
Council  on  Professional  Ethics  - 
Dale  W.  Ebers,  M.D.,  Lincoln 

There  were  no  nominations  from  the  floor.  The 
House  voted  to  approve  the  slate  of  officers  as  submit- 
ted by  the  Nominating  Committee. 

Dr.  Dvorak  commended  Doctors  Paustian,  Meissner 
and  Hartman,  all  members  of  the  Metro  Omaha 
Medical  Society,  for  their  dedicated  service  to  the 
Association. 

Dr.  Bacon  assumed  the  podium  and  Dr.  James 
Fosnaugh  escorted  Dr.  Chris  Caudill  to  the  front  of  the 
House.  Dr.  Bacon,  President,  installed  Dr.  Caudill  as 
President-Elect  of  the  Nebraska  Medical  Association. 
Dr.  Caudill  briefly  addressed  the  House,  stressing  the 
need  for  the  physician  to  remain  the  patient's  advo- 
cate. 

Dr.  Paustian  presented  Doctors  Chris  Caudill  and 
Richard  Meissner  with  plaques  in  recognition  of  their 
dedicated  service  to  the  NMA  in  their  respective 
positions  of  Secretary-Treasurer  and  Speaker  of  the 
House  of  Delegates. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS  

PRESIDENT  - David  L.  Bacon,  M.D.,  Kearney  EXECUTIVE  DIRECTOR  - William  L.  Schellpeper,  Lincoln 

PRESIDENT-ELECT  - Chris  C.  Caudill,  M.D.,  Lincoln  ASSISTANT  EXECUTIVE  DIRECTOR  - James  K.  Ruigh,  Lincoln 

SECRETARY-TREASURER  - James  A.  Fosnaugh,  M.D.,  Lincoln 


NMA  BOARD  OF  DIRECTORS 

David  L.  Bacon,  M.D.,  President Kearney 

Christopher  C.  Caudill,  M.D.  Pres.-Elect Lincoln 

James  A.  Fosnaugh,  M.D.  Sec.-Treas Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Robert  F.  Shapiro,  M.D - Lincoln 

William  R.  Palmer,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D — Lincoln 

David  R.  Little,  M.D Hastings 

Patrick  E.  Brookhouser,  M.D Omaha 

Gordon  D.  Bambridge,  M.D Grand  Island 

Timothy  A.  Burd,  Student Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

Frederick  F.  Paustian,  M.D.,  Liaison Omaha 

Robert  M.  Cohran,  II.  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

John  M.  Ford,  M.D Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

AD-HOC  COMMITTEE  ON 
HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Frederick  F.  Paustian,  M.D.,  Liaison Omaha 

Ronald  L.  Asher,  M.D North  Platte 

David  L.  Bacon,  M.D Kearney 

Mark  W.  Davis,  M.D Norfolk 

Sheila  S.  Ecklund,  R.N Lincoln 

Marcia  L.  Goermg,  M.D Columbus 

Charles  D.  Gregorius,  M.D Lincoln 

William  F.  Gust,  M.D Omaha 

Lawrence  D.  Helmick,  M.O Kearney 

James  R.  Newiand,  M.D .Omaha 

James  Shreck,  M.D North  Platte 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 


AD-HOC  COMMITTEE  ON  MATERNAL 


AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

Terence  K.  Foote,  M.D. Hastings 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Myrna  C.  Newiand,  M.D Omaha 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Director Omaha 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Bruce  A.  Buehler,  M.D Omaha 

Ernest  K.  Bussmger,  M.D Scottsbluff 

Gary  D.  Milius,  M.D Lincoln 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Director Lincoln 

Gerald  W.  Luckey,  M.D David  City 

Howard  W.  Needelman,  M.D Omaha 

Fred  J.  Pettid.  M.D Omaha 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

Clarence  Davis,  Jr.,  M.D Osceola 

David  P.  Schor,  M.D.,  F.A.A.P Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

NMA  RADIATION  SAFETY 
WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Charles  A.  Dobry,  M.D. Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Robert  H.  Mclntire,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Herbert  E.  Reese,  M.D.,  Co-Chairholder Lincoln 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Patricia  A.  Helke,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D. Lincoln 

Darroll  J.  Loschen,  M.D York 

Jerald  R.  Schenken,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.O Scottsbluff 

Gregg  F.  Wright,  M.D _ Lincoln 


Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

David  J.  Hoeltmg,  M.D Pender 

D.G.  O'Leary,  M.D. Omaha 

Richard  H.  Meissner,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Robert  E.  Quick,  M.D _ Crete 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D. ... Lincoln 

Duane  Sherwin,  M.D.,  Ph.D Norfolk 

Jeffry  L.  Strohmyer,  M.D Papillion 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 

PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Daniel  R.  Cronk,  M.D Grand  Island 

Ronald  L.  Dobesh,  M.D Kearney 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE 
ON  AMBULATORY 
SURGICAL  CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Joel  T.  Johnson,  M.D.... Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W.  Quinlan,  M.O Omaha 

John  R.  Varvel,  M.D - — Lincoln 


COMMISSION  ON  MEDICAL  SERVICES 

George  W.  Orr,  M.D.,  Chairholder Omaha 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D. Lincoln 

AD-HOC  COMMITTEE  ON 
TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Patrick  E.  Brookhouser,  M.D.,  Liaison Omaha 

Gordon  D.  Adams.  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D.._ Kearney 

Elvm  G.  Brown.  M.O Hastings 

John  H.  Casey.  M.D. ... Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 


COMMITTEE  ON  RURAL  HEALTH 


Darroll  J.  Loschen,  M.D..  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D - - Neligh 

Richard  A.  Raymond,  M.D Omaha 

Richard  K.  Reiner,  M.D Holdrege 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

Dave  Palm Lincoln 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Patrick  J.  Bogard,  M.D Omaha 


NMA  TASK  FORCE  ON  AIDS 


Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Liaison Kearney 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D - Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 


NMA/CREIGHTON 
COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D.,  NMA  Chairholder Kearney 


Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederich  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 
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Dwame  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNMC 

COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D , NMA  Chairholder Kearney 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairholder Lincoln 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Suzanne  W.  Braddock,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

John  Calvin  Davis  III,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Michael  J.  McGahan,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

COMMITTEE  ON  PHYSICIAN  ADVOCACY 

John  Calvin  Davis,  III,  M.D. .Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

William  R.  Palmer,  M.O.,  Liaison Omaha 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

R.  Michael  Norris,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

"EVERY  WOMAN  MATTERS" 

NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Chairholder Omaha 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Beth  M.  Ernst,  M.D Kearney 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 


COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

HEALTH  CARE  INSURANCE 

AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastam,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkm,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder  ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 


M.  Jack  Mathews,  M.D 

....  Lincoln 

John  L.  Reed,  M.D 

....  Lincoln 

Charlotte  A.  Wirges,  M.D Holdrege 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shrmer,  Jr.,  Chairholder 

....  Lincoln 

Jack  K.  Lewis,  M.D.,  Chairholder 

Omaha 

Chris  C.  Caudill,  M.D.,  Liaison 

....  Lincoln 

Robert  G.  Osborne,  M.D.,  Liaison 

Lincoln 

Patrick  E.  Brookhouser  M.D 

....  Omaha 

Jon  S.  Berlin,  M.D 

Kearney 

Krynn  K.  Buckley,  M.D 

....  Lincoln 

John  R.  Mitchell,  M.D 

Judith  A.  Butler,  M.D 

..  Superior 

Paul  J.  Nelson,  M.D 

Omaha 

Allen  D.  Dvorak,  M.D 

....  Omaha 

Matthias  1.  Okoye,  M.D 

Lincoln 

Roger  A.  Jacobs.  M.D 

...  Seward 

Dwaine  J.  Peetz,  M.D 

Dale  E.  Michels,  M.D 

....  Lincoln 

Perry  T.  Williams,  M.D 

Omaha 

Kenton  L.  Shaffer,  M.D 

..  Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwame  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivrins,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozard 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D , Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND 

ISLAND 

LINCOLN 

FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Ken  Landin,  M.D. 
Barton  D.  Urbauer,  M.D. 

INTERNAL  MEDICINE 

William  J Landis.  M.D. 


GRAND  ISLAND 
CLINIC  INC 


308-382-1100 


2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 

PEDIATRICS 


OBSTETRICS  - GYNECOLOGY 

John  P.  Reilly.  M.D. 


Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 
Stephen  L.  O'Grady,  M.D. 

SURGERY 

James  V.  Reiss,  M.D. 

11-95 


BURN 

CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

8-95 


BURN 
CARE 

NEBRASKA 


© 


The 

HEART 

Center  of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cordiologlst 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 

PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cardiologist 

3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-2338994  • FAX  (308)  382-5873 

8-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St,  SUITE  405 
LINCOLN.  NE  68502 

1-800-MED-LINC 

1-96 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
21 15  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 

6-95 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
• Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-96 
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I LINCOLN,  cont.  I 


eye 

= | surgical 
=r  associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood.  M D 
Max  W.  Linder,  M.D. 
Gregory  E Sutton,  M D 
Vincent  J.  Sutton,  M D 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Sarvard.  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
NebraskaCity,  Nebraska 
Syracuse,  Nebraska 
Tecumseb,  Nebraska 
Marysville,  Kansas 

12-95 


| LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  MD,  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D. , F.A.C.O.G. 

Gregory  W.  Heidrick.  M.D.,  F.A.C.O.G. 

Yvonne  K.  Davenport,  M.D.,  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

1—  24  HOURS  - 7 DAYS  A WEEK  —1 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
•Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-96 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr,  M.D,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  ot  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL:  — 

Office  (402)  483-7825  or  Med-Linc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Uncoin,  NE  68510  H-95 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

L_  pc^ 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  ■ HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERY OF THE  HAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-95 
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1 LINCOLN,  cont.  [ 1 LINCOLN,  cont.  1 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-488-3002 

10-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483- 1919  FAX  (402)  483-0357 

8-95 


pathology 

medical 

services 

p.c. 


SAMUEL  E BOON.  M D 
JOHN  H.  CASEY.  M D 
DEBORAH  K DAVIDSON.  D O 
MICHAEL  J.  DUGGAN.  M D 
DONALD  A DYNEK.  M D 
GEORGE  E GAMMEL.  M D 
PATRICK  A KEELAN.  M D 
STEFFAN  R LACEY.  M D 
CHRISTOPHER  T MASADA.  M D 
SCOTT M NOEL.  M.D. 
MATTHIAS  I.  OKOYE.  M D 
JOHN  F PORTERFIELD.  M.D 
ROBERT  F SHAPIRO.  M D 
AINA  I.  SILENIEKS.  M D 
DANIEL  J TILL.  M D 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-96 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888  s-95 


G PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


Jr  RAIRIE  SURGICAL 

ASSOCIATES  P.C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 
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OMAHA,  cont.  | t OMAHA,  cont. 


T K1osy  i 

Adult  & Pediatric 

, enter?  < 1 

Urology 

Hal  K.  Mardis,  M.O.,  FAC.S.  R.  Michael  Kroeoer,  M.D.,  FAC  S. 

Harvey  A.  Konigsberg,  M.O.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  FAC.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S. 90th Street 
Omaha,  NE  68114 
(402)  397-9800 
800-882-4770 

• Satellite  Clinics 

Papillion,  NE 

• Immanuel 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic 

Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS. M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  mcmullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foots  Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED24HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-96 

. u 4 HEART  r p , 


HUGH  S.  LEVIN,  M.D. 

JOSEPH  A.  JARZOBSKI,  M.D 
TIMOTHY  R.  FANGMAN,  M.D 
DENNIS  P.  TIERNEY,  M.D. 
SHIRLEY  LANDEN  HUERTER,  M.D 
MICHAEL  H.  PETERS,  M.D. 

D.  RANDALL  PRITZA,  M.D. 


V 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 
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Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Eye  Physicians 
Omaha 

4353  Dodge 
8111  Dodge 
14505  W.  Center  Road 
6510  Redick 

(402)  552-2020 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

Mark  D.  Emig,  M.D. 

11-95 


FiRSTiawra 

81 1 1 Dodge  St. 
Omaha,  NE 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)  390-81 1 1 

of  Expert  Eye  Care 

Stanley  M.  Truhlsen,  M.D., 
emeritus 

210  Regency  Pkwy. 
Omaha,  NE 

C.  Rex  Latta,  M.D. 

John  W.  Pemberton,  M.D. 

John  T.  Ramsell,  M.D. 

Donald  L.  Arkfeld,  M.D. 

Raymond  M Crossman.  III.  M.D. 

D.  Francis  Arkfeld,  M.D. 

Camilla  R.  Parson,  M.D 

68114-3726 
(402)  391-3131 

4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St. 
Omaha,  NE 

Michael  L.  Goldstein.  M.D 

68107-2500 

| 

Since  1886 

(402)390-8111  5.96 

MidwestChildrensChestPhysiciansP.C.isaffiliatedwith 
Mid  west  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L DAVIS,  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
MARK  C.  WILSON,  M.D. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG,  M.D. 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  681 24 
MAAC 402-397-7400 
MCCP402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

415  East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  IA  51 537 
712-755-5161 
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PHYSICIAN'S  DIRECTORY,  cont. 

| OMAHA,  cont.  1 [ SCOTTSBLUFTH 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P.C. 

11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  8-95 


EI-,  i < H 

OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P O Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha.  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


CA  McWHORTEH,  M.D. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
RX.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  ■F’  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  "O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  6851 0 
PHONE:  402-488-7710 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time.  Nu- 
merous Iowa  locales.  Democratic  group,  highly  com- 
petitive compensation,  paid  St.  Paul  malpractice  with 
unlimited  tail,  excellent  benefit  package/bonuses  to 
full-time  physicians. Contact  Acute  Care  lnc.,P.O.  Box 
5 1 5,  Ankeny,  I A 5002 1 , phone  1 -800-729-781 3 or  5 1 5- 
964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency  Medi- 
cine practice.  Director  and  staff  positions.  Full-time, 
and  regular  part-time.  8k  volume/24  hour  shifts.  Demo- 
cratic group,  highly  competitive  compensation,  paid 
St.  Paul  malpractice  with  unlimited  tail,  excellent  ben- 
efit package/bonuses  to  full-time  physicians.  Numer- 
ous other  locales.  Acute  Care,  Inc,  P.O.  Box  515, 
Ankeny,  IA,  50021,  phone  1-800-729-781 3. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

GOTHENBURG,  NEBRASKA: Two  Board  Certified 
family  physicians  seek  associate  for  this  "All  America" 
community  in  west  central  Nebraska.  Obstetrics  re- 
quired. Send  CV  to  Gothenburg  Family  Practice  Asso- 
ciates, Doctors  David  Hult  and  Larry  Wilson,  902  20th 
St.,  Gothenburg,  NE  69138. 

PRACTICE  OPPORTUNITIES:  Openings  nationally 
in  all  specializations.  Excellent  salary  and  benefit  pack- 
ages including  partnership  opportunities,  100%  paid 
malpractice.  Moving  and  relocation  expenses.  License 
assistance  up  to  6 weeks  paid  vacation.  On  site  inter- 
view expenses  paid.  Toll  free  24  hours  1-800-759- 
0104,  Fax  (602)  481-0522,  La  Salle  Medical  Group, 
6599  East  Thomas  Road,  Suite  2097,  Scottsdale,  AZ 
85251. 

LINCOLN  NEBRASKA  - MUTUAL  OF  OMAHA 
HEALTH  PLANS  OF  LINCOLN  - PRIMARY  CARE  HMO 
GROUP  PRACTICE:  Seeking  dedicated  health  care 
providers  who  wish  to  practice  preventive  medicine 
and  devote  quality  time  to  patients.  Mutual  of  Omaha 
Health  Plans  of  Lincoln  offers  competitive  salary,  com- 
prehensive benefits,  4 - 4V2  day  work  week,  excellent 
call  rotation,  superior  specialist  referral  network,  and 
strong  community  hospitals.  Come  and  enjoy  a fulfill- 
ing practice  with  fewer  administrative  headaches.  For 
more  information,  contact  Stacy  Scholtz,  Clinical  Ser- 
vices Director,  Mutual  of  Omaha  Health  Plans  of 


Lincoln,  220  South  1 7th  Street,  Lincoln,  NE  68508.  Call 
1-800-574-2377  or  Fax  (402)  475-6003.  An  equal  op- 
portunity employer. 

EXCEPTIONAL  OPPORTUNITY  AT  BLUE  CROSS 
AND  BLUE  SHIELD  OF  NEBRASKA:  We  have  an 
immediate  opening  for  a Chief  Medical  Officer,  a 
senior  management  position.  We're  looking  for  a phy- 
sician with  at  least  fifteen  years  experience,  preferably 
in  Internal  Medicine  or  other  broad  specialty  to  help 
develop  and  guide  our  corporate  medical  policies.  Our 
environment  is  fast-paced,  competitive,  and  rapidly 
changing.  Interested  candidates  should  see  themselves 
as  leaders,  capable  of  interacting  with  our  medical 
community  as  well  as  business  and  legislative  leaders. 
We're  looking  for  a physician  with  vision,  business 
savvy,  and  extensive  knowledge  of  current  medical 
issues  as  well  as  an  understanding  of  today's  health  and 
managed  care  environment.  Must  be  licensed  to  prac- 
tice medicine  in  the  State  of  Nebraska.  Candidates  with 
impeccable  medical  track  records  and  business  expe- 
rience should  call  Micki  Baldino,  Sr.  Vice  President, 
Human  Resources,  in  Omaha,  (402)  390-1 81 3.  We  are 
an  equal  opportunity  employer  M/F. 

NEW  OPENINGS  DAILY!  FP,  IM  (GENERAL),  PED: 
Lincoln,  Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des 
Moines,  Cincinnati  and  over  2,000  rural  communities. 
We  track  every  community  in  the  country.  Call  now  for 
details.  The  Curare  Group,  Inc.,  (800)  880-2028. 

FACULTY  POSITION:  Family  Practice  full  time  fac- 
ulty member  at  the  assistant  professor/associate  pro- 
fessor level  needed  immediately  at  a Midwestern  uni- 
versity-based residency  program  with  a strong,  25-year 
history  of  Family  Practice  education.  Previous  teaching 
experience  desirable,  but  strong  clinical  skills  and  a 
genuine  desire  to  teach  are  most  important.  Creighton 
University  offers  a competitive  salary/benefits  package 
and  presently  is  expanding  both  its  educational  and 
clinical  mission.  Creighton  is  located  in  Omaha,  Ne- 
braska, city  of  600,000  consistently  noted  for  its  quality 
of  life  in  national  surveys.  Send  CV  to:  Michael  J.  Haller, 
M.D.,  Chair,  Creighton  University,  Department  of  Fam- 
ily Practice.  601  North  30th  St.,  Suite  6720,  Omaha,  NE 
68131,  FAX  402-280-5 165. 

ACUTE  CARE  ANESTHESIA  SERVICES,  L.C.:  Re- 
cruiting MD/DO  Anesthesiologists  & CRNA's.  Profes- 
sional rewarding,  equitable  anesthesia  practices.  Full- 
time and  part-time.  Iowa  and  Nebraska.  Incentive 
based  compensation  and  benefits,  including  St.  Paul 
medical  professional  liability  insurance.  Contact  Mel- 
issa J.  Milliken,  CMSC,  Director  of  Professional  Rela- 
tions, 800-729-781 3,  or  send  CV  to  P.O.  Box  515, 
Ankeny,  IA  50021. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/ House  Payment  $ 

Previous  Address 

City 

State  Zp 

Employer/Grou) 

Address 

Social  Sec  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  almorry.  child  ajipon.  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basts  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct.  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zp 

Rent/House  Payment  S 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  aJmony.  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accomt  Ntmber 

Balances 

Payment 

Address 

Accotnt  Nimber 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  yeas  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  m this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatne  Date  Co-Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overiimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum  2 Overiimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Variable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  “Pnme  Rate 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June.  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  8.4%  with  a minimum  rate  of  1 5.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  printed.  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P O Box  7.  Omaha  NE  68101  -0007  FirsTier*  Bank,  NA,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8. 5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


TO  $ O *>00  now  on  the  purchase  of  the  RICOH 
fc^ClVw  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


Ih'StRlUl 

Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  uiformarion,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


TIC  NEW  YORK  ACADEMY  OF  MED 
LIBRARY  SERIALS  DEPT. 

12 If,  FIFTH  AVENUE 
NEW  YORK,  NY  10089 
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Commitment 

Pin§’  Healtk  Care 

Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio Vascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation,  ^our  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Looks  can  be  deceiving 


Mild  traumatic  brain  injuries  can  be  subtle  and  difficult  to  diagnose. 
Yet  left  untreated,  TBI  can  result  in  Attention  Deficit  Disorder,  learning 
disabilities  and  other  complications.  Symptoms  of  mild  TBI  include: 

• headaches  and  neck  pain 

• difficulty  concentrating 

• short-term  memory  problems 

• loss  of  balance 

• behavioral/emotional  changes 

• subtle  hemiparesis 

• seizures 

Madonna  Rehabilitation  Hospital  has  earned  the  highest  CARF 
accreditation  for  its  traumatic  brain  injury  programs.  For  a TBI 
consultation  or  evaluation,  contact  Annamaria  Guidos,  M.D.,  Director 
of  Traumatic  Brain  Injury  programs  at  Madonna,  402-483-9531. 
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NMA  NEWS  NOTE 

AMA  MANAGED  CARE  INFORMATION 

The  NMA  has  copies  of  several  articles  avail- 
able which  were  provided  by  the  AMA  Private 
Sector  Advocacy  and  Support  Team.  The  titles 
of  the  articles  are  as  follows: 

1.  Reviewing  and  Negotiating  Managed 
Care  Contracts 

2.  Evaluating  Capitation  Rates 

3.  Managing  Risk  in  Managed  Care 

4.  Equity  Financing  for  Physician  Groups 

5.  Physician  Participation  in  Corporate  Gov- 
ernance: New  Limitations  in  Tax-Exempt 
Structures. 

For  copies  of  any  or  all  of  the  articles  and 
source  information  for  other  AMA  managed 
care  products  and  services,  please  contact  the 
NMA  office  at  1-800-684-9380. 
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• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 
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"Fat  Cats  Don't  Hunt" 


DAVID  L.  BACON,  M.D. 


Several  months  ago  while  sitting  in  the 
doctor's  lounge,  one  of  my  colleagues  bounced 
in  in  his  usual  ebullient  manner  to  tell  those 
assembled  about  a recent  seminar  he'd  attended 
where  the  speaker  was  filled  with  all  sorts  of 
catchy  little  phrases.  One  of  the  phrases  that  he 
mentioned  that  I thought  was  very  interesting 
was  "fat  cats  don't  hunt".  Now  I've  never  really 
thought  about  it  in  those  terms,  but  the  more  I 
thought  about  it,  the  more  I thought  this  has  an 
interesting  application.  Those  who  are  familiar 
with  farm  animals  know  that  the  old  mother  cat 
and  the  young  cats  are  avid  hunters.  They  are 
usually  rather  skinny  and  spend  a lot  of  time  out 
in  the  weeds  and  around  the  granary  looking 
for  rats  and  mice  and  other  creatures  to  eat.  But 
there  are  a number  of  cats,  usually  the  older 
cats,  often  old  tom  cats  and  mother  cats,  who 
have  grown  large  and  fat  and  spend  their  day 
lying  on  the  back  porch  waiting  for  handouts 
from  the  kitchen  or  cat  food  in  the  pan  or  even 
milk  in  the  milk  barn.  These  cats  seem  to  spend 
very  little  time  hunting  and  doing  what  you 
usually  think  of  cats  doing.  It  is  easy  to  see  the 
analogy  from  the  farm.  The  fat  cats  really  don't 
hunt  and  they  don't  kill  their  share  of  mice  or 
help  keep  the  barnyard  tidy  by  keeping  the  rat 
population  down. 

The  question  then  arises  is  this  little  phrase 
applicable  in  other  areas?  Can  we  transplant 
this  phrase  into  other  arenas  and  does  it  hold 
the  same  validity?  Are  there  situations  where 
the  young  are  more  vigorous,  more  active,  more 
industrious  and  more  willing  to  work  hard  un- 
der unpleasant  circumstances  in  order  to  get 
ahead?  Eric  Frohm,  in  one  of  his  books,  noted 
that  revolutions  are  brought  about  by  young 
people,  usually  under  the  age  of  30  and  in  his 
dissertation  be  brought  out  several  examples 
such  as  Alexander  the  Great  who  was  still  a 
teenager  when  he  led  the  armies  of  Macedonia, 
Fidel  Castro  when  he  took  over  Cuba,  Karl  Marx 
when  he  began  his  writings  while  exiled  in 
Fondon  and  Fenin  when  he  began  to  foment  the 
revolution  which  would  overthrow  the  czarist 
governments  of  Russia.  The  world  is  full  of 
stories  of  younger  men  who  were  unhappy  with 
the  status  quo  and  who  fomented  revolutions  in 
order  to  gain  power,  prestige,  wealth  or  honor. 


David  L.  Bacon,  M.D. 

It  is  seldom  that  you  see  a man  past  40  and  even 
rarer,  a man  past  50  who  is  willing  to  lead  a 
risky  venture.  It  is  also  somewhat  unusual  to  see 
professional  men  who  are  willing  to  change  to 
new  ways  of  doing  things,  new  working  agree- 
ments, new  contracts,  or  radically  different  ap- 
proaches to  old  problems  when  they  reach 
their  mid-50's  and  60's.  Books,  that  have  been 
written  about  the  seasons  in  a man's  life  or  the 
process  we  go  through  as  we  age,  note  that  the 
peak  of  a man's  career  is  when  he  is  about  45 
years  old  and  from  that  time  on  he  either  con- 
solidates power,  coasts,  or  prepares  to  retire.  It 
appears  to  be  the  younger  people  who  are  the 
ones  with  the  fresh  ideas,  the  new  thoughts,  the 
innovative  ways  of  doing  things  and  who  are 
interested  in  taking  risks.  In  other  words,  his- 
tory says  that  the  fat  cats  don't  hunt. 

During  this  year  as  we  examine  our  Associa- 
tion to  develop  long  range  strategic  priorities 
and  define  the  tactics  for  achieving  those  long 
range  strategies,  it  is  my  opinion  that  one  of  the 
thoughts  that  should  remain  in  the  back  of  our 
minds  is  to  say  "fat  cats  don't  hunt."  As  we  look 
at  the  concepts  which  we  are  all  going  to  be 
forced  to  consider,  I hope  that  each  of  us  will 
think  in  the  back  of  our  minds,  "am  I a lean, 
hunting  country  cat  or  am  I a cat  that  sits  at  the 
milk  pan  with  a sleek  coat  and  a large  tummy, 
not  interested  in  looking  for  the  mice  any  fur- 
ther . . . have  I became  a fat  cat?" 
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ORIGINAL  ARTICLE 

Urinary  Schistosomiasis  in  Nebraska 


BRIAN  BOCK,  B.S.  *PETER  M.  NEAL,  M.D. 

Division  of  Urologic  Surgery,  Creighton  University  Medical  Center 
Omaha,  Nebraska 


ABSTRACT 

Urinary  schistosomiasis,  a disease  caused  by  the  blood  fluke  Schistosoma  haematobium,  is  seen  in  residents 
of  endemic  areas  of  Africa  and  Southwest  Asia.  Two  cases  are  described,  one  in  a twelve  year  old  boy  and 
another  in  a forty-four  year  old  man.  This  type  of  infection  is  often  indolent  but  can  have  significant  long-term 
sequelae  such  as  urinary  obstruction  and  bladder  cancer.  The  recent  increases  in  U.S.  immigration  of  persons 
from  the  areas  endemic  to  schistosomiasis  behoove  physicians  to  remember  this  disease  when  dealing  with 
patients  native  to  these  lands. 


Schistosoma  haematobium 
is  a parasitic  trematode  re- 
sponsible for  urinary  schisto- 
somiasis. This  organism's  digenetic  life  cycle 
requires  a specific  snail  vector  which  limits 
its  distribution  to  Africa  and  Southwest  Asia. 
In  infected  individuals,  during  the  "active" 
stage  of  the  disease,  eggs  laid  by  the  organ- 
isms in  the  vesicular  venous  plexus  pass 
through  blood  vessels  into  the  bladder  wall 
where  they  either  erode  into  the  lumen  to 
be  excreted  or  remain  in  the  wall,  eliciting  a 
vigorous  granulomatous  response.  Patients 
classically  complain  of  terminal  dysuria  and 
gross  hematuria.  In  endemic  areas,  how- 
ever, these  symptoms  may  be  mild  and  of- 
ten go  unnoticed  among  a background  of 
other  illnesses.1  When  this  occurs,  the  chronic 
inflammation  in  the  bladder  can  result  in 
obstructive  uropathy,  sometimes  with  se- 
vere hydroureters  and  hydronephroses.2  If 
left  untreated,  the  disease  process  dimin- 
ishes and  eventually  enters  an  "inactive"  stage 
where  viable  eggs  are  no  longer  produced 
but  the  effects  of  the  inflammatory  response 
are  still  evident.  Chronic  infection  with  5. 
haematobium  carries  the  additional  risk  of 
bladder  cancer.3  With  the  increasing  num- 
ber of  immigrants  arriving  from  endemic 
countries,  this  disease  is  becoming  more 
common  and  more  important  to  the  practic- 
ing physician,  even  in  the  setting  of 
midwestern  Nebraska.  Herein  we  present 
two  cases  which  serve  to  illustrate  the  ap- 
pearance of  this  disease  in  the  clinical  set- 
ting. 

CASE  1 

A twelve  year  old  boy  presented  with  a 
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three  month  history  of  gross  hematuria.  In 
addition,  he  complained  of  feelings  of  ur- 
gency and  occasional  urge  incontinence. 
The  patient  was  a native  of  Cameroon  and 
had  lived  in  a township  near  a river  until  his 
arrival  in  the  U.S.  four  months  prior.  The 
patient  had  been  hospitalized  at  the  age  of 
five  for  fever  of  unknown  origin.  Otherwise, 
his  past  medical  history  was  unremarkable. 
Physicial  exam  revealed  a slightly  obese,  but 
otherwise  healthy,  twelve  year  old  male. 
Routine  urinalysis  confirmed  the  presence 
of  blood.  Microscopic  examination  showed 
scattered  red  cells  and  leukocytes  only. 

An  ultrasound  was  performed  which  dis- 
covered a 2.0  x 2.9  x 3.5  cm  solid  appearing 
mass  in  the  area  of  the  left  trigone  (Fig  1 ). 
No  hydronephrosis  was  evident.  A diagnosis 
of  neoplasia  was  entertained  at  this  time, 
such  as  rhabdomyosarcoma  in  a male  of  this 
age. 

Cystoscopy  under  general  anesthesia  re- 
vealed a sessile  growth  on  the  left  lateral 
wall  of  the  bladder.  Representative  biopsies 
were  obtained  and  the  mass  was  resected 
down  to  its  base.  The  remainder  of  the 
urothelium  appeared  normal. 

Microscopic  examination  of  the  biopsied 
tissue  revealed  that  the  growth  was  almost 
entirely  composed  of  granulation  tissue.  The 
vessels  within  the  tissue  were  surrounded 
by  subacute  inflammation  which  included 
numerous  eosinophils.  Scattered  through- 


*Reprints  request  and  correspondence  to:  Peter  M.  Neal,  M.D., 
Division  of  Urologic  Surgery,  Creighton  University  Medical  Cen- 
ter, 601  N.  30th  St.,  Omaha,  Nebraska  68131. 


out  this  tissue  background  were  numerous 
encapsulated,  multicellular  organisms,  ovoid 
in  appearance,  measuring  roughly  100  mi- 
crons by  45  microns  (Fig  2).  Some  of  these 
were  calcified  and  a few  could  be  seen  with 
a terminal  spine  characteristic  of  5. 
haematobium.  There  was  no  evidence  of 
malignancy  seen. 

The  patient  experienced  an  uneventful 
recovery  from  the  surgery.  In  the  post-opera- 
tive setting,  a midday  urine  collection  showed 
5.  haematobium  eggs  under  microscopic 


exam.  The  patient  was  treated  for  active 
urinary  schistosomiasis  with  a single  dose  of 
praziquantel  and  was  scheduled  for  a two- 
month  return  visit  to  confirm  the  absence  of 
eggs  in  the  urine. 

CASE  2 

A 44  year  old  male  from  Ghana  presented 
with  a known  history  of  urinary  schisto- 
somiasis. The  patient  had  been  hospitalized 
in  1975  because  of  gross  hematuria.  The 
diagnosis  of  schistosomiasis  of  the  bladder 
was  made  at  that  time  and  the  patient  was 
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treated  with  antimony  compounds.  His  symp- 
toms cleared  and  for  the  last  twenty  years  he 
had  been  symptom  free.  Recently,  the  pa- 
tient became  aware  of  the  long-term  risks  of 
his  illness  and  requested  an  evaluation.  The 
remainder  of  the  history  was  unremarkable 
and  no  abnormalities  were  noted  on  physi- 
cal exam.  A urinalysis  with  microscopic  exam 
was  within  normal  limits.  In  light  of  the 
patient's  history  it  was  recommended  that 
he  undergo  cystoscopy  for  evaluation  of 
recurrence  or  malignancy. 

In  the  clinic  setting,  flexible  cystocopy 
was  performed  under  local  anesthesia.  The 
appearance  of  most  of  the  bladder  mucosa 
was  normal.  On  the  right  lateral  wall,  how- 
ever, there  was  an  area  of  scar  tissue.  Adja- 
cent to  this  were  numerous  erythematous 
patches.  It  was  felt  that  these  latter  findings 
required  biopsy.  At  a later  date  the  patient 
underwent  cystoscopy  with  general  anes- 
thesia. Several  papular  erythematous  lesions 
on  the  posterior  wall  were  biopsied,  using 
cold-cut  biopsy  forceps.  Examination  of  the 
remainder  of  the  bladder  revealed  no  other 
gross  abnormalities. 
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FIGURE  III 


Under  microscopic  exam  the  biopsies 
showed  the  entire  thickness  of  the  bladder 
tissue  to  be  littered  with  large,  degenerated, 
deeply  calcified  cysts  (Fig  3).  A few  of  these 
cysts  maintained  enough  of  their  original 
architecture  to  allow  the  identification  of  the 
terminal  spine  of  5.  haematobium.  The  tissue 
surrounding  these  dead  cysts  was  remark- 
ably free  of  any  inflammatory  infiltrate,  indi- 
cating that  the  original  reactive  process  had 
been  resolved  long  ago.  The  pathologic  find- 
ings, along  with  clinical  history,  were  consis- 
tent with  chronic  inactive  urinary 
schistosomiasis.  In  light  of  the  resolved  sta- 
tus of  the  disease  and  the  absence  of  any 
dysplasia,  it  was  felt  that  no  further  treat- 
ment was  necessary. 

COMMENT 

From  a global  perspective,  urinary 
schistosomiasis  is  responsible  for  a profound 
level  of  morbidity.  Among  the  estimated  80 
to  90  million  people  infected  with 
Schistosoma  haematobium  worldwide,  it  is 
thought  that  between  10  and  40  million 
have  obstructive  uropathy  and  other  com- 
plications.1 Additionally,  it  is  known  to  be 
strongly  associated  with  bladder  carcinoma. 
In  Egypt,  for  example,  bladder  cancer  is  the 
most  common  malignancy,  accounting  for 
over  25  percent  of  all  cancers.4  Because  of 
the  limited  distribution  of  its  vector,  how- 
ever, the  impact  of  this  disease  is  not  felt 
outside  of  Africa  and  Southwest  Asia.  The 
recent  trends  in  U.S.  immigration  may  be 
changing  this.  Between  1989  and  1993  the 
immigration  from  5.  haematobium  endemic 
areas  was  53  percent  higher  than  for  the 
years  1984  to  1988. 5 As  these  figures  con- 
tinue to  rise  we  may  expect  to  see  more  and 
more  seemingly  rare  diseases  appear  in  sig- 
nificant numbers.  Certainly  urinary 
schistosomiasis  is  no  exception. 

Fortunately,  it  is  not  a difficult  disease  to 
diagnose  and  treat.  Most  infections  can  be 
detected  by  looking  for  eggs  in  urine.  To 
maximize  sensitivity  it  is  recommended  that 
urine  be  collected  between  noon  and  3 p.m. 
when  egg  excretion  is  at  its  highest.6  Light 
infections  may  require  24-hour  urine  collec- 
tions or  biopsy  of  the  bladder.7  With  the 
availability  of  praziquantel  physicians  have  a 
convenient  and  effective  means  of  eradicat- 
ing active  disease.  A single  dose  of  40  mg/ 
kg  is  currently  the  recommended  therapy.8 
This  therapy  has  a cure  rate  of  90  percent.9 
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If  a follow  up  urinalysis  one  month  after 
treatment  still  shows  viable  eggs,  the  dose 
can  be  repeated.7 

While  urinary  schistosomiasis  has  tradi- 
tionally been  thought  of  as  uncommon  en- 
tity, it  is  becoming  increasingly  frequent  with 
the  influx  of  persons  from  endemic  areas. 
Even  the  seemingly  sheltered  midwestern 
state  of  Nebraska  received  an  estimated  1 30 
immigrants  from  endemic  areas  in  1993. 5 
Physicians  are  in  the  position  to  recognize 
this  disease  and  provide  safe  and  effective 
treatment.  By  maintaining  a high  degree  of 
suspicion  when  dealing  with  patients  from 
Africa  or  Southwest  Asia,  the  physician  can 
detect  this  illness  and  save  the  patient  from 
the  risk  of  grave  long-term  complications. 
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THE  overall  incidence  of  Down 
syndrome  is  between  1 in  800 
and  1 in  1000  live  births.  Until 
recently,  the  usual  methods  of  detection  of 
fetuses  affected  with  this  syndrome  have  been 
genetic  amniocentesis  or  chorionic  villus  sam- 
pling for  high  risk  groups.  Commonly  held 
indications  for  these  forms  of  invasive  prenatal 
diagnosis  include  maternal  age  greater  than  35, 
personal  history  of  a prior  child  with  a chromo- 
somal malformation,  or  a parental  balanced 
translocation  carrier  state.  If  prenatal  detection 
is  limited  to  this  group  of  fetuses,  less  than  20% 
of  fetuses  will  be  detected. 

In  the  recent  past  attention  has  been  given  to 
antenatal  detection  of  Down  syndrome  using 
biochemical  serum  markers  in  the  maternal 
blood  and  the  liberal  use  of  ultrasound.  What 
follows  is  a discussion  of  the  usefulness  of  these 
techniques  as  a means  to  increase  the  rate  of 
detection  of  Down  syndrome  in  prenatal  pa- 
tients. 

Maternal  Serum  Alpha-Fetoprotein  (MSAFP) 

Alpha-fetoprotein  is  a fetal  oncoprotein  that 
is  produced  by  the  yolk  sac  in  early  pregnancy 
and  later  by  the  fetal  liver.  It  is  found  in  elevated 
concentrations  in  infants  with  open  neural  tube 
defects.  Maternal  serum  alpha-fetoprotein 
(MSAFP)  screening  became  routine  and  it  was 
later  reported  that  infants  who  had  Down  syn- 
drome had  significantly  lower  levels  of  MSAFP. 
This  was  subsequently  confirmed  in  additional 
investigations  and  abnormally  low  levels  of 
MSAFP  are  now  accepted  as  an  indication  for 
genetic  amniocentesis.  The  level  at  which  pre- 
natal diagnosis  should  be  offered  remains  some- 
what speculative  but  the  average  reduction  in 
MSAFP  is  approximately  20%. 

Using  MSAFP  screening  alone  will  detect  20- 
25%  of  pregnancies  affected  with  Down  syn- 
drome. However,  in  order  to  achieve  this  level 
of  detection  amniocentesis  will  be  necessary  in 
3-5%  of  all  screened  pregnancies.  If  biochemi- 
cal serum  markers  are  to  be  reasonably  accu- 
rate in  detecting  Down  syndrome  the  gesta- 


tional age  must  be  known.  The  specimen  should 
be  drawn  between  1 5-20  weeks.  There  are 
different  normal  values  for  each  week  of  gesta- 
tion. If  no  prior  ultrasound  evaluation  is  per- 
formed, the  last  menstrual  period  is  used  to 
assign  the  appropriate  gestational  age.  If  first 
trimester  ultrasound  data  is  available  the  fetal 
crown  rump  length  is  used.  If  second  trimester 
data  is  used  the  biparietal  diameter  is  the 
preferred  parameter.  It  must  be  obtained  by  a 
reliable  sonographer  and  the  head  must  be  of 
normal  shape. 

The  next  most  critical  aspect  of  MSAFP  screen- 
ing  is  to  use  a laboratory  that  is  reliable.  Ideally, 
the  laboratory  should  process  a large  number  of 
specimens  and  be  able  to  report  to  the  clinician 
their  accuracy  in  the  detection  of  affected 
infants.  Many  commercial  laboratories  offer 
MSAFP  screening,  but  have  no  data  to  support 
the  reliability  of  the  test  in  their  hands.  Other 
factors  in  selecting  a program  or  laboratory 
would  include  the  presence  of  quality  assur- 
ance programs  and  participation  in  national 
proficiency  testing  programs.  The  program 
should  be  able  to  report  to  the  clinician  false 
positive  and  false  negative  rates,  turn  around 
times,  and  how  quickly  they  will  contact  you 
with  an  abnormal  result. 

The  MSAFP  result  is  reported  as  multiples  of 
median  or  MOM.  Multiples  of  the  median  is  the 
desired  reporting  format  because  it  takes  into 
account  population  differences  in  testing.  It 
also  allows  each  individual  laboratory  to  estab- 
lish their  own  normative  data.  Abnormally  high 
values  are  those  higher  than  2-2.5  MOM.  Ab- 
normally low  values  are  reported  variously. 
Perhaps  the  most  accurate  way  to  assess  the 
risk  of  Down  syndrome  is  to  use  the  MSAFP 
determination  in  conjunction  with  maternal 
age.  Reliable  laboratory  programs  will  report 
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the  age  and  MSAFP  adjusted  risk  of  carrying  an 
affected  fetus.  In  general,  if  that  risk  exceeds 
that  of  a 35  year-old,  a recommendation  would 
be  made  to  offer  the  patient  amniocentesis.  In 
many  programs  this  value  is  a risk  of  1 in  270  or 
greater.  Unlike  borderline  high  MSAFP  levels,  it 
is  unnecessary  to  repeat  low  values.  When  a 
low  value  is  reported  an  ultrasound  should  be 
done  to  confirm  gestational  age  and  to  screen 
for  major  malformations  prior  to  amniocentesis. 

Triple  Screening 

In  order  to  improve  the  detection  rate  of 
infants  with  Down  syndrome  additional  labora- 
tory tests  have  been  evaluated.  Most  recently, 
determination  of  human  chorionic  gonadotro- 
pin (hCG)  and  unconjugated  estriol  (uE3)  in 
maternal  blood  were  also  found  to  be  altered  in 
the  presence  of  fetal  Down  syndrome.  Human 
chorionic  gonadotropin,  produced  by  the  tro- 
phoblast,  is  nearly  twice  as  high  in  maternal 
serum.  Conversely,  maternal  serum  concentra- 
tions of  uE3  average  about  25%  lower. 

The  triple  screen  measures  MSAFP,  uE3,  and 
hCG.  These  results  are  then  combined  to  report 
an  age  adjusted  risk  for  fetal  Down  syndrome. 
It  is  believed  that  this  approach  will  detect  60- 
70%  of  affected  fetuses.  As  with  MSAFP  alone 
amniocentesis  will  likely  be  required  in  up  to 
5%  of  the  screened  population.  The  clinician 
need  not  remember  the  normal  values  for  hCG 
and  urinary  estriol.  Reliable  laboratories  will 
report  out  the  age  specific  incidence  of  Down 
syndrome.  Many  laboratories  will  report  their 
recommendations  regarding  the  need  for  addi- 
tional testing.  As  with  MSAFP  screening  an 
ultrasound  is  advised  before  proceeding  with 
an  amniocentesis. 

Other  abnormal  patterns  can  be  detected 
with  triple  screening.  In  some  instances,  these 
patterns  suggest  the  presence  of  other  abnor- 
mal karyotypes  in  the  fetus.  Trisomy  13,  Tri- 
somy 18,  Turner  Syndrome  (45X0),  and  Trip- 
loidy  all  have  unique  patterns  of  triple  screen 
abnormalities.  Reliable  laboratories  may  report 
these  observations.  If  the  pattern  is  suggestive 
of  one  of  these  other  chromosomal  abnormali- 
ties the  patient  should  be  offered  genetic  coun- 
selling and  amniocentesis.  Precise  estimates  of 
the  risk  are  generally  not  available  for  these 
other  chromosomal  abnormalities. 

Newer  biochemical  markers  are  currently 
being  evaluated.  The  most  promising  appear  to 
be  free  beta  hCG  and  pregnancy  associated 
protein  A.  These  are  currently  investigational 
but  may  change  the  components  of  the  triple 


screening  as  additional  knowledge  is  gathered 
about  the  effect  of  pregnancy  and  fetal  Down 
syndrome  of  these  markers. 

An  area  of  uncertainty  is  the  use  of  triple 
screening  to  lower  the  risk  of  Down  syndrome 
in  those  mothers  who  are  known  to  be  at 
increased  risk.  For  example,  can  triple  screen- 
ing reduce  the  need  for  genetic  amniocentesis 
in  women  over  the  age  of  35?  In  many  European 
countries  amniocentesis  is  not  performed  un- 
less the  triple  screen  is  abnormal  even  if  the 
mother  is  over  the  age  of  35.  In  this  country, 
most  genetic  laboratories  will  report  an  age 
specific  incidence  of  Down  syndrome  but  the 
report  will  carry  the  caveat  that  since  the  moth- 
ers is  over  the  age  of  35,  amniocentesis  should 
be  offered.  Primarily  because  of  medical-legal 
considerations,  should  the  report  contain  this, 
the  clinician  feels  obligated  to  offer  the  patient 
genetic  counselling  and/or  prenatal  diagnosis. 
An  additional  experience  is  gained  with  triple 
screening,  it  is  quite  likely  that  amniocentesis 
may  be  reserved  for  those  patients  in  whom  the 
triple  screen  is  abnormal. 

Ultrasound  Screening 

In  an  attempt  to  improve  the  detection  rate 
of  fetal  Down  syndrome  mid-trimester  ultra- 
sound examination  has  been  reported  to  be 
helpful.  Numerous  ultrasound  markers  are  be- 
ing reported  with  increased  frequency. 

Infants  affected  with  fetal  Down  syndrome 
frequently  have  femoral  lengths  and  humeral 
lengths  lower  than  infants  with  a normal  chro- 
mosome complement.  The  feasibility  of  using 
femur  length  as  a method  to  screen  for  Down 
syndrome  has  yet  to  be  proven.  If  the  femoral  or 
humeral  lengths  are  greater  than  2 standard 
deviations  below  the  mean  or  if  the  biparietal 
diameter/femur  length  ratio  is  greater  than  1.5 
standard  deviations  above  the  mean  up  to  50% 
of  Down  syndrome  fetuses  could  be  detected. 
Some  authors  have  reported  lower  detection 
rates  and  long  bone  length  is  not  currently 
recommended  as  a satisfactory  substitute  for 
triple  screening.  Other  investigators  have  used 
other  criteria  for  determining  normal  long  bone 
length  and  have  reported  detection  rates  as 
high  as  68%.  If  the  only  ultrasound  marker  is  a 
short  femur  or  humerus  a detailed  anatomic 
survey  should  be  performed  to  search  for  addi- 
tional malformations. 

In  general,  the  presence  of  any  ultrasound 
evident  malformation  should  be  considered 
ample  reason  to  offer  the  patient  a genetic 
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amniocentesis.  Other  malformations  appear 
more  commonly  in  fetuses  with  Down  syn- 
drome. For  example,  cardiac  malformations 
occur  in  up  to  40-50%  cases.  The  presence  of  an 
atrioventricular  canal  defect  appears  to  be  the 
most  common  cardiac  malformation,  although 
other  complex  cardiac  malformations  may  be 
present.  The  presence  of  duodenal  atresia,  seen 
as  a "double  bubble"  within  the  fetal  abdomen, 
is  also  seen  more  commonly  in  affected  fetuses. 
Recently  reported  is  dilation  of  the  fetal  renal 
pelvis  as  a potential  ultrasound  marker.  The 
usefulness  of  this  observation  requires  addi- 
tional confirmation  before  its  widespread  appli- 
cation. 

Perhaps  the  most  useful  ultrasound  marker 
for  fetal  Down  syndrome  is  excess  nuchal  skin 
fold  thickness.  The  nuchal  skin  fold  is  measured 
from  the  outer  portion  of  the  skull  table  to  the 
outer  portion  of  the  fetal  skin.  This  measure- 
ment should  be  taken  at  the  level  of  the  fetal 
cerebellum.  Values  of  6 mm  or  more  are  consid- 
ered abnormal.  Up  to  9%  of  fetuses  with  this 
ultrasound  finding  may  have  Down  syndrome. 
Should  excess  nuchal  skin  fold  thickness  be 
found  in  a fetus  between  15  and  20  weeks  of 
gestation,  consideration  should  be  given  to 
genetic  counselling  and/or  amniocentesis. 

Finally,  less  easily  seen  abnormalities  include 
abnormalities  of  the  fetal  hand  such  as 
clinodactyly.  Clinodactyly  is  incurving  of  the 
fifth  digit.  In  addition  to  this  curvature,  some 
authors  have  reported  hypoplasia  of  the  middle 
phalanx  of  the  fifth  finger.  High  resolution  ultra- 
sound is  required  for  these  observations  and 
their  presence  should  be  confirmed  by  a more 
detailed  ultrasound  examination. 

In  summary,  the  antenatal  detection  of  Down 
syndrome  may  be  improved  by  the  use  of 
certain  biochemical  fetal  markers.  It  should 
now  be  considered  standard  of  care  that  preg- 
nant patients  should  be  offered  biochemical 
screening.  The  optimal  time  for  screening  is 
between  1 5 and  20  weeks  of  gestation.  Practi- 
tioners are  urged  to  contact  their  reference 
laboratory  as  different  laboratories  may  have 
different  criteria  for  test  interpretation.  Accu- 
rate results  require  accurate  dating  of  the  preg- 
nancy. The  clinician  should  provide  the  labora- 
tory with  all  available  information  regarding 
gestational  age  at  the  time  that  the  sample  is 
submitted. 

Abnormal  ultrasound  findings  may  be  also 
helpful  in  the  antenatal  detection  of  Down 


syndrome.  Should  these  ultrasound  findings  be 
evident,  a more  detailed  ultrasound  examina- 
tion is  imperative.  Should  these  ultrasound  find- 
ings be  confirmed,  consideration  should  be 
given  to  amniocentesis  for  a karyotype  determi- 
nation. Perhaps  as  important  is  the  knowledge 
that  not  all  chromosomally  abnormal  fetuses 
have  abnormal  ultrasound  evaluations.  A nor- 
mal ultrasound  should  not  be  a reason  not  to 
offer  amniocentesis  in  pregnancies  at  risk. 

Careful  application  of  this  technology  should 
permit  the  clinician  to  detect  60-70%  of  Down 
syndrome.  Early  identification  of  this  syndrome 
is  helpful  so  that  appropriate  fetal  evaluation 
can  occur  prior  to  delivery  and  is  independent 
of  a desire  of  termination  of  pregnancy.  Infants 
with  complex  cardiac  malformations  and  mal- 
formations of  the  gastrointestinal  tract  should 
be  considered  for  delivery  at  a center  experi- 
enced in  the  care  of  these  high  risk  infants. 
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Introduction 

Hip  dysplasia  in  the  adolescent  and  young 
adult  ranges  from  minimal  deformity  of  the 
acetabulum  and  proximal  femur  to  severe 
articular  incongruity  with  resultant  painful  and 
limited  range  of  motion.  Management  of  pa- 
tients with  untreated  or  treated  developmen- 
tal dysplasia  of  the  hip  is  dependent  on  the 
severity  of  dysplasia,  joint  congruity  and  abil- 
ity to  reconstruct  the  hip.  The  purpose  of  this 
investigation  is  to  report  the  evaluation  and 
treatment  of  acetabular  dysplasia  and  the  role 
of  the  Bernese  periacetabular  osteotomy. 

Clinical  Presentation 

Early  symptoms  of  hip  dysplasia  in  the  ado- 
lescent and  young  adult  include  poor  exercise 
tolerance  and  muscle  pain  due  to  fatigue  of 
the  hip  abductor  muscles.1718  Signs  may  in- 
clude restricted  range  of  motion  in  the  in- 
volved hip,  pelvic  obliquity,  leg-length  dis- 
crepancy and  limp.  As  osteoarthritis  develops 
in  the  dysplastic  hip  the  patient  may  begin  to 
complain  of  anterior  thigh  pain,  groin  pain 
and  restricted  range  of  motion  in  the  affected 
hip  resulting  in  very  limited  patient  function.18 
When  patients  present  with  symptomatic  hip 
dysplasia  considerable  articular  deformity  usu- 
ally exists. 

Physical  Examination 

Clinical  assessment  of  a patient  with  hip 
dysplasia  should  follow  the  same  format  for  all 
musculoskeletal  exams.  Inspection  of  the  hip 
and  lower  limb  should  include  evaluation  of 
gait,  pelvic  obliquity,  leg  lengths  and  muscle 
mass.  Palpation  of  the  soft  tissues  and  bone 
prominences  may  reveal  groin  tenderness  (an- 
terior hip  joint)  representing  capsular  irrita- 
tion from  an  effusion.  Range  of  motion  in  a 
dysplastic  hip  is  often  normal  but  careful  evalu- 
ation may  reveal  increased  internal  rotation 
secondary  to  femoral  anteversion.  The  pa- 
tients gait  is  also  inspected  to  determine  ab- 
ductor weakness  (Trendelenburg),  pain  (short- 
ened stance  phase)  or  other  pertinent  pathol- 
ogy. The  examiner  should  pay  special  atten- 


tion to  the  range  of  motion  of  both  hips  and 
any  signs  of  hip  instability  or  labral  pathology. 
Neurovascular  examination  should  be  com- 
pared to  the  contralateral  side. 

Special  tests  which  are  key  to  identifying 
acetabular  labrum  pathology  and  hip  instabil- 
ity include  the  impingement,  Trendelenburg, 
and  apprehension  tests.  The  impingement 
test  identifies  symptomatic  labral  pathology 
which  occurs  in  conjunction  with  dysplasia  in 
up  to  20%  of  patients.4  The  exam  is  per- 
formed with  the  patient  supine.  The  involved 
hip  is  initially  brought  into  acute  flexion,  exter- 
nal rotation,  and  full  abduction  and  then  ex- 
tended with  internal  rotation  and  adduction. 
Any  pain  or  "click"  should  be  noted.  The  hip 
should  then  be  acutely  flexed  with  full  adduc- 
tion and  internal  rotation  and  then  extended 
with  the  hip  in  full  abduction  and  external 
rotation.  Any  pain  or  "click"  should  be  noted. 
Pain  or  click  with  the  first  maneuver  suggests 
anterior  labral  tear.  Pain  or  click  with  the 
second  maneuver  suggests  posterior  labral 
tear.2 

Apprehension  test  for  instability  detects 
symptomatic  subluxation.  The  patient  should 
be  supine  with  legs  extended  over  the  end  of 
the  table.  Acutely  flex  the  unaffected  hip  and 
ask  the  patient  to  support  that  knee  with  both 
hands.  Externally  rotate  and  hyperextend  the 
contralateral  involved  hip  below  the  level  of 
the  table  by  placing  one  hand  at  the  patients 
knee  and  one  at  the  ankle.  The  knee  should  be 
kept  in  full  extension.  This  maneuver  with 
produce  pain  in  an  unstable  hip  as  the  femoral 
head  subluxes  out  of  the  acetabulum. 

Patients  with  unstable  hips  are  at  high  risk 
of  developing  early  osteoarthritis  secondary 
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to  the  concentration  of  force  generated  across 
the  dysplastic  hip.  The  weight  supported  by 
the  hip  joint  is  concentrated  over  a smaller 
surface  area  as  the  femoral  head  subluxes 
over  the  acetabular  rim.  The  primary  goal  of 
treatment  in  these  patients  is  prevention  of 
osteoarthritis.  It  is  therefore  important  to  iden- 
tify high  risk  patients  with  unstable  hips. 

Radiographic  Evaluation 

Radiographic  examination  plays  a signifi- 
cant role  in  evaluation  of  the  dysplastic  hip. 
Plain  roentgenography  is  used  to  assess  con- 
gruence and  coverage  of  the  dysplastic  femo- 
ral head  and  acetabulum. 

Congruity  between  the  femoral  head  and 
acetabulum  is  important  but  does  not  assure 
smooth  motion.  A square  peg  in  a square  hole 
is  congruous.  Congruous  incongruity  refers  to 
a joint  whose  surfaces  are  congruous  in  at 
least  one  position  but  are  not  spherical.  The 
femoral  head  and  acetabulum  must  also  be 
spherical  for  full  range  of  motion.  The  congru- 
ence and  roundness  should  be  assessed  on 
both  the  anteroposterior  and  lateral  radio- 
graphs of  both  hips.10 

Lateral  coverage  of  the  femoral  head  refers 
to  the  position  of  the  femoral  head  force 
vector  with  respect  to  the  acetabar  rim.  The 
closer  the  force  passes  to  the  acetabular  rim, 
the  greater  the  risk  of  subluxation  and  early 
arthritis.  The  force  vector  acting  on  the  ac- 
etabulum during  normal  gait  is  33° 
posteromedial  at  heel  strike,  16°  medial  at 


midstance,  25°  anteromedial  at  toe-off.7  The 
force  across  the  joint  is  concentrated  over  a 
smaller  area  as  the  femoral  head  subluxes 
over  the  acetabular  rim.  Dr.  Solomon's  radio- 
graphic  and  morbid  anatomical  study  of  67 
dysplastic  hips  found  the  gross  anatomic  de- 
struction of  articular  cartilage  in  subluxing 
dysplastic  hips  fairly  characteristic.12  The  great- 
est cartilage  destruction  occured  where  the 
femoral  head  abuts  against  the  edge  of  the 
acetabulum.  Coverage  can  be  measured  on 
an  anteroposterior  and  false  profile  radio- 
graphs of  the  pelvis  using  the  center-edge 
angle  of  Wiberg  (figure  1).  Normal  value  is 
greater  that  25°,  indeterminate  20-25°,  patho- 
logical and  indicative  of  subluxation  if  less 
than  20°. 1,8  Assessment  of  coverage  should 
also  include  the  acetabular  angle  of  Sharp 
(figure  1).  The  angle  is  measured  on  the 
anteroposterior  radiograph.  Angles  greater 
than  42°  indicate  femoral  head  subluxation. 

Radiographic  evaluation  should  also  include 
assessment  for  osteoarthritic  changes.  The 
radiographic  signs  are  graded  from  zero  to 
three.  Zero  is  no  sign  of  osteoarthritis.  Grade 
one  changes  include  sclerosis  of  the  femoral 
head.  Grade  two,  small  cysts  and  narrowing 
of  the  joint  space  with  loss  of  sphericity  of  the 
femoral  head.  Grade  three  includes  large  cysts, 
severe  joint  space  narrowing,  necrosis  and 
severe  deformity  of  the  femoral  head.  The 
presence  and  grade  of  osteoarthritis  play  a 
significant  role  in  determining  appropriate 
treatment.7 


FIGURE  1 


AP  pelvis  radiograph  of  a 33  yo  female  with  right  hip  pain. 
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Treatment 

The  treatment  of  dysplastic  hips  varies  ac- 
cording to  the  type  of  hip  dysplasia  as  well  as 
the  stability  and  congruity  of  the  hip  joint. 
Patients  with  a stable  and  congruous  hip  are 
at  less  risk  of  developing  osteoarthritis  and 
can  be  followed  with  periodic  radiographs 
and  clinical  examination.  If  the  dysplastic  hip 
is  showing  signs  of  instability  or  subluxation 
then  nonsurgical  measures  are  usually  ineffec- 
tive. 

Patients  with  hip  dysplasia  are  particularly 
challenging.  It  is  very  difficult  to  reduce  their 
activity  level,  for  otherwise  healthy  adoles- 
cent and  young  adult  patients.  Second,  mea- 
sures to  reduce  activity  do  not  alter  the  adult 
patients.  Second,  measures  to  reduce  activity 
do  not  alter  the  concentration  of  force  across 
the  smaller  abnormal  surface  area  and  sec- 
ondary destruction  of  articular  cartilage  in  the 
subluxing  dysplastic  hip.  It  is  important  to 
remember  that  once  pain  commences,  de- 
generative changes  progress  quickly  to  the 
point  where  reconstructive  procedures  may 
be  too  late  and  ineffective.18  Because  of  these 
factors  surgical  reconstructive  osteotomies  are 
considered  early  to  salvage  the  patients  joint. 

Case  Report 

A thirty-three-year  old  woman  was  referred 
to  us  for  further  evaluation  of  a painful  dys- 
plastic right  hip.  She  was  treated  as  an  infant 
for  unilateral  developmental  hip  dysplasia. 
Treatment  included  casting  for  a long  period 
of  time  followed  by  braces  according  to  the 
patient.  After  beginning  school  she  received 
no  further  treatment. 

Over  the  past  twelve  months  her  symptoms 
which  include  groin,  lateral  hip  and  buttock 
pain  had  progressed  in  severity.  She  had  rest 
pain  which  on  occasion  would  wake  her  at 
night.  Nonsteroidal  antiinflammatory  medica- 
tion provided  little  relief.  She  denied  limita- 
tion of  her  daily  activities. 

On  physical  examination  she  had  a positive 
Trendelenburg  sign  and  walked  with  a mild 
antalgic  gait.  Muscle  mass  was  symmetrical 
but  the  right  leg  was  one  centimeter  shorter 
measuring  from  the  anterior  superior  iliac 
spine  to  the  medial  malleolus.  The  right  ante- 
rior hip  joint  was  mildly  tender  to  palpation. 
Range  of  motion  in  the  right  hip:  90  flexion, 
full  extension,  20  external  rotation,  60  internal 
rotation  and  20  abduction.  The  apprehension 
test  and  the  impingement  test  produced  pain 
suggesting  symptomatic  subluxation  and  labral 
pathology. 


Radiographic  examination  included  AP 
pelvis  (figure  1),  lateral  hip,  and  false  profile 
views  of  the  right  hip.  The  acetabulum  was 
very  shallow  covering  only  50%  of  the  femoral 
head.  Center-edge  angle  of  Wiberg  measured 
1 5°  and  Sharp's  angle  measured  45°  (figure  2). 
Both  values  indicating  subluxation  of  the  femoral 
head.  The  proximal  femur  was  shortened  with 
relative  overgrowth  of  the  greater  trochanter. 
Small  subchondral  cysts  in  the  right  femoral 
head  representing  grade  2 osteoarthritis  was 
present.  Radiographs  of  the  right  hip  in  ab- 
duction and  internal  rotation  were  taken  to 
evaluate  what  the  joint  space  would  look  like 
after  the  periacetabular  osteotomy.  The  ar- 
ticulating surfaces  of  the  femoral  head  and 
acetabulum  remained  congruent. 


FIGURE  2 

The  center  edge  angle  is  measured  by  first  finding  the  center 
of  rotation  of  the  femoral  head  on  an  anteroposterior  radiograph  of 
the  hip.  A line  is  then  drawn  vertically  from  the  center  of 
rotation  through  the  roof  of  the  acetabulum.  A second  line  is 
then  drawn  from  the  center  of  rotation  through  the  tip  of  the 
lateral  acetabular  rim.  The  intersection  of  these  two  lines  (angle 
A)  is  the  center-edge  angle.  Normal  value  is  greater  than  25°, 
indeterminate  20-25°,  pathological  and  indicative  of  subluxation 
if  less  than  20°.  This  center  edge  angle  measures  1 5°. 

Sharps  angle  is  formed  by  a horizontal  line  drawn  across  the 
inferior  tip  of  the  left  and  right  hip  acetabular  teardrop.  A 
second  line  is  drawn  from  the  base  of  the  dysplastic  hips  tear 
drop  to  the  edge  of  the  lateral  acetabular  rim.  The  intersection 
of  these  two  lines  is  Sharps  angle.  Normal  is  less  than  42°.  This 
angle  measures  45°. 
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The  patient  had  a high  risk  of  progressive 
early  osteoarthritis  in  the  dysplastic  right  hip 
based  on  the  presence  of  progressive  pain, 
clinical  signs  of  hip  instability,  and  radiographic 
evidence  of  subluxation.  After  thorough  evalu- 
ation it  was  felt  that  reorientation  of  the  dys- 
plastic acetabulum  to  improve  coverage  of 
the  femoral  head  would  inhibit  subluxation 
and  the  consequent  development  of  early 
arthritis.  Lateralization  and  distal  advance- 
ment of  the  greater  trochanter  was  also  rec- 
ommended to  improve  the  biomechanical 
lever  arm  of  the  hips  abductor  muscles.  After 
discussing  the  risks  and  benefits  of  the  proce- 
dure it  was  elected  to  proceed  with 
periacetabular  osteotomy  with  lateralization 
of  the  greater  trochanter. 

The  procedure  was  done  under  epidural 
with  IV  sedation.  The  patient  underwent 
Bernese  periacetabular  osteotomy  and  ad- 
vancement of  the  greater  trochanter  without 
complication.  Coverage  of  the  femoral  head 
was  improved  with  secondary  redistribution 
of  the  forces  across  the  hip  joint  over  a larger 
surface  area.  Postoperatively  the  center-edge 
angle  measured  3 7°  and  Sharp's  acetabular 
angle  30°  (figure  3).  Both  values  were  well 


FIGURE  3 

Postoperative  radiograph  showing  increased  coverage  of 
the  femoral  head.  Center  edge  angle  is  37°  and  Sharps  angle  30°. 


within  normal  limits.  The  right  hip  was  immo- 
bilized in  a brace.  She  began  toe  touch  weight 
bearing  with  crutches  on  post  operative  day 
four. 

Five  weeks  after  surgery  she  was  removed 
from  the  orthosis  in  clinic  and  the  right  hip 
range  of  motion  was  documented:  full  exten- 
sion, 100°  flexion,  15°  internal  rotation,  50° 
external  rotation,  30°  abduction  and  10°  ad- 
duction. Leg  lengths  were  equal.  X-rays  showed 
healing  of  the  osteotomy  sites  with  no  evi- 
dence of  acetabular  or  greater  trochanter 
repositioning.  She  was  instructed  to  begin 
active  motion  at  the  hip  with  progressive 
weightbearing. 

Discussion 

The  Bernese  periacetabular  osteotomy  is 
indicated  for  adolescents  with  symptomatic 
developmental  dysplasia  of  the  hip.  The  op- 
eration allows  extensive  reorientation  of  the 
dysplastic  acetabulum  for  correction  of  con- 
gruency or  containment  of  the  femoral  head. 
The  presence  of  a pseudoacetabulum,  stage  3 
arthritis,  or  significantly  limited  range  of  mo- 
tion are  contraindications  for  the  procedure.3  8 

The  procedure  is  done  with  the  aid  of 
intraoperative  EMG  monitoring  and  image 
intensification.  The  modified  Smith-Peterson 
surgical  approach  is  utilized  following  the 
internervous  plan  between  the  tensor  fascia 
lata  (superior  gluteal  nerve)  and  sartorius 
(femoral  nerve).  The  outer  table  followed  by 
the  inner  table  of  the  hemipelvis  are  carefully 
exposed  down  to  the  sciatic  notch.  After 
adequate  exposure  of  the  joint  capsule,  is- 
chium, ilium  and  pubic  bone  it  is  time  for  the 
osteotomies.  The  osteotomies  made  in  the 
pubis,  ilium  and  ischium  are  technically  diffi- 
cult and  require  careful  preoperative  plan- 
ning. Complication  while  making  the 
osteotomies  can  be  catastrophic  for  the  hip. 
Reorientation  of  the  acetabulum  is  confirmed 
by  intraoperative  radiographs. 

Postoperatively  a hip  orthosis  is  used  and 
the  patients  are  allowed  to  partial  weight  bear 
on  the  involved  extremity  as  early  as  post 
operative  day  3.  The  orthosis  is  utilized  until 
the  osteotomies  have  healed  at  approximately 
6 weeks.  Active  motion  and  progressive  weight 
bearing  is  then  initiated. 

The  major  advantages  of  the  Bernese 
periacetabular  osteotomy  include  a single 
surgical  approach,  large  correction  obtain- 
able, blood  supply  to  the  acetabulum  is  pre- 
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served  and  the  posterior  column  of  the  pelvis 
remains  intact.  The  intact  posterior  column 
allows  early  ambulation  and  limits  the  need 
for  internal  fixation.  Another  advantage  of 
this  procedure,  the  shape  of  the  true  pelvis  is 
unchanged  allowing  for  standard  vaginal  child 
delivery. 

The  primary  disadvantage  is  the  technical 
difficulty  of  the  procedure.  The  osteotomies 
are  angled  and  not  concentrically  placed 
around  the  acetabulum  which  add  to  the 
difficulty  of  positioning  the  acetabulum.  Re- 
ported complications  of  this  procedure  in- 
clude intraarticular  osteotomy,  over  correc- 
tion/excessive lateral  positioning  of  the  seg- 
ment, delayed  union,  acetabular  avascular 
necrosis,  ectopic  ossification,  transient  femo- 
ral nerve  palsy,  and  lateral  femoral  cutaneous 
nerve  dysethesias.38 

The  Bernese  periacetabular  osteotomy  was 
developed  to  improve  the  biomechanics  and 
exploit  the  normal  hyaline  cartilage  present  in 
the  dysplastic  hip.  The  goal  of  treatment  is  to 
prevent  or  delay  osteoarthritis  and  the  need 
for  total  hip  replacement.  Early  clinical  results 
of  the  Bernese  periacetabular  osteotomy  are 
promising  in  patients  with  symptomatic 
subluxation  of  a developmental^  dysplastic 
hip  with  or  without  mild  osteoarthritis. 
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COMMENT 

The  purpose  of  the  article  is  clearly  stated  in 
the  introduction,  that  is  to  report  the  evalua- 
tion and  treatment  of  acetabular  dysplasia  and 
the  role  of  the  Bernese  periacetabular 
osteotomy. 

Imperative  to  the  successful  treatment  of 
the  adolescent  or  young  adult  patient  with  hip 
dysplasia  is  identification  of  the  problem.  The 
authors  clearly  describe  the  clinical  presenta- 
tion of  adolescents  and  young  adults  with  hip 
dysplasia. 

Emphasis  is  placed  on  the  physical  exam 
which  is  described  in  great  depth.  The  tradi- 
tional hip  examination  is  performed  with  at- 
tention to  groin  tenderness  as  a sign  of  hip 
effusion.  Special  tests,  less  well  known  to 
Orthopedists,  to  identify  labral  pathology  and 
hip  joint  instability,  are  weil-described- 

The  radiographic  examination  is  very  im- 
portant. Traditional  views  are  taken  along  with 
views  in  internal  rotation  and  abduction  to 
predict  what  the  joint  space  would  look  like 
after  osteotomy.  Incongruency  in  these  posi- 
tions would  seem  to  be  a contradiction  to  the 
osteotomy,  although  this  is  not  actually  stated, 
in  addition,  familiar  measurements  of  acetabu- 
lar coverage  and  their  clinical  relevance  are 
discussed. 

The  Bernese  periacetabular  osteotomy  was 
performed  on  a patient  in  the  single  case 
report  in  this  article.  The  goal  of  treatment  is 
described  as  to  prevent  or  delay  osteoarthritis 
and  the  need  for  total  hip  replacement.  Con- 
tradictions to  the  procedure  are  described. 
The  surgical  approach  to  the  osteotomy  is 
described  but  the  osteotomy  itself  is  not.  The 
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procedure  is  referenced  to  a journal  that  is  not 
widely  subscribed  or  readily  available.  Alter- 
native osteotomies  are  not  discussed,  nor  are 
published  reports  of  results  of  alternative 
osteotomies  compared  to  results  of  the  Bernese 
osteotomy.  Advantages  of  this  osteotomy  are 
described  and  seem  to  be  many  and  quite 
desirable.  The  primary  disadvantage  is  the 
technical  difficulty.  Complications  are  poten- 
tially catastrophic,  however,  the  same  is  true 
with  most  pelvic  osteotomies. 


The  value  of  this  article  is  to  bring  attention 
to  this  problem  and  the  work-up  involved  in 
the  diagnosis,  in  order  to  identify  the  patient. 
It  is  pointed  out  that  once  pain  commences, 
degenerative  changes  progress  quickly  to  the 
point  where  reconstructive  procedures  may 
be  too  late  and  ineffective.  The  goal  of  treat- 
ment is  to  prevent  or  delay  osteoarthritis  and 
the  need  for  total  hip  replacement. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1 900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  is  the  Nebraska  Certificate  of  Need 
("CON")  law? 

This  law  requires  health  care  providers  such 
as  hospitals,  nursing  homes  and  ambulatory 
surgical  centers  to  apply  for  and  obtain  a CON 
from  the  Nebraska  Department  of  Health  be- 
fore certain  expenditures  or  purchases  can  be 
made. 

2.  Does  the  Nebraska  Certificate  of  Need 
law  apply  to  physician's  offices? 

No.  The  statute  states  "The  Nebraska  Health 
Care  Certificate  of  Need  Act  shall  not  apply  to 
an  office  or  clinic  used  solely  by  a practitioner 
or  group  of  practitioners  in  the  practice  of 
medicine,  dentistry,  or  podiatry,  except  for 
acquisitions  of  clinical  equipment  as  described 
in  subsection  (3)  of  this  section."  Neb.  Rev. 
Stat.  § 71-5831  (1)  (1943)  as  amended.  How- 
ever, a physician  cannot  purchase  hospital 
equipment  so  that  a hospital  could  avoid  CON. 

3.  Does  the  CON  law  define  Ambulatory 
Surgical  Centers? 

Yes.  On  this  topic,  the  law  states: 
Ambulatory  surgical  center  shall 
mean  any  facility,  not  licensed  as 
a hospital,  (a)  the  primary  pur- 
pose of  which  is  to  provide  surgi- 
cal services  to  patients  not  requir- 
ing hospitalization,  in  which  the 
patient  is  admitted  to  and  dis- 
charged from  such  facility  within 
the  same  working  day  and  is  not 
permitted  to  stay  overnight,  (b) 
which  meets  all  state  licensure 
requirements  of  a health  clinic  pur- 
suant to  subsection  (9)  of  this  sec- 
tion, and  (c)  which  has  qualified 
for  a written  agreement  with  the 
Health  Care  Finance  Administra- 
tion of  the  United  States  Depart- 
ment of  Health  and  Human  Ser- 
vices or  its  successor  to  partici- 
pate in  Medicare  as  an  ambula- 
tory surgical  center  as  defined  in 
42  C.F.R.  416  et  seq.  or  which 
receives  other  third-party  reim- 
bursement for  facility  services.  Am- 


bulatory surgical  center  shall  not 
include  an  office  or  clinic  used 
solely  by  a practitioner  or  group 
of  practitioners  in  the  practice  of 
medicine,  dentistry,  or  podiatry. 

Neb.  Rev.  Stat.  6 71-201  7.01  (24)(1943)as 
amended. 

4.  What  are  the  financial  thresholds  that 
trigger  CON  approval? 

These  thresholds  are  adjusted  each  Octo- 
ber to  reflect  inflation.  The  current  limits  over 
which  a CON  is  required  are  as  follows: 

I.  Capital  Expenditure  Threshold  ....  $1 ,348,776 
Sections  71-5805,  71-5830(7)  (b),  71-5805.01 

II.  Annual  Operating  Expenditure 


Threshold $61 8,1 88 

(New  Service) 

Sections  71-5821.01,  71-5820  (2) 

III.  Substantial  Change  to 

an  Institutional $842,984 

Health  Service  (Capital  . . .) 

Section  71-5830  (3) 

IV.  Clinical  Equipment 

(Dr.  office  and  HMO;  ASC) $1,011,582 


Sections  71,5830  (7)  (b)  (hospitals?);  71-5807, 
71-5831 

5.  Has  a study  been  completed  that  ana- 
lyzes whether  or  not  CON  has  been  ben- 
eficial to  health  care  quality  or  costs  in 
Nebraska? 

Such  a study  is  currently  underway  by  the 
Governor's  Blue  Ribbon  Healthcare  Coalition 
which  should  be  available  this  fall. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  Jr.  of  Cline  Williams  Law  Firm.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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ALLIANCE 


AMAA  Convention 


LINDA  SCHAFER 

President-Elect,  Nebraska  Medical  Association  Alliance 


The  1995  American  Medical  Association 
Alliance  Convention,  in  Chicago,  opened 
actually  at  the  Sunday,  June  18th  opening 
ceremonies  of  the  AMA  House  of  Delegates. 
AMAA  President,  Barbara  Tippens,  presented 
a check  for  $1,435,564.60  to  AMA  President 
Dr.  Robert  McAfee.  This  money  represented 
the  Alliance's  contribution  to  AMA-ERF  for 
this  year.  The  donation  was  received  with  a 
standing  ovation  of  thanks  from  the  AMA 
delegates  for  the  hard  work  and  time  spent 
in  raising  this  money. 

The  AMAA  House  of  Delegates  was  con- 
vened the  afternoon  of  June  18th,  by  Presi- 
dent Barbara  Tippens.  Our  keynote  speaker 
was  AMA  President  Dr.,  Robert  McAfee.  Dr. 
McAfee  spoke  on  the  violence  in  America, 
and  how  poorly  we  the  citizens  are  doing  to 
eradicate  this  number  1 health  issue.  He 
thanked  the  Alliance  for  our  strides  so  far 
and  asked  us  to  continue  our  efforts. 

Other  items  of  business  conducted  at  the 
convention  included  the  presentation  of  the 
HAP  Awards  for  outstanding  health  promo- 
tions on  the  county  level,  committee  hear- 
ings and  reports  on  Health  Promotion,  Leg- 
islative Affairs,  AMA-ERF,  AMPAC,  and  Mem- 
bership Development. 

On  June  20th,  the  Reference  Committee 
reports  were  presented,  and  debate  was 
held  on  Health  Issues,  Organizational  Af- 
fairs, By-Laws  and  the  Strategic  Plan  for  the 
future.  There  were  some  hot  issues  and  dis- 
cussion was  lively.  We  certainly  were  not 
bored.  Highlights  were:  We  will  continue  to 
be  known  as  the  American  Medical  Associa- 
tion Alliance,  and  will  also  continue  to  use 
our  same  logo.  Our  unified  focus  will  be 


against  violence,  and  support  SAVE  (Stop 
America's  Violence  Everywhere)  in  the  month 
of  October.  Membership  Chairmen  from 
counties,  or  states  will  be  allowed  to  attend 
Leadership  Conference  at  their  own  expense. 
Support  was  given  to  warn  people  that  gam- 
bling can  be  addictive,  the  promotion  of  gun 
safety  and  responsibility. 

Each  state  is  allowed  to  give  a 2 minute 
report  on  what  they  had  done  throughout 
the  past  year.  Past-President  Sally  Semm's 
report  focused  on  a Health  Project  that  was 
done  this  year  in  Lancaster  County.  The 
Alliance  provided  cellular  phones  to  women 
who  were  being  stalked,  or  who  had  left 
their  batterer  and  were  in  fear.  Dr.  McAfee 
in  his  keynote  address  mentioned  this  very 
worthy  Health  Project. 

Elected  as  officers  for  1995  were:  Presi- 
dent-Sharon  Scott,  Oregon,  President-Elect- 
Sandra  Mitchell,  Missouri,  Secretary-Ann 
Wrenn,  Indiana,  and  Treasurer  - COLLEEN 
ADAM,  NEBRASKA.  We  all  congratulate  and 
send  best  wishes  to  Colleen. 

Attending  the  1995  AMAA  House  of  Del- 
egates Session  from  Nebraska  as  State  Del- 
egates were;  Past-President,  Sally  Semm, 
President,  Carmen  Kleager,  President-Elect, 
Linda  Schafer,  and  Vice-President,  Linda  Paul. 
Attending  as  a National  Delegate  was  Col- 
leen Adam,  By-Laws  Chairman. 

We  sincerely  thank  the  physicians  of  this 
state  for  all  the  support  they  have  given  the 
Alliance  this  past  year,  and  we  look  forward 
to  working  together  with  the  NMA  in  our 
fight  against  violence  and  in  our  promotion 
of  good  health  in  our  state. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
thesiology Conference- Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  1 2-1  5,  1 995  — American  Association 
of  Cardiovascular  and  Pulmonary  Rehabilita- 
tion - Minneapolis  Convention  Center,  Minne- 
apolis, MN. 

NOVEMBER  3-4,  1995  — Day  With  The 
Perinatologist  - Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  1 8, 1 995  - Gastroenterology  Update 
- Marriott  Hotel,  Omaha,  NE. 

MARCH  2,  1996  — Annual  Colon  & Rectal  Dis- 
eases Program  - Marriott  Hotel,  Omaha,  NE. 

APRIL  26,  1996  — Infectious  Diseases  Sympo- 
sium - Boys  Town  Institute  Auditorium  - St. 
Joseph  Hospital. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

FRIDAY-SATURDAY,  OCTOBER  13-14  1995  • 
Update  on  Genetics  in  Clinical  Practice, 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Primary  Care  Physicians. 

OCTOBER  18-20,  1995  — 13th  Biennial  Great 
Lakes  Regional  Conference  - "Prevention  Strat- 
egies for  Cardiovascular  Diseases",  1 2 Cat- 
egory I Hours,  Mayo  Medical  Center,  Roches- 
ter, Minnesota.  Fee:  $125. 

JANUARY  8-12,  1996  — Bone  and  Soft  Tissue 
Tumors,  30.5  Category  I hours,  Fee:  $730. 
Mauna  Lani  Bay  Hotel,  Kohala  Coast,  Hawaii. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 

MN  55905,  Phone  1-800-323-2688,  FAX:  507-284-0532. 

JUNE  25-29,  1 996 — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  co- 
operation with  Mayo  Clinic  and  the  Depart- 
ment of  Medicine,  Royal  College  of  Surgeons 


in  Ireland  Medical  School.  Program  Site:  Dublin, 
Ireland. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399,  Fax:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  21-23,  1 995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

SATURDAY,  SEPTEMBER  9,  1 995  — Cancer  Care 
in  the  21st  Century  from  a Primary  Care  Per- 
spective, Eppley  Science  Hall,  UNMC,  Omaha, 
Nebraska,  Target  Audience:  Primary  Care  Phy- 
sicians. Fee:  $20  physicians,  $10  nurses/other 
health  professionals. 

SUNDAY-WEDNESDAY,  SEPTEMBER  1 0-1  3, 1 995 
— New  Technology,  New  Ideas:  Solution  to 
Managed  Care"  - 4th  Annual  National  Medical 
Information  Networking  Conference,  Red  Lion 
Hotel,  Omaha,  Nebraska,  Target  Audience: 
Health  care  professionals  and  health  informa- 
tion professionals.  Fee:  $445. 

SATURDAY  MORNING,  SEPTEMBER  16,  1995 
— 8th  Annual  Internal  Medicine  Update,  Uni- 
versity of  Nebraska  at  Lincoln  Student  Union. 
Target  Audience:  Primary  Care  Physicians.  Fee: 
$65. 

THURSDAY  EVENING,  SEPTEMBER  21,  1995  — 
Gastroenterology  in  a Changing  Primary  Care 
Environment,  Omaha  Marriott,  Omaha,  Ne- 
braska, Target  Audience:  Primary  Care  Physi- 
cians. 
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COMING  MEETINGS 


MONDAY-SATURDAY,  SEPTEMBER  25-30,  1 995 
— Emergency  Medicine  1 995:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  emergency  Physicians/ 
others  providing  care  in  the  ER,  Fee:  $750 
before  8.1 .95,  $800  after. 

FRIDAY,  OCTOBER6, 1995—  3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 

FRIDAY-SATURDAY  MORNING,  OCTOBER  13- 
14,  1995  — Genetics  in  Clinical  Practice,  (In 
conjunction  with  the  Nebraska/Missouri  foot- 
ball game),  Cornhusker  Hotel,  Lincoln,  Ne- 
braska, Target  Audience:  Primary  Care  Physi- 
cians. Fee:  $60. 

THURSDAY  EVENING,  OCTOBER  26,  1995  — 
Recommendations  and  Management  of  Risk 
Factors  for  Cardiovascular  Disease  and  Diabe- 
tes, Omaha  Marriott,  Omaha,  Nebraska,  Target 
Audience:  Primary  Care  Physicians.  Fee:  $20. 

FRIDAY,  DECEMBER  1,  1995  — Dose-Intensive 
Chemotherapy  Strategies:  From  the  Bench  to 
the  Clinic,  (In  conjunction  with  American  Soci- 
ety of  Hematologists,  Seattle,  Washington  Tar- 
get Audience:  Oncologests  and  Hematologists. 
Fee:  $50. 

THURSDAY-SUNDAY,  DECEMBER  7-1 0, 1 995- 
Obstetrics  and  Gynecology  Conference,  Bally's, 
Las  Vegas,  Nevada,  Target  Audience:  Primary 
Care  Physicians.  Fee:  $295. 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1  5/96,  $450  after. 

THURSDAY-SATURDAY,  MARCH  14-16,  1996 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Washington,  DC,  Target  Au- 


dience: Physicians  and  non-physicians  inter- 
ested in  medical  director  and  related  issues. 
Fee:  $200. 

1 1 DAYS,  MARCH  1 8-29, 1 996—  Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $ 1 400  - split 
sessions. 

11  DAYS,  APRIL  15-26,  1996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  681 98-5651 . Call  (402) 
559-4 1 52  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 


280  Nebraska  Medical  Journal  August  1995 


NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1995.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS  

PRESIDENT  - David  L.  Bacon,  M.D.,  Kearney  EXECUTIVE  DIRECTOR  - William  L.  Schellpeper,  Lincoln 

PRESIDENT-ELECT  - Chris  C.  Caudill,  M.D.,  Lincoln  ASSISTANT  EXECUTIVE  DIRECTOR  - James  K Ruigh,  Lincoln 

SECRETARY-TREASURER  - James  A.  Fosnaugh,  M.D  , Lincoln 


NMA  BOARD  OF  DIRECTORS 


David  L.  Bacon,  M.D.,  President Kearney 

Christopher  C.  Caudill,  M.D.  Pres. -Elect Lincoln 

James  A.  Fosnaugh,  M.D.  Sec.-Treas Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

David  R.  Little,  M.D Hastings 

Patrick  E.  Brookhouser,  M.D Omaha 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Timothy  A.  Burd,  Student Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T,  Johnson,  M.D.,  Chairholder Kearney 

Frederick  F.  Paustian,  M.D.,  Liaison Omaha 

Robert  M.  Cohran,  II,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

John  M.  Ford,  M.D ; Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

Michelle  S.  Knolla.  M D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Glen  F.  Lau,  M.D - Lincoln 

Darroll  J.  Loschen,  M D York 

Walter  J.  O'Donohue,  Jr..  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

AD-HOC  COMMITTEE  ON 
HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Frederick  F.  Paustian,  M.D.,  Liaison Omaha 

Ronald  L.  Asher,  M.D North  Platte 

David  L.  Bacon.  M.D Kearney 

Mark  W.  Davis,  M.D Norfolk 

Sheila  S.  Ecklund,  R.N Lincoln 

Marcia  L.  Goermg,  M.D Columbus 

Charles  D.  Gregorius,  M.D  Lincoln 

William  F.  Gust.  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

James  R.  Newland,  M.D Omaha 

James  Shreck.  M.D North  Platte 

Lisa  L.  Strohmyer.  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

George  W.  Orr,  M.D.,  Chairholder Omaha 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Lawrence  C.  Bausch,  M.D Lincoln 

F William  Karrer,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Patrick  E.  Brookhouser,  M.D.,  Liaison Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMITTEE  ON  MATERNAL 


AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Myrna  C.  Newland,  M.D Omaha 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Director Omaha 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Bruce  A.  Buehler,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Gary  D.  Milius,  M.D Lincoln 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D..  Director Lincoln 

Gerald  W.  Luckey,  M.D David  City 

Howard  W.  Needelman,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

Clarence  Davis,  Jr.,  M.D Osceola 

Matthias  I.  Okoye,  M.D Lincoln 

David  P.  Schor,  M.D.,  F.A.A.P Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

NMA  RADIATION  SAFETY 
WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Charles  A.  Dobry,  M.D _...  Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Robert  H.  Mclntire,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Herbert  E.  Reese,  M.D..  Co-Chairholder Lincoln 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Patricia  A.  Helke,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Jerald  R.  Schenken,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

Richard  K.  Reiner,  M.D Holdrege 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

Dave  Palm Lincoln 


COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 


Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Patrick  J.  Bogard,  M.D Omaha 


Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

David  J.  Hoelting,  M.D Pender 

D.G.  O'Leary,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Robert  E.  Quick,  M.D Crete 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Duane  Sherwtn,  M.D.,  Ph.D Norfolk 

Jeffry  L.  Strohmyer,  M.D Papillion 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Daniel  R.  Cronk,  M.D Grand  Island 

Ronald  L.  Dobesh,  M.D Kearney 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 


NMA  AD-HOC  COMMITTEE 
ON  AMBULATORY 
SURGICAL  CENTER  REGULATIONS 


Richard  H.  Meissner,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Joel  T.  Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D „ Omaha 

Trent  W.  Quinlan,  M.D Omaha 

John  R.  Varvel,  M.D Lincoln 


COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder ....  Omaha 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bryon  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D - Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 


Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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Nebraska  Medical  Association  Officers  and  Commissions 


NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Liaison Kearney 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA/CREIGHTON 
COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D.,  NMA  Chairholder Kearney 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederich  F.  Pcustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNMC 

COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D.,  NMA  Chairholder Kearney 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairholder Lincoln 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Suzanne  W.  Braddock,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

John  Calvin  Davis  III,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Michael  J.  McGahan,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

John  M.  McCammond,  M.D Kearney 

COMMITTEE  ON  PHYSICIAN  ADVOCACY 

John  Calvin  Davis,  III,  M.D. .Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

Doublas  J.  Praus,  M.D Kearney 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

William  R.  Palmer,  M.D , Liaison Omaha 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Patrick  A.  Hotovy,  M.D York 

Verlm  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

R.  Michael  Norris,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 


"EVERY  WOMAN  MATTERS" 

NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Chairholder Omaha 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Beth  M.  Ernst,  M.D Kearney 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Amy  K.  Jespersen,  M.D Omaha 

Shawn  S.  Lawrence,  M.D Broken  Bow 

A.  Kathy  Morse,  M.D Grand  Island 

Charlotte  A.  Wirges,  M.D Holdrege 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Jon  S.  Berlin,  M.D Kearney 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Harlan  C.  Shrmer,  Jr.,  M.D Lincoln 

HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastam,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Blame  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 


M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Kenton  L.  Shaffer,  M.D Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivrins,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozard 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Mag  d.  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1 100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

family  practice  Agnes  Gomes,  M.D. 

William  J.  Lawton,  M.D.  Karen  M.  Higgins,  M..D. 

Ken  Landin,  M.D.  obstetrics  - gynecology  Larry  J.  Marshall,  M.D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly.  M.D.  Stephen  L.  O'Grady,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-95 


BURN 

CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-95 


BURN 
CARE 

NEBRASKA 


© 


The 

HEART 
Center  of 


Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cdrdiologist 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 

PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cardiologist 

3016  West  Faidley  • P.O.Box  5345  • Grand  Island.  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX  (308)  382-5873 

8-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Coion  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • G1  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St,  SUITE  405 
LINCOLN,  NE  68502 


1-800-MED-LINC 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 

If  No  Answer  Call 
(308)384-3199 

6-95 


Hastings  Medical  Park 
2115  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


□!■■■■  CONSULTATIVE 
*,!,■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-96 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


i^peye. 


f surgical 
- associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W Under,  M D. 
Gregory  E Sutton,  M.D 
Vincent  J Sutton,  M.D, 


SATELLITE  CLINICS 

Beatrice.  Nebraska 
Se/vard,  Nebraska 
Hebron.  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Teamseh,  Nebraska 
Marysville,  Kansas 

12-95 


LINCOLN,  cont!  | 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.Heidnck,M.D.,F.A.C.O.G. 

Joseph  G.  Rogers.  M.D..  F.A.C.O.G 

DennisL  Hodge,  M.D. , F.A.C.O.G 

Gregory  W.  Heidrick,  M.D , F.A.C.O.G. 

YvonneK.  Davenport. M.D , F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

r—  24  HOURS  - 7 DAYS  A WEEK  -i 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME * 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  ot  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  f -800-533-5462 
4740  A Street  • Suite  100*  Lincoln,  NE  685f0  H-95 


I NEBRASKA 
I ORTHOPAEDIC 
L— - ASSOCIATES 

| P.C^ 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  ■ HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN’S  ORTHOPAEDICS 
•SURGERY OFTHEHAND 


Board  Ceriifted  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn.  Suite  201 
Lincoln,  Nebraska 

10-95 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-95 


pathology 

medical 

services 

pc. 


SAMUEL  E BOON,  M.D 
JOHN  H CASEY,  M D 
DEBORAH  K.  DAVIDSON.  D O 
MICHAEL  J.  DUGGAN.  M.D. 

DONALD  A DYNEK.  M.D 
GEORGE  E.  GAMMEL,  M.D 
PATRICK  A KEELAN,  M.D 
STEFFANR.  LACEY,  M.D 
CHRISTOPHER  T.  MASADA,  M.D 
SCOTT M NOEL.  M.D 
MATTHIAS  I.  OKOYE,  M.D. 
JOHN  F PORTERFIELD.  M.D 
ROBERT F SHAPIRO.  M.D. 
AINA  I SILENIEKS,  M D 
DANIEL  J.  TILL.  M.D. 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A”  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-95 


G PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


Jtrairie  surgical 

ASSOCIATES  P C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M D , FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1 -96 
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OMAHA  ! OMAHA,  cont. 


T TEofogy  j 

Adult  & Pediatric 

enter  r.  1 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  F.AC.S. 

Harvey  A.  Konigsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeotfrey  Deeths,  M.O..  F.A.C.S 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111S.  90th  Street 

• Satellite  Clinics 

Omaha,  NE  681 14 

Papillion,  NE 

(402)  397-9800 
800-882-4770 

• Immanuel 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D, 

JACK  A MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T,  KEVIN  O'MALLEY,  M.D, 

TIMOTHY  C.FITZGIBBONS  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  mcmullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder&  Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-96 

CARDIOTHORACIC  & VASCULAR 
SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 


Phone::  (402)393-6624 
FAX:  (402)  393-6635 


West  Dodge  Medical  Bldg. 
8300  Dodge  Street,  Suite  124 
Omaha,  NE68114 

8-96 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

65 10  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

1 1-95 

FIRST 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D  . 
emeritus 

C.  Rex  Latta.  M.D 


John  W Pemberton,  M.D 


John  T.  Ramsell,  M.D 


Donald  L Arkfeld,  M.D 


Raymond  M.  Crossman,  III.  M.D. 
D.  Francis  Arkfeld.  M.D 


Camilla  Ft  Parson.  M.D 


Michael  L.  Goldstein,  M.D. 

Since  1886 


81 1 1 Dodge  St. 
Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy 
Omaha,  NE 
68114-3726 
(402)  391-3131 

4242  Famam  St 
Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha,  NE 
68107-2500 
(402)  390-81 1 1 


H 

gfl 

miDUICST 

miDUJCST 

ALLCRGU 

CHILDRCni 

&flSTHmn 

(HUT 

tunic 

IJ.L'JIHIlill 

MidwestChildrensChestPnysiciansP.C.isatfiliatedwitn 
Mid  west  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L DAVIS,  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
MARK  C.  WILSON,  M.D. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG,  M.D. 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE68114 
14505  West  Center  Road 
Omaha,  NE  68144 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  68124 
MAAC  402-397-7400 
MCCP402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1 300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1 700 

FREMONT 

41 5 East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
3083488285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  IA  51 537 
712-7585161 
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Ill  OMAHA,  cont.1  | SCOTTSBLUFF  1 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  a-95 


grrrre 

OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


.ui  HEART  rp, 


HUGH  S.  LEVIN.  M.D. 

JOSEPH  A.  JARZOBSKI,  M.D. 
TIMOTHY  R.  FANGMAN.  M.D 
DENNIS  P.  TIERNEY,  M.D. 
SHIRLEY  LANDEN  HUERTER,  M.D 
MICHAEL  H.  PETERS,  M.D. 

D.  RANDALL  PRITZA,  M.D. 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 
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ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.0  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax (402) 572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
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PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  -P  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  "O"  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  5 1 5,  Ankeny,  IA  5002 1 , phone  1 -800- 
729-7813  or  51  5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  515,  Ankeny,  IA,  50021,  phone  1-800-729- 
7813. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska.  Ob- 
stetrics required.  Send  CV  to  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902  20th  St.,  Gothenburg,  NE  69138. 

LINCOLN  NEBRASKA  - MUTUAL  OF  OMAHA 
HEALTH  PLANS  OF  LINCOLN  - PRIMARY  CARE 
HMO  GROUP  PRACTICE:  Seeking  dedicated  health 
care  providers  who  wish  to  practice  preventive 
medicine  and  devote  quality  time  to  patients.  Mutual 
of  Omaha  Health  Plans  of  Lincoln  offers  competitive 
salary,  comprehensive  benefits,  4 - 4V2  day  work 
week,  excellent  call  rotation,  superior  specialist  refer- 
ral network,  and  strong  community  hospitals.  Come 
and  enjoy  a fulfilling  practice  with  fewer  administra- 
tive headaches.  For  more  information,  contact  Stacy 
Scholtz,  Clinical  Services  Director,  Mutual  of  Omaha 
Health  Plans  of  Lincoln,  220  South  17th  Street, 
Lincoln,  NE  68508.  Call  1-800-574-2377  or  Fax  (402) 
475-6003.  An  equal  opportunity  employer. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We 
track  every  community  in  the  country.  Call  now  for 
details.  The  Curare  Group,  Inc.,  (800)  880-2028, 
ID#C1 49MT. 


FACULTY  POSITION:  Family  Practice  full  time 
faculty  member  at  the  assistant  professor/associate 
professor  level  needed  immediately  at  a Midwestern 
university-based  residency  program  with  a strong, 
25-year  history  of  Family  Practice  education.  Previ- 
ous teaching  experience  desirable,  but  strong  clini- 
cal skills  and  a genuine  desire  to  teach  are  most 
important.  Creighton  University  offers  a competitive 
salary/benefits  package  and  presently  is  expanding 
both  its  educational  and  clinical  mission.  Creighton 
is  located  in  Omaha,  Nebraska,  city  of  600,000 
consistently  noted  for  its  quality  of  life  in  national 
surveys.  Send  CV  to:  Michael  J.  Haller,  M.D.,  Chair, 
Creighton  University,  Department  of  Family  Prac- 
tice. 601  North  30th  St.,  Suite  6720,  Omaha,  NE 
68131,  FAX  402-280-5165. 

ACUTE  CARE  ANESTHESIA  SERVICES,  L.C.:  Re- 
cruiting MD/DO  Anesthesiologists  & CRNA's.  Pro- 
fessional rewarding,  equitable  anesthesia  practices. 
Full-time  and  part-time.  Iowa  and  Nebraska.  Incen- 
tive based  compensation  and  benefits,  including  St. 
Paul  medical  professional  liability  insurance.  Contact 
Melissa  J.  Milliken,  CMSC,  Director  of  Professional 
Relations,  800-729-781 3,  or  send  CV  to  P.O.  Box 
515,  Ankeny,  IA  50021. 

OMAHA,  NEBRASKA:  Seeking  physician  to  prac- 
tice medicine  in  ambulatory  care  setting  which 
includes  urgent  care  and  industrial  medicine.  Full- 
time position,  competitive  compensation  and  excel- 
lent benefit  package.  Send  CV  to  Vicki  Warrington, 
Heartland  Corporation,  4628  So.  25th  St.,  Omaha, 
NE  68107,  phone  (402)  449-5996  or  FAX  (402)  449- 
5736. 

STAFF  PSYCHIATRIST:  We  are  looking  for  clini- 
cally experienced  and  well-trained  psychiatrist  to 
provide  inpatient  and  aftercare  services  in  a 223  bed 
state  operated  hospital,  where  the  average  stay  is  30 
days,  where  there  are  50  new  admissions  a month 
and  where  the  usual  census  is  180  psychiatric  pa- 
tients. Opportunities  exist  within  short  intermediate 
care,  psychiatric  rehabilitation,  chemical  dependency 
and  neuro-geriatrics.  Negotiable  salary  (recognizing 
credentials  and  experience).  Interesting  opportunity 
to  practice  state  of  the  art  psychiatry  with  extensive 
professional  and  support  group.  Superb  fringe  ben- 
efits including  Blue  Cross/Blue  Shield  health  insur- 
ance, free  life  insurance,  retirement  with  state  contri- 
bution of  156%  with  vesting  after  5 years,  deferred 
compensation  program,  liberal  vacation,  holiday, 
sick,  funeral  and  educational  leave,  with  a comfort- 
able 40  hour/week  scheduling  with  shared  on  call 
requirements.  As  a state  employee  your  malpractice 
is  provided  by  state  statute.  Residence  on  campus 
available  at  a minimum  cost.  Relocation  reimburse- 
ment. Two  college  towns  in  lovely  mid-Nebraska 
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Physicians'  Classified 


setting.  Housing  and  cost  of  living  and  crime 
considered  below  the  national  average.  Write  to  or 
call:  Vicki  A.  Bruckman,  Hospital  Administrator, 
Hastings  Regional  Center,  P.O.  Box  579,  Hastings, 
NE  68902,  Telephone  (402)  463-2471,  Ext.  319. 

ESCAPE  FROM  THE  ORDINARY!!  Needed! 
General  Surgeon  to  work  in  our  thriving  rural  family 
practice.  Candidate  should  have  skills  in  C-Section, 
Gyne.  & Laparoscopic  surgery.  8 weeks  vacation- 
CME.  Consultants  available.  Only  group  in  county 
with  3 referral  centers  1 hr.  away.  Uniquely  situ- 
ated on  1-94  half  way  between  Madison  and  Twin 
Cities.  Small  town  pride,  excellent  51  bed  hospital, 
great  schools  and  recreation  including  all  water 
sports,  hunting,  fishing,  cross  country  & downhill 
skiing.  Cohesive  group  of  caring  physicians!!  Con- 


tact or  send  CV  to  Gary  K.  Petersen,  Krohn  Clinic, 
Ltd.,  610  W.  Adams  St.,  Black  River  Falls,  Wl  54615, 
Phone  (715)  284-4311. 

POSITION  WANTED:  Experienced/qualified 
medical  transcriptionist  seeking  medical  dictation 
using  micro  or  mini  cassettes  for  home-based  op- 
portunity. Expertise  in  family  practice,  psychology, 
PT/OT,  OB-GYN,  etc.  Send  letter  of  inquiry  to:  P.O. 
Box  464,  Geneva,  NE  68361,  (402)  759-4183. 

FOR  SALE:  Kodak  Ektachem  DT60  II  analyzer. 
Kodak  Ektachem  DTE  II  and  Ektachem  DTSC  II 
modules.  Reflectance  spectrophotometry  chemis- 
try test  results  are  available  in  approximately  5 
minutes.  Proficiency  testing  for  1994  was  100% 
satisfactory.  Please  call  Dr.  Schwid  or  Sue  at  402-393- 
1741. 
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Product  Spotlight: 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 


brary 


• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 

M Y frcadeir*  of  Medicine 

$0^00  now  on  the  purchase  of  the  RICOH 
wClYv  mldkj  FAX240  with  your  Nebraska  Medical 
Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


LINTFLSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


„ Medical  Society 
County  The  .T.nN 

NEBRASKA^E°H»~S'“0 


™eStRlUl 

Medical  Services 

Specialists  in 
Medical  Liability 

Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul.  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


THE  NEW  YORK  ACADEMY  OF  MED 


J r Wfc* ■ »* 

& ..-r^T 


9WK3 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
CardioVascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Looks  can  be  deceiving 


Mild  traumatic  brain  injuries  can  be  subtle  and  difficult  to  diagnose. 
Yet  left  untreated,  TBI  can  result  in  Attention  Deficit  Disorder,  learning 
disabilities  and  other  complications.  Symptoms  of  mild  TBI  include: 

• headaches  and  neck  pain 

• difficulty  concentrating 

• short-term  memory  problems 

• loss  of  balance 

• behavioral/emotional  changes 

• subtle  hemiparesis 

• seizures 

Madonna  Rehabilitation  Hospital  has  earned  the  highest  CARF 
accreditation  for  its  traumatic  brain  injury  programs.  For  a TBI 
consultation  or  evaluation,  contact  Annamaria  Guidos,  M.D.,  Director 
of  Traumatic  Brain  Injury  programs  at  Madonna,  402-483-9531. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  • 402-489-7102 


When  your  patients 
exhibit  symptoms  of 


___  ■ ■ M ■ m 1 

addiction 


we  can  help  you  help  them. 


Absences  from  work,  marital  discord,  denial, 
health  problems  and  evidence  of  substance 
abuse  are  all  symptomatic  of  addiction,  a serious 
condition  that  can  be  successfully  treated.  As  a 
physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 

METHODIST 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


The  Nebraska  Medical  Journal 


EDITOR 

BENJAMIN  R.  GELBER,  M.D. 


VOL.  80  NO.  9 


Neurological  Surgery 

1500  So.  48th  Street,  Suite  #511 

Lincoln,  NE  68506 


PRESIDENT'S  PAGE 

"Strategic  Planning  Session" 

David  L.  Bacon,  M.D. 


SEPTEMBER  1995 


281 


EDITORIAL  BOARD 

James  0.  Armitage,  M.D.,  Omaha 
Ronald  L.  Asher,  M.D.,  North  Platte 
Rodney  S.W.  Basler,  M.D.,  Lincoln 
Jehangir  B.  Bastani,  M.D.,  Lincoln 
John  H.  Casey,  M.D.,  Lincoln 
Lynn  A.  Crosby,  M.D.,  Omaha 
Timothy  C.  Fitzgibbons,  M.D.,  Omaha 
Kevin  L.  Garvin,  M.D.,  Omaha 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Scott  P.  Liggett,  M.D.,  Lincoln 
Hal  K.  Mardis,  M.D.,  Omaha 
Pradip  K.  Mistry,  M.D.,  Norfolk 
Richard  A.  Morin,  M.D.,  Lincoln 
Walter  J.  O'Donohue,  Jr.,  M.D.,  Omaha 
Timothy  P.  O'Holleran,  M.D.,  No.  Platte 
Michael  A.  Schmidt,  M.D.,  Lincoln 
Joseph  C.  Scott,  Jr.,  M.D.,  Omaha 
Kenton  L.  Shaffer,  M.D.,  Kearney 
Carl  V.  Smith,  M.D.,  Omaha 
David  L.  Smith,  M.D.,  Lincoln 
Joseph  M.  Stavas,  M.D.,  Lincoln 
William  M.  Vosik,  M.D.,  Kearney 
Arthur  Weaver,  M.D.,  Lincoln 
Stuart  P.  Westburg,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D.,  Lincoln 


GUEST  EDITORIAL 

Radiology  Centennial: 

The  First  Nebraska  Shadows 283 

Joe  Stavas,  M.D. 


ORIGINAL  ARTICLE 

Erythromycin  Induced  Torsades  De  Pointes 285 

Christopher  B.  Wong,  M.D. 

John  Windle,  M.D. 

Sexual  Behavior  of  Nebraska  Adolescents 287 

Kathie  Courtney,  M.S. 

Ian  M.  Newman,  Ph.D. 


ORTHOPAEDIC  CASE  REPORT 

Latissimus  Dorsi  Transfer  for  Elbow  Flexion 

in  the  Paralytic  Limb 290 

Julian  S.  Arroyo,  M.D. 

Michael  H.  McGuire,  M.D. 

Lynn  A.  Crosby,  M.D. 


SUBSCRIPTION  RATE 

$23.00  Per  Year  U.S. 
$25.00  Per  Year  Foreign 
Country 

Single  Copies  - $2.00  Each 


ASK  A LAWYER 293 

Charles  M.  Pallesen  Jr.,  Esq. 

Erin  M.  Calkins 


Copyright©  1995  Nebraska  Medical  Associa- 
tion. Information  concerning  reprints  of  the  ar- 
ticles in  this  Journal  and  concerning  obtain- 
ing permission  for  the  reproduction  of  any  por- 
tion of  this  Journal  may  be  obtained  from  the 
Editor. 


COMING  MEETINGS 


294 


The  Nebraska  Medical  Journal  does  not  as- 
sume responsibility  for  statements  made  or 
opinions  expressed  by  the  authors.  Products 
and  services  advertised  are  neither  endorsed 
nor  warranted  by  the  Nebraska  Medical  As- 
sociation. The  Nebraska  Medical  Journal  re- 
serves the  right  to  accept  or  reject  advertising 
copy. 

Published  monthly  and  Second-Class  Postage 
paid  at  Lincoln,  Nebraska  and  at  additional 
mailing  offices  (ISSN  0091-6730). 

Address  all  correspondence  related  to  sub- 
scriptions, advertising  or  address  changes  to 
William  L.  Schellpeper,  Business  Manager,  233 
So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska 
68508-2091.  Phone  (402)  474-4472. 

POSTMASTER:  Send  address  changes  to  Ne- 
braska Medical  Journal,  233  So.  13th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508-2091. 


COVER  PICTURE 

"RAINBOW  AT  CRESCENT  LAKE, 
NATIONAL  WILDLIFE  REFUGE" 

by  Loren  Blake 
Chambers,  Nebraska 


PHOTOGRAPHERS  & ARTISTS: 

Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  Journal.  Vertical  format  prints  of  subjects 
typical  of  Nebraska  preferred,  but  horizontal  pictures  can  be  modified  as  necesssary.  Mail  to  Stuart  P. 
Westburg,  M.D.,  2756  O Street,  Lincoln,  NE  68510. 


September  1995  Nebraska  Medical  Journal  5-A 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


Domley  medical 

SUPPLY  COMPANY 

P.O  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  - Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 


Manuscripts  should  be  submitted  in  duplicate  to  the  Editor 
at  the  following  address:  Benjamin  R.  Gelber,  M.D.,  1500  S.  48th 
Street,  Suite  #511,  Lincoln,  NE  68506.  The  manuscript  should  be 
typewritten,  double-spaced,  on  8VS>  x 11  in.  paper,  with  generous 
margins  on  each  page.  Number  all  pages  in  the  right  upper  corner 
with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  lim- 
ited to  less  than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research 
should  be  limited  to  2,000  words  and  approximately  20  references. 

Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included.  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author.  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references.  Jour- 
nal references  should  include  authors’  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication.  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  8V2  x 11  in.  paper.  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
quality,  glossy,  unmounted  black-and-white  photographic  prints,  at 
least  5 x 7 in.  Do  not  send  original  artwork  Each  illustration  should 
have  a gummed  label  on  the  back  containing  the  figure  number,  name 
of  senior  author  and  an  arrow  indicating  top  of  figure.  Legends  should 
be  typed  double-space  for  each  illustration.  Permission  to  reproduce 
a picture  of  a patient  is  needed,  if  such  a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
tor. All  letters  should  be  accompanied  by  the  notation:  For  publica- 
tion. Galley  proofs  generally  will  not  be  returned  to  the  authors 
pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion. Payment  will  be  made  only  upon  publication  of  the  cartoons. 
The  Journal  will  make  an  effort  to  return  unpublished  cartoons,  but 
this  cannot  be  guaranteed.  The  copyright  for  published  cartoons 
must  be  assigned  to  the  Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  re- 
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American  Cancer  Society,  Nebraska  Division,  Inc. 

Executive  Vice  President 

8502  West  Center  Road,  P.O  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Marzia  Jones,  Executive  Director 
12838  Augusta  Ave  , Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 

P.O  Box  3248,  Main  Station,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D  , Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D  , President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Robert  N.  Troia,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D.,  President 
UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 
Michael  Grutsch,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D  , President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H Mehr,  M D , President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  Markin,  M.D.,  President 
233  So  13th  St.,  Ste  1512,  Lincoln.  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  Madcharo,  Chapter  Administrator 
233  So.  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink,  M.D  , Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C Likes,  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Dr.,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose,  M.D.,  President 

233  S.  13th  Street,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St..  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B Horton,  M.D  , M S P H.,  Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 
Tracy  R.  Osborne,  M.D  , President 
233  S 13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Oncology  Society 

Julie  M Vose,  M.D  , President 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Robert  Wergin,  M.D  , President 
4601  F Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R Dolan,  R.P  , Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
George  Bartholow,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Patricia  E.  Thorpe,  M.D.,  President 
233  S.  13th  Ste  , 1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Steve  Starr,  M.D  , President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
John  H.  Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M.  Horrocks,  M.D  , President 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Debra  K Potratz,  CMA,  President 
814  Sweetwood  Drive,  Grand  Island,  NE  68803 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln,  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D  , Secretary-Treasurer* 

720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W 2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today's  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 

fy.  Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE  — 1-800-423-USAF 


Clarkson  Medical 
Lecture  Series 

November  17, 1995 
8:00  a.m.  - 5:00  p.m. 

Advances  in  Primary  Care: 
Building  on  the  Legacy 

Clarkson  Hospital 
Omaha,  NE 
(Storz  Pavilion) 

For  more  information,  call: 

1-800-647-5500  ext.  5059 
(402)  $52-3039 


NMA  NEWS  NOTE 

INSURANCE  COMMITTEE  REQUEST 

The  NMA  Ad-Hoc  Committee  on  Health 
Care  Insurance  and  Medical  Delivery  Systems 
requests  that  Association  members  provide  the 
committee  with  copies  of  letters,  notices,  etc.  of 
denied  coverage/payment  that  insurance  com- 
panies or  plans  have  sent  to  insureds  and/or 
physicians.  The  committee  asks  that  the  name 
and  the  numerical  identification  data  such  as  a 
social  security  number,  patient  number,  and  so 
forth  be  blanked  out  such  that  the  patient's 
confidentiality  is  always  protected. 

The  copies  should  be  sent  to  the  Nebraska 
Medical  Association,  233  South  13th  Street, 
Ste.  1512,  Lincoln,  Nebraska  68508-2091 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  FirSher  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No.  ot  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct.  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  X9  yearn  of  age  or  older  and  subiect  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  expenence  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signature  Date 


Annual  Percentage  FRate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Vanable  (Rate  Information 

The  vanable  rate  will  be  determined  by  the  “Pnme  Flate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June.  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  84%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to^epay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases). 

Annual  Fee 

$0 

Late  Fee,  Overlimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overlimft  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

The  information  about  the  cosu  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted  This  information  may  change  after  the  pnnting  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7.  Omaha,  NE  68101  -0007  FirsTier®  Bank,  N A,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle,  P.C. 
is  interested  in  providing  you  with  professional  assistance.  The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on  your  delinquent 
accounts  in  a professional  manner,  with  a minimum  of  effort  on  your  part.  Our  competitive  fees 
are  based  upon  our  performance  in  recovering  your  delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  exclusive  endorsement  of  the  Nebraska 
Medical  Association  in  providing  medical  account  collections. 

For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association  office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St.,  Lincoln,  NE  68516 

(402)  421-1600 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr  , M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph  D.,  M.P  H Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

H.  Dunbar  Hoskins,  Jr.,  M.D.,  Executive  Vice  President 
655  Beach  St.,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C , 20024-2188 
American  College  of  Physicians 

Walter  J.  McDonald,  M.D.,  FACP,  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J Davidson,  President 
325  Seventh  Street,  N.W.,  Washington,  D C.  20004 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 

Susan  Moumouris,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Societ 
Thelma  J.  Borresen,  Executive  Director 
P.O  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Helen  C.  Redman,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 
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The  Nebraska  Medical  Association 
announces  a special 


LIFE  INSURANCE  ENROLLMENT 


Simplified  issue  offering  makes  qualifying  easy 


You  now  have  an  opportunity  to  take  advantage  of  a special  life  insurance 
enrollment  made  available  through  your  association.  During  the  Simplified 
Issue  Offering,  you  can  apply  for  superior  protection  with  th£  Affinity5"1 
Yearly  Renewable  Term  (YRT)  Life  Insurance  Plan. 


Offer  Deadline  October  31,  1995 


All  you  need  to  do  to  qualify 


3 be  under  age  60 

1 be  actively  at  work 

1 not  be  currently  enrolled  in  this  plan 

3 be  able  to  answer  NO  to  two  health  questions  on  the  application. 


Available  coverage  amounts  are: 


Accidental  Death 

Aae  Term  Life  Coverage  Benefit  Coverage 

Under  50  $50,000  $50,000 

50-54  $25,000  $25,000 

55-59  $10,000  $10,000 

All  coverages  include  a special  benefit  for  terminal  illness  and  benefits  that 
double  the  amount  payable  for  accidental  death  and  waive  premiums  if 
you  become  disabled. 

In  addition  to  the  Simplified  Issue  offer,  you  and  your  spouse  can  take 
advantage  of  coverage  from  $100,000  to  $2,000,000  (up  to  $500,000  for 
tobacco  users)  by  providing  proof  of  your  good  health. 


• Underwritten  by 

fj?]  Northwestern 
llll  National  Life 


Minneapolis,  MN 

All  stafcs  except  N ev*  Yortc 


For  more  Inform aOon  contact 

PBA  Inc. 

4000  Olson  Memorial  Highway 
Minneapolis,  MN  55422 
1-800-421-0099  ext.  6636  or  6637 
FAX:  (612)  520-6760 


If  you  prefer,  you  can  request  further  information  about  this 
offer 

by  filling  out  and  mailing  tb  is  coupon  to  the  address  to  the  left 

Name 

Address 

City State Zip 

Phone  ( ) Best  time  to  call 

Date  of  Birth Tobacco  user  QYes  O No 
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Medical  Protective  Policyowners 
NEVER  get  letters  like  this! 


4^//- 

6?SsT>0?3 


e'^'Vs 

s4>, 


"y 


c„>. 


(tew. 


% 


V?e<?0% 

. OV  *V 


c*rt>  feacA  }°^a^y0tJr,-,  s 
^e/-.  c^er/  / A)/.- 


c, 

c"c^  - 


t A 

% % 


'ce 


o 


VN*( 


Any  allegation  of  malpractice  against  a doctor  is  serious  business.  If  you  are  insured  by  The  Medical 
Protective  Company,  be  confident  that  in  any  malpractice  claim  you  are  an  active  partner  in 
analyzing  and  preparing  your  case.  We  seek  your  advice  and  counsel  in  the  beginning,  in  the 
middle,  and  at  the  end  of  your  case.  In  fact,  unless  restricted  by  state  law,  every  individual  Medical 
Protective  professional  liability  policy  guarantees  the  doctor's  right  to  consent  to  any  settlement- 
no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
confidentiality  of  the  National  Practitioner's  Data  Bank  and  increased  scrutiny  by  credentialing 
committees,  shouldn't  you  have  The  Medical  Protective  Company  as  your  professional  liability 
insurer?  Call  your  local  General  Agent  for  more  information  about  how  you  can  have  more  control 
in  defense  of  your  professional  reputation. 


t/ie  c£%&a//A  ^are  Co  mmunity  d$mce  1899 


A+  (Superior)  A.  M.  Best 
AA  (Excellent)  Standard  & Poor's 


800/344-1899 


PRESIDENT'S  PAGE 


"Strategic  Planning  Session" 


DAVID  L.  BACON,  M.D. 


From  time  to  time  every  organization 
needs  to  stop,  examine  itself,  its  mission  and 
the  direction  in  which  it  is  proceeding.  This 
summer  your  Association  has  done  exactly 
that.  Early  in  July  a group  of  Association 
members  met  at  the  Lied  Conference  Cen- 
ter in  Nebraska  City  for  a strategic  planning 
session.  The  facilitator  of  that  planning  ses- 
sion was  Judith  Magel  of  the  AMA  offices. 
The  group  spent  an  entire  day  examining 
the  Association,  the  problems  which  physi- 
cians are  encountering  and  prioritizing  is- 
sues. The  minutes  of  that  session  reflect  a 
wide  range  of  subjects  with  varying  degrees 
of  importance  and  express  the  concerns  of 
the  participants.  Priority  items  included  re- 
defining the  mission  statement  of  the  Ne- 
braska Medical  Association,  the  relationship 
of  the  Association  to  individual  doctors,  to 
groups  and  to  various  county  societies. 

Also  this  summer,  the  Executive  Staff  of 
the  Nebraska  Medical  Association  and  the 
Directors  of  Metropolitan  Omaha  Medical 
Society  and  Lancaster  County  Medical  Soci- 
ety met  to  discuss  issues  of  common  con- 
cern. From  this  meeting  there  was  devel- 
oped a list  of  items  that  the  professional  staff 
felt  were  of  significant  priority. 

The  third  bit  of  information  that  was  ob- 
tained was  a study  of  Outstate  Nebraska.  At 
the  Board  meeting  prior  to  the  annual  ses- 
sion of  the  Nebraska  Medical  Association, 
the  Board  directed  a study  to  be  developed 
regarding  the  needs  of  the  greater  Nebraska 
area.  Following  the  annual  session  this  sur- 
vey was  circulated  throughout  the  state  and 
over  200  responses  were  obtained.  This  in- 
formation was  analyzed  and  presented  in  a 
summary  form. 

During  the  August  retreat  of  the  Board  of 
Directors,  these  three  study  items  were  dis- 
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cussed  in  great  detail  and  strategic  planning 
was  undertaken.  The  Board  developed  and 
identified  a primary  strategy  and  then  spent 
considerable  time  discussing  tactics  to  carry 
out  that  strategy.  The  information  which 
follows  represents  the  strategy  and  tactics 
that  were  defined  by  your  Board  of  Direc- 
tors during  the  August  retreat.  I am  taking 
the  liberty  of  submitting  this  to  the  general 
membership  prior  to  the  interim  session  of 
the  House  of  Delegates  in  order  that  all  the 
members  of  the  Association  may  study  the 
strategy  and  tactics  and  provide  input.  I 
hope  that  any  comments  that  you  have  re- 
garding this  information  will  be  given  to 
your  respective  delegates  so  that  they  may 
represent  your  interests  regarding  these  is- 
sues. Information  regarding  the  Board  re- 
treat, resolutions  by  the  Board  of  Directors, 
and  the  strategic  planning  document  will  all 
be  discussed  in  reference  committees  and 
on  the  floor  of  the  House.  Every  member  is 
invited  to  participate  in  the  reference  com- 
mittee discussions  and,  through  their  del- 
egates, participate  in  floor  debate  on  our 
strategic  objectives  and  plan  for  action. 
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NMA  Action  Plan 

Board  of  directors 
Strategic  Planning  Session 
August  1 8,  1 995 


STRATEGY 

Empower  physician  members  to  define  and 

control  the  health  care  agenda  in  Nebraska 

through  focused  activity  by  the  Nebraska  Medi- 
cal Association. 

ACTION  ITEMS 

I.  Medicaid  Managed  Care  Program 

II.  Managed  Care/Third  Party  Carriers 

III.  Legislation 

IV.  Public  Relations 

V.  Health  Manpower 

TACTICS 

I.  Medicaid  Managed  Care  Program 

A.  Engage  the  Medicaid  Managed  Care 
Commission  to: 

1.  Make  recommendations  for  ensuring 
preservation  of  the  physician/patient 
relationship 

2.  Make  recommendations  for  physician 
contract  design,  specifically  address- 
ing the  issues  of  number  of  patients 
per  physician  and  requirements  for 
the  time  scheduling  services 

3.  Find  ways  to  reduce  the  paperwork 
required  for  participating  in  the  pro- 
gram 

4.  Thoroughly  review  the  contracting  and 
payment  system  for  mental  health 
services  which  are  being  instituted  by 
Options,  Inc. 

B.  Initiate  contact  with  the  Governor  re- 
garding items  A.  1-4  above 

C.  Continue  dialogue  with  NDSS  officials 
to  resolve  administrative  problems  with 
the  program 

II.  Managed  Care/Third  Party  Carriers 

A.  Establish  an  NMA  staff  member  with 
responsibility  for  managed  care  issues 

1.  Act  as  a liaison  for  members  on  man- 
aged care  issues 

2.  Business  background,  not  legally  ori- 
ented 

3.  Act  as  a resource  to  the  Board  on 
managed  care  issues 

B.  Develop  a plan  for  the  collaboration  and 

integration  of  the  diverse  physician 
organizations  in  Nebraska-NMA  MC 
staff  to  recommend  time  line  and  ac- 
tion steps  to  the  Board 


III.  Legislation 

A.  Continue  utilization  of  focused  working 
groups  to  develop  NMA  legislative  strat- 
egy and  tactics  for  recommendation  to 
the  Commission  on  Legislation  and 
Governmental  Affairs 

B.  Strengthen  NMA  ability  to  respond  ef- 
fectively to  pressing  legislative  concerns 

1.  Coordinate  Association  and  Alliance 
legislative  activity 

2.  Develop  and  present  legislative  work- 
shops to  Alliance  and  Association 
membership 

3.  Enhance  NMA  key  contact  system 

4.  Augment  NMA  communications  sys- 
tem with  members  regarding  press- 
ing legislative  issues 

IV.  Public  Relations 

A.  Focus  on  statewide  issues  and  ask  that 
county  medical  societies  focus  on  local 
issues 

B.  Seek  out  natural  allies  on  issues  of  im- 
portance to  the  Association 

C.  Public  health  messages-continue  current 
low-cost  methods  of  distributing  public 
health  information 

D.  Political  messages-develop  clear,  con- 
cise political  messages  for  delivery  to 
the  public  and  recognize  there  may  be 
cost  involved  in  ensuring  the  delivery  of 
these  messages 

E.  Ask  the  Commission  on  Public  Affairs  to 
develop  a plan  for  Association  public 
relations  activity  which  addresses  the 
above  concerns 

V.  Health  Manpower 

A.  Recognize  that  many  of  the  political/ 
economic  issues  which  are  being  ad- 
dressed by  the  Association  are  being 
driven  by  public  and  governmental  con- 
cerns regarding  access  to  care,  particu- 
larly in  rural  areas  of  Nebraska 

B.  Ask  the  NMA  Committee  on  Health  Plan- 
ning to  formulate  a recommendation 
regarding  development  of  some  type  of 
health  manpower  referral  system  which 
will  encompass  all  critical  professions  in 
the  provision  of  health  care 
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GUEST  EDITORIAL 


Radiology  Centennial:  The  First  Nebraska  Shadows 


JOE  STAVAS,  M.D. 


1995  marks  the  100th  year  anniversary  of 
the  discovery  of  the  X-ray  by  Wilhelm  Conrad 
Roentgen,  a German  physicist.  On  the  after- 
noon of  November  8,  1 895,  at  the  University 
of  Wurzburg  in  Germany,  Roentgen  made  a 
crude  exposure  of  his  hand  while  experiment- 
ing with  the  Crooke's  tube.  Roentgen's  dis- 
covery was  sensational  news  at  the  time  and 
spread  across  Europe  and  the  America's  in 
only  a few  days,  although  there  was  an  initial 
attempt  to  keep  it  as  secret  as  possible.  The 
discovery  of  this  invisible,  unknown  ray,  thus 
dubbed  the  "X"  ray,  revolutionized  the  world, 
and  many  saw  its  potential  use  in  medicine 
immediately.  Roentgen  won  the  first  Nobel 
prize  in  physics  in  1901  for  his  discovery. 

When  and  how  did  the  X-ray  make  its  way 
to  Nebraska?  The  very  earliest  newspaper 
report  on  the  X-ray  discovery  that  I could  find 
was  in  the  Omaha  World  Hearald  on  Febru- 
ary 1 6th,  1 896,  over  three  months  later.  It  may 
have,  or  at  least  should  have  been  reported 
earlier,  based  on  the  flurry  of  excitement  in 
the  scientific  corners  of  the  United  States. 
Two  reasons  for  its  delay  in  local  papers  may 
have  been  the  lack  of  World  Herald  syndica- 
tion and  regional  sentiment  against  Wilhelm 
II,  the  Kaiser  of  World  War  I (or  my  tired 
eyeballs  missing  some  very  fine  print  on  miles 
and  miles  of  microfilm).  Nonetheless, 
Roentgen's  discovery  quickly  appeared  in  the 
science  literature  and  his  works  were  pub- 
lished in  editions  of  Nature  and  Scientific 
American  by  the  end  of  January  1896. 

On  February  12,  1896,  Charles  F.  Crowley, 
Professor  of  Chemistry  and  Toxicology  at 
Creighton  University,  took  an  x-ray  of  a mouse 
and  history  states  this  was  the  "first  perfect  x- 
ray  in  Nebraska",  but  I doubt  the  same  perfec- 
tion could  be  said  of  the  mouse  after  the  35 
minute  exposure.  One  month  later  Crowley 
demonstrated  the  Roentgen  Ray  at  a public 
lecture  in  the  University  Administration  Build- 
ing with  an  unequivocal  interpretation  of  the 


murine  film.  Another  story  relates  the  early 
use  of  the  X-ray  with  a flair  of  creativity  and 
aces.  E.B.  Smith,  the  superintendent  of  the 
Omaha  Telephone  Company  in  1896,  fol- 
lowed with  enthusiasm  the  x-ray  discovery 
and  set  up  an  experimental  laboratory  at  the 
phone  company.  Smith  was  a poker  buddy  of 
Dr.  Ralph  W.  Connell,  City  Health  Commis- 
sioner at  the  time,  and  the  subject  of  X-rays 
frequently  surfaced  during  card  games.  In  the 
summer  of  1896,  Dr.  Connell's  young  daugh- 
ter stepped  on  a needle,  and  he  contacted 
Smith  to  see  if  they  could  locate  the  foreign 
body  in  her  heel.  The  "want-a-be"  radiologists 
sprung  into  action  and  miraculously  rigged  up 
an  apparatus  and  made  a diagnostic  exposure 
allowing  easy  removal  of  the  needle.  Let's 
hear  it  for  a short  night  of  poker  with  the 
boys! 

The  Nebraska  State  Medical  Society  was  in 
early  bloom  at  the  time  of  Roentgen's  work, 
and  first  mention  of  such  was  found  during 
the  Spring  Society  Meeting  of  1896.  A single 
sentence  in  the  May  1896  Proceedings  of  the 
Nebraska  State  Medical  Society,  states  thus: 
"Dr.  Buller  moved  that  a vote  of  thanks  be 
tendered  Dr.  Brace  for  the  exhibition  of  the 
Roentgen  rays.  Carried".  Nothing  is  written  of 
what  Dr.  Brace  said  or  exhibited  in  the  Pro- 
ceedings. However,  in  August  1896,  issue  of 
the  Western  Medical  Review,  a regional  medi- 
cal journal  published  in  Lincoln,  an  editorial 
made  note  of  Dr.  Brace's  discussion  including 
two  medical  uses  of  x-rays  and  subsequent 
"severe"  dermatitis,  a subject  that  the  Review 
felt  newsworthy.  The  first  case  was  a man  who 
was  x-rayed  after  a gunshot  wound  to  the 
head.  Attempts  to  locate  the  bullet  were  un- 
successful and  subsequently  he  lost  all  the 
hair  on  one  side  of  his  head.  The  second  case 
was  that  of  a city  attorney  who  was  "badly 
maltreated  with  footpads"  (apparently  a type 
of  turn  of  the  century  lawyer  bashing)  and  had 
a shoulder  injury.  A shoulder  skiagraph,  an- 
other early  term  for  the  x-ray,  was  obtained 
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and  the  "seance  lasted  two  hours  and  a half" 
according  to  the  account.  One  week  later  he 
developed  a "severe  burn  of  the  second  de- 
gree." The  editors  correctly  concluded  that 
the  alopecia  and  burn  were  in  some  way 
related  to  the  Roentgen  Ray  and  the  length  of 
the  "seance".  Modern  day  radiologists  still 
frequently  employ  a secret  seance  in  dimly  lit 
rooms  during  film  interpretations,  calling  upon 
the  inspiration  of  Brother  Wilhelm. 

The  first  clinical  paper  presented  at  a Ne- 
braska State  Medical  Society  meeting  occurred 
in  June  of  1898.  The  paper,  entitled  "The  X- 
Ray  Diagnosis  of  Tuberculosis",  was  prepared 
and  read  by  Dr.  J.  Rudis-Jicinsky  of  Crete.  The 
paper  was  read  at  the  last  session  on  the 
closing  day,  juxtaposed  between  the  reading 
of  "Relations  of  Insanity  and  Pelvic  Diseases  in 
Women"  and  "Reflex  Cough  Due  to  Masturba- 
tion", Nothing  was  said  about  the  Scientific 
Committee's  protocol  for  paper  preference 
and  clinical  importance,  but  it  makes  you 
wonder.  The  Crete  physician  reported  on  the 
x-ray  findings  of  twenty  patients  in  his  practice 
with  T.B.  and  how  it  helped  him  manage  the 
infection. 

In  the  next  few  years  to  follow  numerous 
reports  surfaced  in  the  Nebraska  Medical 
Society  papers  regarding  the  use  of  x-ray  in 
diagnosis  and  treatment.  John  P.  Lord,  an 
orthopedist  in  Omaha,  was  the  first  doctor  to 
utilize  x-rays  in  his  practice.  The  J.P.  Lord 
Children's  Home  for  crippled  children  in 
Omaha  is  named  in  his  honor.  H.P.  Jensen, 
another  Omaha  physician  also  advocated  the 
use  of  x-rays,  and  being  a personal  friend  of 
Marie  Curie,  was  given  a source  of  radium  on 
a visit  to  Europe,  and  became  one  of  the  first 
doctors  to  treat  cancer  patients  in  the  United 
States. 

And  that  is  how  the  record  stands  on  the 
first  few  years  of  Nebraska  X-rays,  1 895-1 900. 
It  was  not  much,  but  enough  to  get  the  physi- 
cists, chemists,  electricians,  and  doctors  in 
this  state  off  to  a practical  start  using  x-rays. 
With  Omaha  having  two  medical  schools  at 
the  time.  Creighton  University  and  Omaha 
Medical  College,  there  was  ample  interest  in 


furthering  its  use  among  Nebraska  physicians, 
and  by  the  early  1900's,  Roentgenology  was 
an  accepted  means  of  diagnosis  and  treat- 
ment. 

From  the  first  3 hour  exposure  "seances"  in 
1 895,  to  the  subsecond  films  of  1 995,  the  field 
of  Radiology  has  advanced  at  exponential 
speed.  Wilhelm  Roentgen  truly  deserves  his 
place  among  the  great  names  on  the  timeline 
of  major  medical  discoveries,  and  during  this 
centennial  year  is  rightly  honored,  just  imag- 
ine what  your  practice  would  be  like  without 
the  X-Ray. 

I wish  to  extend  a special  thanks  to  the 
following  for  assisting  me  during  the  retrieval 
of  historical  material.  Helen  Yam,  McGoogan 
Library,  UNMC,  James  Ruigh,  Nebraska  Medi- 
cal Association,  and  Jeri  Dell,  Creighton  Uni- 
versity Health  Sciences  Library. 


Yesterday  and  today:  Turn  of  the  century  glass  blown 
x-ray  tube  circa  1897,  similar  in  design  to  the  Crooke's 
tube  used  by  Roentgen  during  his  historic  exposure  in 
1895,  atop  a modern  day  radiographic  table,  capable  of 
performing  milliscecond  exposures.  This  x-ray  tube  and 
others  are  on  permanent  display  at  St.  Elizabeth  Hospi- 
tal Radiology  Department,  Lincoln,  Nebraska 
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INTRODUCTION 

LIFE  threatening  ventricular 
arrhythmia  is  a rare  but  im- 
portant occurrence  associated 
with  erythromycin  use.  We  report  a case  of 
'torsades  de  pointes'  induced  by  intravenous 
erythromycin.  A review  of  possible  mecha- 
nisms and  precautions  is  included. 

CASE  REPORT 

A 59-year-old  woman  was  admitted  to  inten- 
sive care  unit  for  acute  respiratory  failure  sec- 
ondary to  bilateral  pneumonia.  She  also  had  a 
history  of  pulmonary  hypertension  associated 
with  sleep  apnea,  diabetes  mellitus  and  carci- 
noma of  uterus  with  radium  implants.  She  was 
intubated  and  placed  on  ventilator.  Chest  ra- 
diographs showed  diffuse  consolidations  bilat- 
erally. Candida  and  Legionella  pneumonia  were 
suspected.  Empirical  antimicrobial  therapy  was 
instituted  with  intravenous  erythromycin  (500 
mg  every  six  hours),  piperacillin,  fluconazole 
and  Amphotericin  B (40mg  every  day).  Shortly 
after  the  second  dose  of  erythromycin  was 
given,  she  developed  polymorphic  ventricular 
tachycardia  with  prolonged  QT  interval  (Figure 
1)  which  required  direct-current  cardioversion 
for  termination.  Erythromycin  was  discontin- 
ued immediately  while  all  other  antimicrobials 
were  continued.  QT  interval  returned  to  normal 
(Figure  2)  48  hours  after  erythromycin  was 
stopped.  No  recurrence  of  ventricular  arrhythmia 
was  noted.  Further  investigations  revealed  a 
normal  signal-averaged  electrocardiogram, 
negative  cardiac  enzymes  for  acute  myocardial 
infarction,  normal  left  ventricular  function  with- 
out wall  motion  abnormality  on  two-dimen- 
sional echocardiogram,  and  normal  plasma  elec- 
trolytes  including  magnesium  except 
hypokalemia  (3.0  meg/1)  which  was  subse- 
quently corrected. 

DISCUSSION 

Our  patient  experienced  "torsades  de  pointes" 
arrhythmia  associated  with  intravenous  eryth- 
romycin infusion.  This  is  a rare  occurrence  and 


has  been  reported  a few  times  in  the  medical 
literature.1'5  The  precipitating  factors  of  the 
tachyarrhthmia  are  not  exactly  clear. 
Amphotericin  B can  cause  ventricular  fibrilla- 
tion unrelated  to  QT  prolongation.  Hypokalemia 
may  have  played  a contributing  role  in  the 
occurrence  of  the  arrhythmia.  The  mechanism 
is  likely  related  to  early  after-depolarization 
during  the  plateau  phase  of  repolarization  pe- 
riod of  action  potential,  oscillating  cellular  po- 
tentials which  occur  when  inward-depolarizing 
currents  exceed  outward-repolarizing  currents 
and  the  latter  are  diminished  by  a low  extracel- 
lular potassium  concentration. 

The  mechanisms  of  erythromycin  induced 
'torsades  de  pointes'  have  not  been  completely 
worked  out.  Electrophysiological  effects  of  rapid 
intravenous  injection  of  erythromycin  include: 
prolongation  of  atrial  and  ventricular  refractory 
periods,  QT  and  QTc  intervals.6  The 
arrhythmogenic  action  is  similar  to  the  Group 
IA  antiarrhythmic  drugs,  and  is  directly  related 
to  the  serum  concentration.  Furthermore,  ani- 
mal studies  indicated  that  erythromycin  induced 
phase  2 and  phase  3 early  after  depolarization, 
which  markedly  prolonged  action  potential 
duration.7  Changes  in  repolarization  were  much 
pronounced  in  Purkinje  fibers  than  ventricular 
muscle.  Blockade  of  delayed  rectifier  potas- 
sium channels  may  underlie  much  of  the  effects 
of  erythromycin  on  action  potential  duration. 

Anectodal  experience  suggests  that  erythro- 
mycin induced  'torsades  de  pontes'  occurs  more 
frequently  in  patients  with  preexisting  long  QTc 
intervals,  such  as  idiopathic  prolonged  QT  syn- 
drome,3 treatment  with  Type  IA  antiarrhythmic 
drugs  and  terfenadine,8  hypokalemia, 
hypomagnesmia,  preexisting  liver  and  cardiac 
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FIGURE  1:  Torsades  de  pointes  after  erythromycin  infusion 


FIGURE  2:  QT  interval  returned  to  normal  48  hours 
after  erythromycin  was  discontinued 


diseases.4  Although  most  of  the  arrhythmia 
were  associated  with  intravenous  erythromy- 
cin use,  multiform  ventricular  arrhythmia  has 
been  reported  with  oral  erythromycin  use  which 
only  produced  a low  drug  level  in  blood  (2-4 
mg/I).9  One  explanation  is  that  tissue  concen- 
tration of  erythromycin  exceeds  that  in  plasma, 
with  increased  accumulation  in  the  heart  muscle. 


4.  Schoenenberger  RA,  Haefeli  WE,  Weiss  P.  Ritz  RF. 
Association  of  intravenous  erythromycin  and  potentially  fatal 
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6.  Ponsonnai  J,  Citron  B,  Richard  A,  Trolesse  JF,  Chaperon 
A,  Barret  B,  Gras  H.  Electrophysiological  study  of 
proarrhythmogenic  effects  of  erythromycin.  Arch-Mal-Coeur- 
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SUMMARY 

Erythromycin  is  a widely  used  antibiotic  in 
today's  armamentarium  of  antibiotics.  Although 
erythromycin  induced  ventricular  tachyar- 
rhythmia is  rare,  this  potentially  life-threatening 
reaction  should  be  kept  in  mind.  The  relative 
rarity  of  'torsades  de  pointes'  arrhythmia  sug- 
gests that  other  predisposing  factors  contribute 
to  the  acquired  long  QT  syndrome.  Since  more 
and  more  macrolide  products  have  been  ap- 
proved by  the  Food  and  Drug  Administration 
for  use  in  the  United  States,  the  potential  prob- 
lem with  'torsades  de  pointes'  may  exist  with 
each  of  the  macrolide  antibiotic.  Until  the  exact 
mechanisms  of  the  arrhythmia  are  worked  out, 
close  monitoring  of  rhythms  and  QT  intervals  of 
high  risk  patients  who  require  erythromycin  is 
certainly  advisable.  Only  a heightened  aware- 
ness among  the  physicians  and  medical  person- 
nel can  the  adverse  outcome  be  minimized. 
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COMMENTARY 

Doctors  Wong  and  Windle  have  presented  an 
unusual  case  with  important  medical  implica- 
tions. Torsades  de  pointes  is  more  than  just  a 
simple  cardiac  curiosity;  numerous  noncardiac 
agents  or  conditions  may  also  precipitate  torsades 
and  lead  to  sudden  cardiac  death. 

Erythromycin  has  electrophysiological  prop- 
erties similar  to  Class  IA  antiarrhythmic  agents; 
thus  significant  increases  in  atrial  and  ventricular 
refractory  periods  can  occur;  moreover  this  de- 
layed repolarization  can  in  predisposed  individu- 
als lead  to  life-threatening  dysrhythmias  and  syn- 
cope. 

Erythromycin  can  cause  prolongation  of  the 
QT  interval.  Other  causes  of  the  acquired  long 
QT  interval  syndrome  include  severe  bradycar- 
dia, electrolyte  disturbances  (notably  hypokalemia 
and  hypomagnesemia),  antiarrhythmic  drugs, 
various  non-antiarrhythmic  drugs  include  psy- 
chotropic agents,  antifungal,  and  antihistaminics 
as  well  as  numerous  unrelated  clinical  disorders 
that  might  predispose  to  torsades  de  pointes. 

Clinicians  utilizing  Erythromycin  should  take 
these  conditions  into  account;  whether  patients 
on  intravenous  Erythromycin  warrant  cardiac 
monitoring  certainly  depends  on  further  studies 
in  this  day  of  cost  effectiveness. 

William  M.  Vosik,  M.D. 
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Introduction:  The  Problem 

IN  Nebraska  in  1990  the  preg- 
nancy rate  for  females  aged 
10-19  was  33.7  pregnancies 
per  1,000  females  aged  10-19  years.  In  1993, 
the  rate  of  sexually  transmitted  diseases  among 
boys  and  girls  of  this  same  age  group  was  794/ 
1 00,000  with  72%  of  these  cases  being  among 
females.1 

Background 

Only  in  the  last  10  years  have  reliable  data 
become  available  on  the  health  risk  behaviors 
of  adolescents  that  contribute  to  the  statistics 
noted  above.  Since  1989,  the  Centers  for  Dis- 
ease Control  (CDC)  has  been  conducting  the 
Youth  Risk  Behavior  Survey  (YRBS)  of  students 
in  grades  9-1 2 nationwide.  The  YRBS  generates 
self-reports  of  adolescent  health-related  behav- 
iors.2 The  data  from  these  surveys  provide  a 
picture  of  the  sexual  practices  of  adolescents. 
This  paper  describes  the  sexual  practices  of  a 
sample  of  Nebraska  adolescents  who  were 
surveyed  in  1 993. 3 Data  from  similar  surveys  in 
1989, 4 1990s  and  1991 6 are  cited.  Using  the 
1 993  data  (N  = 3,1  78),  this  paper  describes  the 
proportion  of  adolescents  in  grades  9-12  who 
were  sexually  active,  the  age  of  first  intercourse, 
the  number  of  partners,  the  use  of  contracep- 
tive methods,  and  the  involvement  of  alcohol 
and  other  drugs  in  sexual  activity. 

Methods 

In  1993,  schools  were  selected  at  random 
from  all  public  schools  in  Nebraska  serving 
grades  9-12.  From  the  selected  schools,  class- 
rooms were  randomly  selected,  and  the  survey 
administered  to  all  students  in  the  classroom  on 
the  day  scheduled  for  the  survey.  Data  were 
gathered  by  trained  data  gatherers  to  ensure 
anonymity  and  confidentiality.  Student  partici- 
pation was  voluntary.  Fewer  than  two  dozen  of 
the  more  than  3,000  students  in  the  random 
sample  chose  not  to  participate. 

It  should  be  noted  that  school  drop  outs,  a 
group  known  for  higher  risk  behaviors,  were 


not  included  in  this  survey.  The  data  that  follow 
pertain  to  Nebraska  adolescents  in  school.  A 
separate  study  of  school  drop  outs  needs  to  be 
done. 

Results 

Sexual  Intercourse 

The  1993  YRBS  results  reported  that  47.0% 
of  Nebraska  adolescents  in  grades  9-12  had 
ever  had  sexual  intercourse.  YRBS  results  in 
1991  reported  52.5%  having  ever  had  sexual 
intercourse,  the  1990  YRBS  reported  54.3%; 
and  the  1989  YRBS  reported  57.0% 

Males  were  more  likely  than  females  to  re- 
port having  had  sexual  intercourse.  In  1993, 
51.8%  of  the  males  and  41.9%  of  the  females 
reported  having  had  sexual  intercourse.  These 
data  suggest  a declining  percentage  of  adoles- 
cents in  Nebraska's  Grades  9-1 2 who  have  ever 
had  sexual  intercourse.  (Table  1). 

TABLE  1 


Have  you  ever  had  sexual  intercourse? 


Year 

National 

% 

Nebraska 

% 

Nebraska 

Males 

% 

Nebraska 

Females 

% 

1989 

59 

■57 

58.4 

55.4 

1990 

54.2 

54.3 

57.9 

50.2 

1991 

56.5 

52.5 

56.0 

49.0 

1993 

* 

47.0 

51.8 

41.9 

'National  data  not  available. 


Age  of  First  Intercourse 

Information  about  the  age  of  first  inter- 
course is  helpful  in  deciding  at  what  grade 
education  should  address  issues  like  decision 
making  related  to  sexual  intercourse.  Data 
from  1 993  indicated  that  41 .5%  of  the  sexu- 
ally active  young  people  surveyed  had  first 


'Reprints  request  and  correspondence  to:  Ian  M.  Newman, 
NPCADA,  P.O.  Box  880229,  University  of  Nebraska-Lincoln, 
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intercourse  at  age  1 4 or  younger:  1 2.1%  prior 
to  age  1 3 (Table  2). 


TABLE  2 

How  old  were  you  when  you  had 
sexual  intercourse  for  the  first  time? 


Age  at  First 
Intercourse 

Overall 

% 

Males 

% 

Females 

% 

1 2 or  less 

12.1 

15.8 

7.4 

1 3-14  years  old 

29.4 

25.2 

30.6 

15-16  years  old 

50.0 

47.5 

52.8 

1 7 or  older 

8.6 

8.2 

9.1 

N = 

1494 

925 

669 

Multiple  Partners 

Sexual  intercourse  for  adolescents  creates 
a range  of  risks.  These  risks  are  compounded 
when  the  number  of  sexual  partners  in- 
creases. Of  the  47.0%  of  this  sample  of 
Nebraska  adolescents  who  were  sexually 
active  in  1993,  62.9%  had  intercourse  with 
two  or  more  partners  (66.8%  of  the  males 
and  58.1%  of  the  females).  Table  3 shows 
that  as  age  increases,  so  does  the  likelihood 
of  multiple  partners.  Fifty-four  percent  of 
sexually  active  students  under  age  16  had 
sex  with  more  than  one  partner,  compared 
to  62.8%  of  the  sexually  active  students  ages 
16-17  and  70.1%  of  students  age  18  and 
older. 


TABLE  3 

During  your  life  with  how  many  people  have 
you  had  sexual  intercourse? 


Number 

of 

Partners 

Overall 

% 

Age  1 5 and 
younger 

% 

Age 

16-17 

% 

Age  18  and 
older 

% 

One 

37.1 

45.8 

37.2 

29.9 

2 or  3 

31.0 

29.6 

31.2 

30.2 

4 or  5 

14.4 

7.0 

16.5 

15.4 

6 or  more 

17.4 

17.6 

14.6 

24.4 

N= 

1497 

284 

869 

344 

Respondents  were  asked  about  their  in- 
tercourse practices  during  the  three  months 
preceding  the  survey  in  spring  1 993.  Of  the 
sexually  active  students,  3 1 .2%  had  not  had 
intercourse  in  the  previous  3 months;  5 1 .7% 
indicated  they  had  intercourse  with  just  one 
person.  Of  the  remaining  sexually  active  stu- 
dents, 12.4%  had  had  sex  with  2 or  3 per- 
sons, 2.5%  with  4 or  5 persons  and  2.1% 
reported  sexual  intercourse  with  6 or  more 
persons. 

Use  of  Birth  Control 

In  1 993,  57.1  % of  the  sexually  active  ado- 
lescents had  used  a condom  during  their  last 
intercourse.  This  was  up  from  the  1991  per- 


centage of  48.4%.  In  1993,  61.2%  of  the 
males  and  50.8%  of  the  females  reported 
condom  use.  Younger  students  had  higher 
rates  of  condom  use  than  older  students: 
60.8%  of  students  aged  15  and  younger 
compared  to  52.4%  of  students  aged  1 8 and 
older. 

TABLE  4 

The  last  time  you  had  sexual  intercourse, 
what  one  method  did  you  or  your  partner 
use  to  prevent  pregnancy 


Method  Overall 

% 

Age  1 5 and 
younger 
% 

Age 

16-17 

% 

Age  1 8 and 
older 

% 

No  Method 
Birth  control 

13.5 

13.1 

13.6 

13.6 

pills 

14.3 

6.0 

13.9 

22.2 

Condoms 

57.1 

60.8 

57.8 

52.4 

Withdrawal 

1 1.4 

13.1 

1 1.4 

9.8 

Other  method 

1.9 

3.9 

1.8 

0.6 

Not  sure 

1.8 

3.2 

1.5 

1.4 

N = 

1478 

283 

857 

338 

Alcohol,  Drugs  and  Sex 

It  has  been  suggested  that  alcohol  use  is 
common  among  adolescents  before  sexual 
intercourse  and  is  a contributing  factor  in 
the  high  incidence  of  sexual  intercourse.  As 
Table  5 shows,  a quarter  (25.7%)  of  the  sexu- 
ally active  students  surveyed  reported  using 
alcohol  and/or  other  drugs  prior  to  their  last 
sexual  intercourse. 


TABLE  5 

Did  you  drink  alcohol  or  use  drugs  before 
you  had  sexual  intercourse  the  last  time? 


Response 

Overall 

% 

Age  1 5 and 
younger 
% 

Age 

16-17 

% 

Age  1 8 and 
older 

% 

Yes 

25.7 

29.5 

24.4 

25.9 

No 

74.3 

70.5 

75.0 

74.1 

N = 

1499 

285 

870 

344 

Discussion 

The  rate  of  adolescent  sexually  transmit- 
ted diseases  and  pregnancy  is  related  to  the 
level  of  sexual  activity.7  According  to  the 
1 993  YRBS,  Nebraska  adolescents  are  no  less 
sexually  active  than  other  adolescents.  Table 
1,  however,  does  suggest  a decline  in  the 
proportion  of  sexually  active  Nebraska  ado- 
lescents. While  only  a little  more  than  half 
(57.1%)  of  these  young  people  report 
condom  use  at  last  intercourse,  this  was 
higher  than  the  percentage  reported  in  1991 
(48.4%).  Among  respondents  18  and  older- 
the  age  group  most  likely  to  be  sexually  ac- 
tive-condom use  at  last  intercourse  increased 
from  32.8%  to  52.4% 
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Given  the  high  rate  of  STDs  and  the  cor- 
respondingly high  rates  of  sexual  activity,  the 
question  of  how  guidance  and  education 
about  sex  are  provided  is  critical.  Schools 
have  been  reluctant  to  provide  much  guid- 
ance because  of  their  perception  that  par- 
ents would  disapprove  of  frank  discussions 
of  sexual  activity  and  condom  use.  It  is  not 
known  how  many  physicians  routinely  pro- 
vide effective,  specific  sex  information  to 
their  adolescent  patients. 

Young  people  know  something  about  sex 
early  in  their  adolescent  years  because  nearly 
half  (41.5%)  are  sexually  active  prior  to  age 
15.  What  they  actually  know  and  the  accu- 
racy of  their  knowledge  is  unknown.  Clearly, 
however,  there  is  a need  for  accurate  infor- 
mation coming  from  as  many  sources  as 
possible. 

Physicians  with  adolescent  patients  have 
an  excellent  opportunity  to  provide  useful 
information  about  sexual  activity  and  the 
risks  involved.  Physicians  have  an  opportu- 
nity to  shape  behavior  if  they  clearly  advise 
against  sexual  activity  because  of  the  health 
risks.  This  message  should  begin  at  puberty. 
Information  on  the  risks  of  pregnancy  at  a 
young  age  and  on  sexually  transmitted  dis- 
eases should  be  simple  and  clear.  This  infor- 
mation should  be  repeated  each  time  a phy- 
sician sees  an  adolescent  patient.  Each  time 
these  messages  are  given,  a notation  should 
be  entered  on  the  patient's  chart  to  empha- 
size their  importance. 

Because  physicians  are  held  in  high  esteem 
by  young  patients,  the  responsible  physician 
should  put  this  esteem  behind  his/her  ad- 
vice by  personalizing  their  message  for  the 
patient:  "As  your  physician,  I do  not  think 
you  should  . . ."  This  may  sound  authorita- 
tive, but  young  people  tell  us  they  are  look- 
ing for  strong  references  to  use  in  making 
decisions.  The  physician's  advice  need  not 
be  moral  in  tone.  Suggestions  on  delaying 
first  intercourse,  practicing  STD  prevention 
and  using  contraceptives  are  sound  medical 
advice. 

In  their  role  as  community  leaders,  physi- 
cians can  aid  in  the  reduction  of  the  rate  of 


adolescent  sexual  activity  by  encouraging 
and  supporting  school  personnel  to  be  forth- 
right and  direct  in  their  educational  pro- 
grams. Adolescent  sexual  activity  is  both  a 
health  issue  and  an  educational  issue.  Ado- 
lescents dealing  with  pregnancy  or  sexually 
transmitted  diseases  do  not  learn  well  in 
school. 

While  the  data  give  a clear  picture  of  some 
dimensions  of  risk,  they  raise  many  new  ques- 
tions for  future  research.  For  example,  what 
is  the  relationship  between  the  early  onset 
of  sexual  activity  and  dropping  out  of  school? 
What  is  the  relationship  between  the  onset 
of  alcohol  and  other  drug  use  and  early  preg- 
nancy? 

Conclusion 

Almost  half  of  Nebraska's  adolescents  in 
grades  9-1  2 report  having  sexual  intercourse. 
Of  these  62.9%  have  had  intercourse  with 
multiple  partners.  A little  more  than  half 
(57.1%)  reported  using  a condom  at  last 
intercourse.  One-quarter  of  these  young 
people  reported  the  use  of  alcohol  or  drugs 
prior  to  last  intercourse.  These  data  suggest 
widespread  high  risk  behavior. 

Any  steps  taken  to  reduce  behavioral 
health  risks  of  adolescents  represent  the 
greatest  opportunity  to  improve  the  health 
of  young  people  and  to  reduce  preventable 
health  care  costs. 
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Introduction 

Regaining  elbow  flexion  in  a paralytic  limb 
greatly  improves  the  function  of  the  extremity 
and  helps  regain  activities  of  daily  living.  Pa- 
tients with  traumatic  brachial  plexus  injuries 
most  frequently  disrupt  C5  and  C6,1  and  on 
occasion,  the  entire  plexus.  Brachial  plexus 
injuries  often  result  from  accidents  in  which 
the  head  is  forcefully  separated  from  the  shoul- 
der, stretching  the  plexus  to  varying  degrees. 
If  the  clavicle  fractures,  the  shoulder  girdle 
becomes  more  mobile  allowing  for  greater 
traction  and  stretching  of  the  plexus.  A thor- 
ough examination  at  the  time  of  injury  can 
assist  in  determining  the  levels  involved  as 
well  as  determine  if  the  transection  is  suprag- 
anglionic  or  infraganglionic.  EMG's  and/or 
myelography  are  helpful  in  the  diagnosis  of 
these  crippling  upper  extremity  injuries. 

Interruption  of  the  upper  plexus  results  in 
loss  of  elbow  flexion  and  shoulder  function 
yet  the  hand  may  be  normal  but  in  a useless 
position.  A number  of  procedures  have  been 
developed,  originally  for  poliomyelitis  patients, 
to  recover  elbow  flexion  in  order  to  position 
the  hand  in  a functional  plane.  These  proce- 
dures include  Steindler  flexorplasty,2'4  triceps 
transfer,57  pectoralis  major  transfer,8  and 
latissimus  dorsi  transfer.9'10  With  any  of  these 
procedures,  adequate  elbow  range  of  motion 
may  be  achieved  but  strength  can  remain 
limited. 

Case  Report 

A 44  year  old  man  was  involved  in  a motor 
vehicle  accident  in  which  he  was  thrown  from 
the  vehicle.  He  presented  with  left  shoulder 
pain  and  the  inability  to  flex  his  elbow  or 
actively  move  his  shoulder.  He  also  had  de- 
creased sensation  in  the  C5  and  C6  der- 
matomes. He  had  no  cervical  injuries  and  no 
fractures  were  identified.  An  initial  EMG  re- 
vealed that  there  was  significant  brachial 
plexus  damage  involving  predominantly  the 
upper  and  middle  trunks  with  possible  nerve 
root  avulsion.  This  patient  was  followed  with 


serial  EMG's  and  had  no  improvement  or 
regeneration  of  his  nerve  injuries  after  one 
year.  EMG's  confirmed  a C5  and  C6  nerve 
root  avulsion.  Clinically  he  was  unable  to  flex 
his  elbow  and  he  had  flail  shoulder.  His  wrist 
and  hand  function  remained  normal.  He  had 
marked  atrophy  of  the  deltoid,  supraspinatus, 
infraspinatus,  and  triceps. 

One  year  after  his  injury  the  patient  under- 
went a latissimus  dorsi  muscle  transfer  as 
described  by  Zancolli10  and  a shoulder 
arthrodesis.  A posterolateral  incision  was  per- 
formed, beginning  along  the  posterior  axillary 
fold  and  continuing  posteriorly  and  medically, 
exposing  the  lateral  border  of  the  latissimus 
dorsi.  Once  the  neurovascular  pedicle  on  the 
deep  surface  of  the  muscle  was  identified  (the 
thoracodorsal  branch  of  the  subscapular  ar- 
tery and  its  vein,  and  the  thoracodorsal  nerve) 
the  latissimus  dorsi  was  reflected  from  the 
chest  wall.  A second  skin  incision  was  made  at 
the  axilla  to  expose  the  bicipital  tendon.  A 
subcutaneous  tunnel  was  created  anteriorly 
in  the  arm  to  accept  the  latissimus  dorsi.  The 
first  skin  incision  was  then  carried  through  the 
axilla  anteriorly  and  the  muscle  flap  was  trans- 
ferred through  the  subcutaneous  tunnel  down 
the  arm.  Great  care  was  made  to  protect  the 
neurovascular  pedicle.  The  origin  of  the  muscle 
was  then  woven  and  sutured  into  the  biceps 
tendon  while  the  insertion  was  attached  to 
the  coracoid  or  acromion.  A shoulder  fusion 
was  completed  at  the  same  time.  He  was 
placed  in  a shoulder  spica  cast  intraoperatively. 

He  was  immobilized  in  the  shoulder  spica 
cast  for  1 2 weeks  and  then  begun  on  rehabili- 
tation. At  6 months  post  operative  he  was 
able  to  flex  his  elbow,  getting  his  hand  to  his 
mouth.  Figures  1 and  2 show  the  patient  at  his 
one  year  follow-up  visit. 

‘Address  correspondence  to:  Lynn  A.  Crosby, 
M.D.,  Division  of  Orthopaedic  Surgery,  Creighton 
University  School  of  Medicine,  601  North  30th  Street, 
Omaha,  NE  68131. 
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FIGURE  1 


Photograph  at  one  year  follow-up.  Patient  with  full 
extension  of  left  arm.  Note  the  atrophy  of  the  deltoid 
muscle  and  near  symmetric  contour  of  biceps. 


DISCUSSION 

The  latissimus  dorsi  transfer  was  first  de- 
scribed in  1 956  by  Hovnanian9  and  then  popu- 
larized by  Zancolli10  in  1 973.  The  results  have 
been  quite  good  for  restoration  of  elbow 
flexion.9'11,12  The  range  of  motion  obtained  is 
typically  adequate  to  get  one's  hand  to  their 
mouth,  however,  the  strength  of  the  trans- 
ferred muscle  remains  week.  It  has  been  shown 
that  the  average  weight  a patient  can  lift  is 
three  pounds.13  This  is  consistent  with  other 
techniques  described  for  regaining  elbow  flex- 
ion in  the  paralytic  limb.1-14'16 

The  goal  of  reconstructive  surgery  is  to 
regain  elbow  flexion  in  order  to  get  the  hand 
to  the  mouth  and  to  make  the  arm  a stabilizer 
for  carrying  out  tasks  with  the  other  arm. 
Prerequisites  for  any  muscle  transfer  include  a 
functional  arc  of  passive  motion  and  near 
normal  power  of  the  transferred  muscle. 

If  a muscle  transfer  is  being  contemplated 
to  obtain  elbow  flexion,  the  stability  and  func- 
tion of  the  shoulder  must  be  considered.  When 
muscular  control  of  the  shoulder  and  scapula 
is  weak  or  absent,  flexion  of  the  elbow  pro- 
duces internal  rotation  of  the  shoulder  and  the 
hand  will  strike  the  chest  wall.1'1317  If  there  is 
any  muscular  control  of  the  shoulder,  mobility 


FIGURE  2 


Photograph  at  one  year  follow-up.  Patient  is  now 
able  to  flex  his  elbow  and  get  his  hand  to  his  mouth. 


should  be  maintained,18  and  if  possible,  the 
glenohumeral  joint  stabilized  by  muscle  trans- 
fers. Ober  has  described  rotating  a functional 
posterior  deltoid  anteriorly  and  reinforcing 
this  with  the  long  head  of  the  biceps  and 
triceps  attached  to  the  acromion.19  Other 
techniques  include  utilizing  the  transferred 
muscle  for  elbow  flexion  to  stabilize  the  shoul- 
der anteriorly.67'20  If  the  shoulder  is  com- 
pletely flail  an  arthrodesis  is  recommended. 

Damage  to  the  brachial  plexus  can  be  a 
devastating  injury.  In  order  to  give  the  patient 
a functional  upper  extremity,  the  hand  must 
be  able  to  be  placed  in  useful  positions.  A 
number  of  procedures  have  been  described 
to  achieve  elbow  flexion  in  this  population. 
No  one  procedure  has  been  uniformly  ac- 
cepted as  the  gold  standard.  Each  patient 
needs  to  be  individualized  and,  depending  on 
the  experience  of  the  treating  physician,  the 
appropriate  procedure  selected. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


ERIN  M.  CALKINS 

Law  Student 
Creighton  University 


1.  What  limitations  are  placed  on  a physi- 
cian who  wishes  to  prescribe  a drug  to 
herself/himself  or  to  prescribe  a drug  to 
her/his  spouse  or  child? 

Pursuant  to  Neb.  Rev.  Stat.  sec.  71-147 
(10)  (Supp.  1 994),  a physician's  license  may  be 
denied,  limited,  revoked,  refused  renewal  or 
suspended  for  acting  unprofessionally.  Accord- 
ing to  sec.  71-148  (20)  (Supp.  1 994),  unprofes- 
sional conduct  includes,  but  is  not  limited  to, 
the  [prescribing  [of]  any  controlled  substance 
to  oneself  or,  except  in  the  case  of  a medical 
emergency,  to  one's  spouse  or  child."  Prior  to 
1994,  a physician  had  also  been  prohibited 
from  administering,  distributing,  dispensing, 
selling  or  giving  to  herself  or  family  member 
any  controlled  substance,  as  well  as,  any  other 
drug  recognized  to  be  dangerous  or  addictive. 
However,  the  current  restriction  more  specifi- 
cally prohibits  a physician  from  prescribing 
controlled  substances  for  purposes  of  self  or 
family  treatment. 

2.  What  is  the  purpose  and  intent  of  the 
Childhood  Vaccine  Act? 

Pursuant  to  Neb.  Rev.  Stat.  sec.  71-527 
(Supp.  1994),  the  Nebraska  legislature  has 
made  several  findings  as  to  childhood  commu- 
nicable diseases  within  the  State  of  Nebraska, 
as  well  as,  in  the  United  States.  More  specifi- 
cally, the  Legislature  has  stated  that  such  dis- 
eases constitute  a serious  threat  to  the  health 
of  the  people  and  that  the  effectiveness  of 
childhood  vaccines  in  preventing  certain  dis- 
eases has  been  well  documented.  By  the  year 


2000,  the  State  of  Nebraska  has  as  its  objective 
that:  (1 ) seventy-five  percent  of  its  counties  are 
covered  by  public  immunization  clinics.  (2) 
ninety  percent  of  its  two-year-olds  are  mini- 
mally immunized,  and  (3)  ninety-eight  percent 
of  its  school-aged  children  are  immunized. 

According  to  sec.  71-528,  the  purpose  and 
intent  of  the  Childhood  Vaccine  Act  are  as 
follows:  (1)  provide  authorization  for  child- 
hood immunization  programs,  (2)  encourage 
cooperation  between  private  practitioners  and 
public  providers  who  offer  care  to  children,  (3) 
benefit  the  citizens  of  the  State  of  Nebraska  by 
removing  barriers  which  impede  vaccine  deliv- 
ery and  access  to  services,  and  (4)  assess  a 
total  approach  to  immunization  against  child- 
hood diseases.  The  State  of  Nebraska  seeks  to 
participate  in  the  larger,  national  effort  to  ad- 
equately immunize  children  in  order  to  pre- 
serve their  health,  as  well  as,  preserve  the 
health  of  the  citizens  within  their  community. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Erin  M.  Calkins,  a law  student  at  Creighton  University  and  Charles 
M.  Pallesen  Jr.  both  of  Cline  Williams  Law  Firm.  Questions  relating 
to  specific  detailed  factual  situations  should  continue  to  be  re- 
ferred to  your  own  counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

SEPTEMBER  23,  1995  — 2nd  Annual  Patient 
Education  Stategies  - Henry  Doorly  Zoo, 
Omaha,  NE. 

SEPTEMBER  30  - OCTOBER  1,  1995  — Anes- 
thesiology Conference  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  1 2-1 5,  1 995  — American  Association 
of  Cardiovascular  and  Pulmonary  Rehabilita- 
tion - Minneapolis  Convention  Center,  Minne- 
apolis, MN. 

NOVEMBER  3-4,  1995  — Day  With  The 
Perinatologist  - Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  18, 1 995 -Gastroenterology  Update 
- Marriott  Hotel,  Omaha,  NE. 

MARCH  2,  1996  — Annual  Colon  & Rectal  Dis- 
eases Program  - Marriott  Hotel,  Omaha,  NE. 

APRIL  26,  1996  — Infectious  Diseases  Sympo- 
sium - Boys  Town  Institute  Auditorium  - St. 
Joseph  Hospital. 

If  you  have  any  questions,  please  contact : Sally  C.  O'Neill, 

Ph.  D.,  Associate  Dean,  Creighton  University  CME  Division,  60  7 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

SEPTEMBER  28-29, 1 995 — Twenty-second  Mayo 
Clinic  Pediatrics  Days,  1 2 Category  I hours.  Fee: 
$230,  Rochester,  Minnesota. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 

FRIDAY-SATURDAY,  OCTOBER  13-14  1995  — 
Update  on  Genetics  in  Clinical  Practice, 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Primary  Care  Physicians. 

OCTOBER  18-20,  1995  — 13th  Biennial  Great 
Lakes  Regional  Conference  - "Prevention  Strat- 
egies for  Cardiovascular  Diseases",  12  Cat- 
egory I Hours,  Mayo  Medical  Center,  Roches- 
ter, Minnesota.  Fee:  $125. 

JANUARY  8-12,  1996  — Bone  and  Soft  Tissue 
Tumors,  30.5  Category  I hours,  Fee:  $730. 
Mauna  Lani  Bay  Hotel,  Kohala  Coast,  Hawaii. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 


tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 

JUNE  25-29,  1 996 — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  co- 
operation with  Mayo  Clinic  and  the  Depart- 
ment of  Medicine,  Royal  College  of  Surgeons 
in  Ireland  Medical  School.  Program  Site:  Dublin, 
Ireland. 

AUGUST  8-1 0, 1 996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clini- 
cal Applications  of  Capillary  Electrophoresis. 
Program  Site:  Leighton  Auditorium,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Sympo- 
sium 1 996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399,  Fax:  507-284-0532. 

FEBRUARY  29-MARCH  2,  1996  — Mayo  Clinic 
State-of-the-Art  Symposium:  Arrhythmia  Man- 
agement, Silverado  Resort,  Napa  Valley,  Cali- 
fornia, 13  Category  1 hours,  Registration  Fee: 
$420. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

THURSDAY  EVENING,  SEPTEMBER  21,  1995  — 
Gastroenterology  in  a Changing  Primary  Care 
Environment,  Omaha  Marriott,  Omaha,  Ne- 
braska, Target  Audience:  Primary  Care  Physicians. 

MONDAY-SATURDAY,  SEPTEMBER  25-30, 1 995 
— Emergency  Medicine  1 995:  Skills  and  Knowl- 
edge for  the  Practicing  Physician,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  emergency  Physicians/ 
others  providing  care  in  the  ER,  Fee:  $750 
before  8.1.95,  $800  after. 

FRIDAY,  OCTOBER  6, 1 995— 3rd  Annual  UNMC 
Alumni  Day,  University  of  Nebraska  Medical 
Center,  Eppley  Science  Hall.  Target  Audience: 
Alumni  - College  of  Medicine.  Fee:  No  charge. 

FRIDAY-SATURDAY  MORNING,  OCTOBER  IB- 
14,  1995  — Genetics  in  Clinical  Practice,  (In 
conjunction  with  the  Nebraska/Missouri  foot- 
ball game),  Cornhusker  Hotel,  Lincoln,  Ne- 
braska, Target  Audience:  Primary  Care  Physi- 
cians. Fee:  $60. 

THURSDAY  EVENING,  OCTOBER  26,  1995  — 
Recommendations  and  Management  of  Risk 
Factors  for  Cardiovascular  Disease  and  Diabe- 
tes, Omaha  Marriott,  Omaha,  Nebraska,  Target 
Audience:  Primary  Care  Physicians.  Fee:  $20. 

FRIDAY,  DECEMBER  1,  1995  — Dose-Intensive 
Chemotherapy  Strategies:  From  the  Bench  to 
the  Clinic,  (In  conjunction  with  American  Soci- 
ety of  Hematologists,  Seattle,  Washington  Tar- 
get Audience:  Oncologestsand  Hematologists. 
Fee:  $50. 

THURSDAY-SUNDAY,  DECEMBER  7-1 0, 1 995- 
Obstetrics  and  Gynecology  Conference,  Bally's, 
Las  Vegas,  Nevada,  Target  Audience:  Primary 
Care  Physicians.  Fee:  $295. 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1  5/96,  $450  after. 


THURSDAY-SATURDAY,  MARCH  14-16,  1996 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Washington,  DC,  Target  Au- 
dience: Physicians  and  non-physicians  inter- 
ested in  medical  director  and  related  issues. 
Fee:  $200. 

1 1 DAYS,  MARCH  1 8-29, 1 996—  Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $ 1 400  - split 
sessions. 

1 1 DAYS,  APRIL  1 5-26,  1 996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4 1 52  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 


September  1 995  Nebraska  Medical  Journal  295 


Organized  Medical  Staff  Section 

Twenty  Sixth  Assembly  Meeting 
November  30-December  4,  1995 
Washington  Hilton  and  Towers  Hotel 
Washington,  DC 

Send  an  AMA  member  physician  representative  from  your  hospital  or  health  care 
delivery  system  to  the  1995  Interim  American  Medical  Association  Organized  Medical 
Staff  Section  (AMA-OMSS)  Assembly  Meeting  to  be  held  November  30  - December  4, 
1995  in  Washington.  DC.  Don’t  pass  up  this  opportunity  to  participate  in  AMA’s  policy- 
making process  and  make  a difference  in  the  way  your  representative  organization 
responds  to  managed  care  and  other  important  issues  facing  today’s  physician.  You 
can  also  gain  valuable  knowledge  and  make  useful  contacts  by  attending  OMSS 
educational  programs  and  networking  functions. 

With  the  growth  of  managed  care,  the  merging  of  hospitals,  and  the  corporatization  of 
medicine,  the  traditional  roles  and  responsibilities  of  the  medical  staff  are  being 
challenged.  To  help  physicians  respond  effectively,  OMSS’s  educational  program 
titled.  “Creating  the  Future  and  Getting  There  First,”  will  focus  on  changing  the 
medical  staff  paradigm,  thinking  in  the  future  tense,  and  strengthening  the  physi- 
cians’ leadership  role  in  the  governance  of  hospitals,  integrated  delivery  systems,  and 
managed  care  organizations.  More  specifically,  the  session  will  address: 

• The  changing  environment  and  the  value  of  self-governance; 

• How  to  reengineer  and  improve  medical  staff  functions  and  processes; 

• The  attributes  of  a successful  self-governing  physician  organization  (PO); 

• The  components  of  governance  and  resources  needed  to  develop  a 
community-based  PO; 

• What  criteria  should  be  utilized  in  making  partnering  decisions;  and 

• How  to  manage  risk,  respond  to  legal  and  logistical  challenges,  and  raise  capital. 

For  new  insight  into  how  to  increase  physician  involvement  in  your  community  attend 
the  AMA-OMSS  Interim  Assembly  Education  Program  on  Friday,  December  1 from 
2:30  pm  to  5:30  pm  in  Washington.  DC. 

"The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physi- 
cians.” 

"The  AMA  designates  this  medical  education  activity  for  up  to  3 credit  hours  in 
Category  1 of  the  Physician's  Recognition  Award.” 

For  more  information  please  call  800  AMA-3211  and  ask  for  the  AMA’s  Department 
of  Organized  Medical  Staff  Sendees. 
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Representation, 
Education  and 
Networking 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
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Steven  G.  Brestm,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M D Albion 

Newton  E.  Mack.  M.D North  Platte 

Dale  E.  Michels,  M D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D..  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
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13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


^ GRAND  ISLAND 

^ CLINIC  INC 

1308-382-1100 

2444  W.  FAIDLEY  AVE. 

Phone  ANSWERED  24  HOURS 

PEDIATRICS 

FAMILY  PRACTICE 

Agnes  Gomes,  M.D. 

William  j.  Lawton,  M.D. 

Karen  M.  Higgins,  M.  D. 

Ken  Landin,  M.D. 

OBSTETRICS  - GYNECOLOGY  Larry  _ Varsha  . M.D. 

Barton  D.  Urbauer,  M.D. 

John  P.  Reilly.  M.D.  Stephen  L 0'Grady.  M.D. 

INTERNAL  MEDICINE 

SURGERY 

William  J Landis.  M.D. 

James  V.  Reiss.  M.D. 

11-95 

LINCOLN 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1-402-484-7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN,  NE  68506 

1 -800-MED-LINC 

1-96 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 

PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cdrdiologist 


3016  West  Faidiey  • P.O  Box  5345  • Grand  Island.  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX  (308)  382-5873 

8-95 


□■■■■■  CONSULTATIVE 
NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

•Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-96 


David  W.  Swift, 

M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O.  Box  2339 

21 15  N.  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)382-9266 

(402)462-8990 

If  No  Answer  Call 

(308)384-3199 

6-95 

eye. 


[ surgical 
- associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W.  Wood.  M D. 

Max  W Linder,  M.D. 
Gregory  E Sutton.  M D 
Vincent  J Sutton.  M D 

SATELLITE  CLINICS 

3earce.\edrasKa 
SeAa’d.NecrasKa 
-eorcr.\ecra3<2 
Fartxiy.Netxaska 
Geneva.  Necras<a 
NeorasKaQty.  Neorasxa 
SyacLBe.Nebra9<a 
Tecxmsen  Neoraa<a 
Marysville.  Kansas 

12-95 
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1 LINCOLN,  cont.  | 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D..  F.A.C.O.G 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G  GregoryW.  Heidrick,  M.D . F.A.C.O.G. 

Yvonne  K.  Davenport,  M.D. , F.A.C.O.G 

"Board  Certified  in  Obstetrics  & Gynecology” 

• 

HIGH  RISK  OBSTETRICS 

i—  24  HOURS  - 7 DAYS  A WEEK  — i 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 
MICROSURGERY 

1 NEW  PATIENTS  WELCOME 1 

• 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

LINCOLN,  cont. 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-65 

1 rjr/XT 

402-475-2803 

tHffl  l 1 1 J Lincoln  Orthopaedic  Center 

| 

Arthroscopic  Surgery 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine 

Board  Certified 

General  Orthopaedic 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Arthritis  Surgery 

Matthew  C.  Reckmeyer,  M.D. 

Fractures  & Trauma 

Board  Certified 

Hand  Surgery 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

Total  Joint  Replacement 

John  C.  Yeakley,  M.D. 

Children's  Orthopaedics 

Board  Certified 

8-96 

1000  South  13th  Street  • 

P.O.  Box  2636  Lincoln,  Nebraska  68542 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr„  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  1 00  • Uncoln,  NE  6851 0 11-95 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

* ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERY OFTHEHAND 

Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 

Thomas  M.  Heiser,  M.D. 

Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D, 

Patrick  T.  Hurlbut,  M.D. 


FnIbraska 

I ORTHOPAEDIC 
I— -ASSOCIATES 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Uncoln,  Nebraska 

10-95 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-95 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 


September  1995  Nebraska  Medical  Journal  17-A 


PHYSICIAN'S  DIRECTORY,  cont. 

LINCOLN,  cont.  1 I LINCOLN,  cont. 


pathology 

medical 

services 

p.c. 


SAMUEL  E BOON.  M D 
JOHN  H CASEY.  MD 
DEBORAH  K DAVIDSON  DO 
MICHAEL  J DUGGAN  M D 
DONALD  A DYNEK  M D 
GEORGE  E GAMMEL.  M D 
PATRICK  A KEELAN.  MD 
STEFFAN  R LACEY.  M D 
CHRISTOPHER  T MASADA.  M D 
SCOTT  M NOEL  M D 
MATTHIAS  I OKOYE  M D 
JOHN  F PORTERFIELD  M D 
ROBERT  F SHAPIRO  M D 
AINA  I SILENIEKS.  M D 
DANIEL  J TILL.  M D 
LARRY  D TOALSON.  M D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South,  1919  South  40th  Street.  Suite  333.  Lincoln,  NE  68506-6960 
4027483-5053  or  8007742-7414 


6-96 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740 ’A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 


G 


PLASTIC  SURGICAL  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 

10-95 


Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 


Prairie  surgical 

ASSOCIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX;  486-3344 


O 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M D . FACOG 

Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln.  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/ Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)483-1919  FAX  (402)  483-0357 

8-95 
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TT 

Adult  & Pediatric 

( v_^cnterrc  1 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeottrey  Deeths,  M.D.,  FAC.S 

JonJ.  Morton,  M.D. 

Steven.  C.  Koukol.  M.D. 

• 111  S.90th  Street 

• Satellite  Clinics 

Omaha,  NE  681 14 

Papillion,  NE 

(402)  397-9800 
800-882-4770 

• Immanuel 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  McMullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-96 

CARDIOTHORACIC  & VASCULAR 

jvh  SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 

West  Dodge  Medical  Bldg. 

Phone::  (402)393-6624 

8300  Dodge  Street,  Suite  124 

FAX:  (402)393-6635 

Omaha,  NE68114 

8-96 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

65 10  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

1 1-95 

FIRST 


EVE 


Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 
emeritus 

C Rex  Latta.  M.D. 


John  W.  Pemberton,  M.D 
John  T Ramsell.  M.D. 


Donald  L Arkfeld,  M.D. 

Raymond  M Crossman.  III.  M.D. 
D.  Francis  Arkfeld,  M.D 
Camilla  R.  Parson.  M.D. 

Michael  L Goldstein.  M.D. 

Since  1886 


81 1 1 Dodge  St. 
Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha.  NE 
68114-3726 
(402)391-3131 


4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St 
Omaha.  NE 
68107-2500 
(402)  390-81 1 1 


STANLEY  L DAVIS,  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
MARKC.  WILSON,  M.D. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG,  M.D. 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  68114 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
•Omaha,  NE  68124 
MAAC 402-397-7 400 
MCCP402-397-7979 

COLUMBUS 

236318th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Clebum 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

415  East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

1213  Garfield  Avenue 
Harlan,  IA  51 537 
712-755-5161 


Midwest  Childrens  Chest  Physicians  P.C.  is  affiliated  with 
Midwest  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 
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NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102 
Omaha,  Nebraska  68154-4438 

402-496-0404 


24-Hour  Trauma  Coverage 

1-800-496-0403 

8-96 


grrrre 

OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D, 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 


Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADPON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-96 


.a  heart 

o'v**''*  c*R0,0A0cr  Spr 


HUGH  S.  LEVIN.  M.D 
JOSEPH  A.  JARZOBSKI,  M.D 
TIMOTHY  R.  FANGMAN,  M.D. 
DENNIS  P.  TIERNEY,  M.D. 
SHIRLEY  LANDEN  HUERTER,  M.D 
MICHAEL  H.  PETERS.  M.D. 

D.  RANDALL  PRITZA,  M.D. 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 
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ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  5 1 5,  Ankeny,  IA  5002 1 , phone  1 -800- 
729-7813  or  51 5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  I A,  5002 1 , phone  1 -800-729- 
7813. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska.  Ob- 
stetrics required.  Send  CV  to  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902  20th  St.,  Gothenburg,  NE  69138. 

LINCOLN  NEBRASKA  - MUTUAL  OF  OMAHA 
HEALTH  PLANS  OF  LINCOLN  - PRIMARY  CARE 
HMO  GROUP  PRACTICE:  Seeking  dedicated  health 
care  providers  who  wish  to  practice  preventive 
medicine  and  devote  quality  time  to  patients.  Mutual 
of  Omaha  Health  Plans  of  Lincoln  offers  competitive 
salary,  comprehensive  benefits,  4 - AVz  day  work 
week,  excellent  call  rotation,  superior  specialist  refer- 
ral network,  and  strong  community  hospitals.  Come 
and  enjoy  a fulfilling  practice  with  fewer  administra- 
tive headaches.  For  more  information,  contact  Stacy 
Scholtz,  Clinical  Services  Director,  Mutual  of  Omaha 
Health  Plans  of  Lincoln,  220  South  17th  Street, 
Lincoln,  NE  68508.  Call  1-800-574-2377  or  Fax  (402) 
475-6003.  An  equal  opportunity  employer. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We 
track  every  community  in  the  country.  Call  now  for 
details.  The  Curare  Group,  Inc.,  (800)  880-2028, 
ID#C1 49MT. 


ACUTE  CARE  ANESTHESIA  SERVICES,  L.C.:  Re- 
cruiting MD/DO  Anesthesiologists  & CRNA's.  Pro- 
fessional rewarding,  equitable  anesthesia  practices. 
Full-time  and  part-time.  Iowa  and  Nebraska.  Incen- 
tive based  compensation  and  benefits,  including  St. 
Paul  medical  professional  liability  insurance.  Contact 
Melissa  ).  Milliken,  CMSC,  Director  of  Professional 
Relations,  800-729-781 3,  or  send  CV  to  P.O.  Box 
515,  Ankeny,  I A 50021. 

OMAHA,  NEBRASKA:  Seeking  physician  to  prac- 
tice medicine  in  ambulatory  care  setting  which 
includes  urgent  care  and  industrial  medicine.  Full- 
time position,  competitive  compensation  and  excel- 
lent benefit  package.  Send  CV  to  Vicki  Warrington, 
Heartland  Corporation,  4628  So.  25th  St.,  Omaha, 
NE  68107,  phone  (402)  449-5996  or  FAX  (402)  449- 
5736. 

STAFF  PSYCHIATRIST:  We  are  looking  for  clini- 
cally experienced  and  well-trained  psychiatrist  to 
provide  inpatient  and  aftercare  services  in  a 223  bed 
state  operated  hospital,  where  the  average  stay  is  30 
days,  where  there  are  50  new  admissions  a month 
and  where  the  usual  census  is  180  psychiatric  pa- 
tients. Opportunities  exist  within  short  intermediate 
care,  psychiatric  rehabilitation,  chemical  dependency 
and  neuro-geriatrics.  Negotiable  salary  (recognizing 
credentials  and  experience).  Interesting  opportunity 
to  practice  state  of  the  art  psychiatry  with  extensive 
professional  and  support  group.  Superb  fringe  ben- 
efits including  Blue  Cross/Blue  Shield  health  insur- 
ance, free  life  insurance,  retirement  with  state  contri- 
bution of  1 56%  with  vesting  after  5 years,  deferred 
compensation  program,  liberal  vacation,  holiday, 
sick,  funeral  and  educational  leave,  with  a comfort- 
able 40  hour/week  scheduling  with  shared  on  call 
requirements.  As  a state  employee  your  malpractice 
is  provided  by  state  statute.  Residence  on  campus 
available  at  a minimum  cost.  Relocation  reimburse- 
ment. Two  college  towns  in  lovely  mid-Nebraska 
setting.  Housing  and  cost  of  living  and  crime  consid- 
ered below  the  national  average.  Write  to  or  call: 
Vicki  A.  Bruckman,  Hospital  Administrator,  Hastings 
Regional  Center,  P.O.  Box  579,  Hastings,  NE  68902, 
Telephone  (402)  463-2471,  Ext.  319. 

ESCAPE  FROM  THE  ORDINARY!!  Needed!  Gen- 
eral Surgeon  to  work  in  our  thriving  rural  family 
practice.  Candidate  should  have  skills  in  C-Section, 
Gyne.  & Laparoscopic  surgery.  8 weeks  vacation- 
CME.  Consultants  available.  Only  group  in  county 
with  3 referral  centers  1 hr.  away.  Uniquely  situated 
on  1-94  half  way  between  Madison  and  Twin  Cities. 
Small  town  pride,  excellent  51  bed  hospital,  great 
schools  and  recreation  including  all  water  sports, 
hunting,  fishing,  cross  country  & downhill  skiing. 
Cohesive  group  of  caring  physicians!!  Contact  or 
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send  CV  to  Gary  K.  Petersen,  Krohn  Clinic,  Ltd., 
610  W.  Adams  St.,  Black  River  Falls,  Wl  54615, 
Phone  (715)  284-4311. 

FOR  SALE:  Kodak  Ektachem  DT60  II  analyzer. 
Kodak  Ektachem  DTE  II  and  Ektachem  DTSC  II 
modules.  Reflectance  spectrophotometry  chemis- 
try test  results  are  available  in  approximately  5 
minutes.  Proficiency  testing  for  1994  was  100% 
satisfactory.  Please  call  Dr.  Schwid  or  Sue  at  402- 
393-1741. 

OCCUPATIONAL  MEDICINE  PHYSICIAN/ 
OMAHA,  NE:  Needed  to  join  fast  growing  practice 
in  Omaha  and  Lincoln.  Work  week  flexible.  No 
nights,  weekends  or  holidays.  Clinical  responsibili- 
ties include  evaluation  and  treatment  of  work- 
related  injuries,  accidents,  and  illnesses  and  con- 
ducting pre-placement  and  other  physical  exams. 
Strong  emphasis  on  case  management.  Excellent 
salary  and  benefit  package.  Opportunities  exist  for 
advancement  and  to  help  develop  new  geographic 
locations  in  the  Midwest.  No  prior  Occupational 
Medicine  experience  necessarily  required.  Send 
resume  to  OMAHA  WORKS,  105  N.  31st  Ave., 
Omaha,  NE  68131  or  call  402-346-0700. 

INTERNAL  MEDICINE  AND  FAMILY  PRAC- 
TICE OPPORTUNITIES:  Rural  Lake  Country  Com- 
munity is  seeking  the  above  practitioners  to  join  an 
active  13  physician  multispecialty  group.  Quality, 
comfortable  living  environment,  multiple  recre- 
ational activities,  fine  educational  opportunities 
and  cultural  activities  abound.  Opportunity  in- 


cludes relaxed  call,  liberal  salary  and  exceptional 
benefits.  Send  curriculum  vitae  or  inquiries  to:  Lake 
Region  Clinic,  P.C.,  Attn.:  Joel  Rotvold,  P.O.  Box 
1100,  Devils  Lake,  ND  58301  or  call  (800)  648- 
8898  for  further  information. 

CLINIC  PHYSICIAN:  The  University  Health  Cen- 
ter, a fully  accredited  member  of  the  Joint  Commis- 
sion on  Accreditation  for  Healthcare  Organiza- 
tions, has  an  opening  for  a full-time  12  month 
appointment,  clinic  physician.  This  individual  re- 
ports to  the  Medical  Director  and  Chief  of  Staff,  and 
will  be  responsible  for  the  examination  and  care  for 
patients  in  the  Health  Center  Clinic.  Requires 
licensure  and  DEA  Certification  in  the  State  of 
Nebraska,  and  Board  Certification  in  a primary  care 
specialty.  Position  offers  a competitive  salary  and  a 
comprehensive  benefits  program.  Send  letter  of 
application,  resume  and  three  references  by  Octo- 
ber 15,  1995  to:  Gerald  Wilkins,  M.D.,  Chief  of 
Staff/Search  Chair,  University  Health  Center,  Uni- 
versity of  Nebraska-Lincoln,  15th  & "U"  Streets, 
Lincoln,  NE  68588-0618.  Review  of  applications 
will  begin  October  1 5,  1 995  and  will  proceed  until 
a satisfactory  candidate  is  found.  The  University  of 
Nebraska-Lincoln  is  committed  to  a pluralistic  cam- 
pus community  through  Affirmative  Action  and 
Equal  Opportunity  and  is  responsive  to  the  needs  of 
dual  career  couples.  We  assure  reasonable  accom- 
modation under  the  Americans  With  Disabilities 
Act;  contact  Gerald  Wilkins,  M.D.  at  (402)  472- 
7400. 
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A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


Save  $25°° 


now  on  the  purchase  of  the  RICOH 
FAX240  with  your  Nebraska  Medical 
Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 
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LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd. 

Omaha  9864  M St. 


402/486-7200 

402/593-6363 


^StRiul 


Medical  Sendees 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 
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Commitment 

Pin§  Health  Care 

Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community's  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care. " 


For  ten  years,  Methodist 
CardioVascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Looks  can  be  deceiving 


Mild  traumatic  brain  injuries  can  be  subtle  and  difficult  to  diagnose. 
Yet  left  untreated,  TBI  can  result  in  Attention  Deficit  Disorder,  learning 
disabilities  and  other  complications.  Symptoms  of  mild  TBI  include: 

• headaches  and  neck  pain 

• difficulty  concentrating 

• short-term  memory  problems 

• loss  of  balance 

• behavioral/emotional  changes 

• subtle  hemiparesis 

• seizures 

Madonna  Rehabilitation  Hospital  has  earned  the  highest  CARF 
accreditation  for  its  traumatic  brain  injury  programs.  For  a TBI 
consultation  or  evaluation,  contact  Annamaria  Guidos,  M.D.,  Director 
of  Traumatic  Brain  Injury  programs  at  Madonna,  402-483-9531. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  • 402-489-7102 


When  your  patients 
exhibit  symptoms  of 


panic  disorde 


we  can  help  you  help  them. 


An  out-of-control  feeling,  sudden  anxiety,  hyper- 
ventilation, racing  heart  and  acute  distress  are  all 
symptomatic  of  panic  disorder,  a frightening  but 
treatable  condition.  As  a physician,  you  can 
count  on  our  professional  staff  of  physicians, 
counselors  and  master's  level  therapists  to  work 
with  you  to  help  your  patient.  We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 


For  panic  disorder,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


MEiHonsr 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 
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Acknowledgments  must  be  given  when  material  from  other  publi- 
cations is  included.  Provide  names  of  authors,  title  of  article,  title  of 
journal  or  book,  volume  number,  pages,  month  and  year,  and 
publisher's  permission  to  reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and 
all  correspondence.  Do  not  send  a manuscript  that  was  published 
elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including 
the  full  name,  academic  degree,  and  hospital  or  university  affilia- 
tion of  each  author.  A name  and  address  for  reprint  requests  should 
be  included  on  the  title  page,  including  street  address,  city,  state 
and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accom- 
panied by  a summary  at  the  end  of  the  article,  summarizing  the  key 
information  and  recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in 
the  article  and  should  be  typed  double-spaced.  Authors  are  respon- 
sible for  the  completeness  and  accuracy  of  all  cited  references.  Jour- 
nal references  should  include  authors'  names  and  initials,  title  of 
article,  abbreviated  name  of  Journal  (as  listed  in  Index  Medicus), 
volume  number,  inclusive  pages,  and  year  of  publication.  References 
to  books  should  include  authors,  title,  location  and  name  of  pub- 
lisher, year  of  publication,  edition,  and  page  numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  sepa- 
rate sheets  of  8%  x 11  in.  paper.  Each  Table  should  have  a title. 
Illustrations  should  be  prepared  professionally  and  submitted  as  high- 
quality,  glossy,  unmounted  black-and-white  photographic  prints,  at 
least  5 x 7 in.  Do  not  send  original  artwork.  Each  illustration  should 
have  a gummed  label  on  the  back  containing  the  figure  number,  name 
of  senior  author  and  an  arrow  indicating  top  offigure.  Legends  should 
be  typed  double-space  for  each  illustration.  Permission  to  reproduce 
a picture  of  a patient  is  needed,  if  such  a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and 
will  be  published  as  space  permits  and  at  the  discretion  of  the  Edi- 
tor. All  letters  should  be  accompanied  by  the  notation:  For  publica- 
tion. Galley  proofs  generally  will  not  be  returned  to  the  authors 
pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publica- 
tion. Payment  will  be  made  only  upon  publication  of  the  cartoons. 
The  Journal  will  make  an  effort  to  return  unpublished  cartoons,  but 
this  cannot  be  guaranteed.  The  copyright  for  published  cartoons 
must  be  assigned  to  the  Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  re- 
ceived, particularly  in  the  order  in  which  galley  proofs  are  returned 
from  the  authors.  The  Editor  of  this  Journal  assumes  no  responsibil- 
ity for  opinions  and  claims  expressed  in  an  article  published  in  this 
Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing 
Company,  Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Executive  Vice  President 

8502  West  Center  Road,  P.O  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Marzia  Jones,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 

Richard  Guffey,  President 

P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Multiple  Sclerosis  Society,  Midlands  Chapter 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Robert  N.  Troia,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D.,  President 
UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 
Michael  Grutsch,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha’  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Charles  Nordhues,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  Markin,  M.D.,  President 
233  So.  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Kelly  Madcharo,  Chapter  Administrator 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dorothy  Zink,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C Likes,  Administrator 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Dr.,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Scott  Rose,  M.D.,  President 

233  S.  13th  Street,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D.,  M.S.P.H.,  Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Jan  Wadell,  RD,  CN 

811  Rockhurst  Drive,  Lincoln,  NE  68510 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 
1640  L Street,  Ste.  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Directors  Association 
Tracy  R Osborne,  M.D.,  President 
233  S.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Ann  Oertwich,  Executive  Director 
1430  South  St.,  #202,  Lincoln,  NE  68502-2446 
Nebraska  Oncology  Society 

Julie  M.  Vose,  M.D.,  President 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Robert  Wergin,  M.D.,  President 
4601  F Street,  Lincoln,  NE  68510 
Nebraska  Pharmacists  Association 

Tom  R Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
George  Bartholow,  M.D  , President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Patricia  E.  Thorpe,  M.D.,  President 
233  S.  13th  Ste.,  1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Steve  Starr,  M.D.,  President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
John  H.  Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M Horrocks,  M.D.,  President 
233  So  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Debra  K.  Potratz,  CMA,  President 
814  Sweetwood  Drive,  Grand  Island,  NE  68803 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln,  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha-,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle,  quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Clarkson  Medical 
Lecture  Series 

November  17, 1995 
8:00  a.m.  - 5:00  p.m. 

Advances  in  Primary  Care: 
Building  on  the  Legacy 

Clarkson  Hospital 
Omaha,  NE 
(Storz  Pavilion) 

For  more  information,  call: 

i-8oo-64y-$$oo  ext.  3039 

(402)  552-3039 


NMA  NEWS  NOTE 

MANAGED  CARE/MAIL  ORDER  PHARMACIES 
Committee  Seeks  Information 

The  NMA  Ad-Hoc  Committee  on  Health  Care 
Insurance  and  Medical  Delivery  Systems  seeks  ex- 
amples and  company  names  of  mail  order  pharma- 
cies which  have  burdensome  requirements.  The 
committee  asks  that  when  physicians  provide  the 
information,  they  qualify  situations  where  there 
could  be  a misunderstanding  by  the  patient  rather 
than  a problem  with  the  mail  order  company's  rules. 

Background 

The  NMA  House  of  Delegates  considered  and 
referred  a resolution  to  the  Ad-Hoc  Committee  on 
Health  Care  Insurance  and  Medical  Delivery  Sys- 
tems which  presented  concerns  raised  by  patients 
seeking  additional  prescriptions  for  the  same  medi- 
cation as  often  as  every  thirty  days  when  normally 
their  physician  would  provide  a prescription  for  a 
year's  supply  of  the  medication,  such  as  in  the  case 
of  hormone  replacement  or  birth  control  pills. 

Information  should  be  sent  to:  Ad-Hoc  Commit- 
tee on  Health  Care  Insurance  and  Medical  Delivery 
Systems,  Nebraska  Medical  Association,  233  South 
13th  Street,  Suite  1512,  Lincoln,  Nebraska  68508- 
2091. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 
-Legal  Referral  Assistance 

-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  FirSIIer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/ House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Groti) 

Address 

Social  Sec  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alfnony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acd  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/ House  Payment  $ 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accoirt  Nimbec 

Balances 

Payment 

Address 

Accomt  Ninber 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signatue  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatue  Date  Co- Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases). 

Annual  Fee 

$0 

Late  Fee,  Overlimit  Fee,  and  Returned 
Check  Charge 

1 . Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  “Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  printed.  This  information  may  change  after  the  printing  date.  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209-  Or,  write  to  us  at  FirsTier  Bark  Credit  Card  Center.  P.O.  Box  7.  Omaha  NE  68101  -0007  FirsTier*®  Bank,  N A,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle,  P.C. 
is  interested  in  providing  you  with  professional  assistance.  The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on  your  delinquent 
accounts  in  a professional  manner,  with  a minimum  of  effort  on  your  part.  Our  competitive  fees 
are  based  upon  our  performance  in  recovering  your  delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  exclusive  endorsement  of  the  Nebraska 
Medical  Association  in  providing  medical  account  collections. 

For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association  office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St.,  Lincoln,  NE  68516 

(402)  421-1600 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph  D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

H Dunbar  Hoskins,  Jr.,  M.D.,  Executive  Vice  President 
655  Beach  St.,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

Walter  J.  McDonald,  M.D.,  FACP,  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
325  Seventh  Street,  N.W.,  Washington,  D C.  20004 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 

Susan  Moumouris,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr  , Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Societ 
Thelma  J.  Borresen,  Executive  Director 
P O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Helen  C.  Redman,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 
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When  it  Comes  to  Patient 
Education  We’ve  Got  the  Cure 

Consider  us  your  resource  for  patient  education  materials.  When  it  comes  to 
communicating  important  messages  about  healthy  lifestyles  and  diets,  we’re  here 
to  help.  Through  a variety  of  education  pieces,  we  can  supply  the  latest  recom- 
mendations of  professional  health  organizations  as  well  as  research-based  nutrition 
data.  To  learn  more  about  the  Nebraska  Pork  Producers  Association,  Inc.,  and  to 
receive  your  free  copies  of  the  materials  featured  here  call,  write  or  fax  us  today. 


Food  Guide  Pyramid 
Posters 

Display  this  colorful  poster  in  your  office 
in  order  to  provide  your  patients' 
answers  to  some  frequently  asked 
nutrition  questions  of  the  1990s.  The 
Food  Guide  Pyramid  is  a general  guide 
to  assist  consumers  in  making  food 
selections  toward  a healthy  diet.  Five 
food  groups  are  emphasized  because 
each  group  combined  provides  the 
essential  nutrients.  A healthy  diet 
includes  foods  from  all  of  these  groups. 
Hang  one  in  your  office  today. 


Food  Guide  Pyramid 
Tear  Sheets 

Depicting  the  same  information- as  the 
Food  Guide  Pyramid  poster,  these  tear 
sheets  can  he  sent  home  with  your  patients 
in  order  to  provide  an  at-liome  reference 
to  nutrition.  Each  sheet  describes  how 
many  servings  should  be  selected  from 
each  group,  exactly  what  types  of  food 
make  up  each  food  group  and  more.  The 
Fond  Guide  Pyramid  tear  sheets  are  an 
excellent  resource  /or  any  health 
professional  to  provide. 


To  order  your  these  materials  please  call,  write  or  fax  the 
Nebraska  Pork  Producers  Association,  Inc. 

Nebraska  Pork  Producers  Association,  Inc. 

A-103  Animal  Sciences  • University  of  Nebraska  - Lincoln 
Lincoln,  Nebraska  68583-0834 
402/472-2563  • 402/472-6362  fax 


INTERNIST 

Want  to  share  call  with  8 other  Internists  and  live  in  the  Brainerd  Lake  Area? 
Immediate  and  future  openings  available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  P.A. 

• 30  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local  hospital 
- St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2!/2  hours  from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Inquiries  from  General  Internists  or  Internist  with  sub-specialty  interest 
in  Pulmonology  or  Rheumatology  welcomed. 

BRAINERD  MEDICAL  CENTER,  P.A. 

Call  Collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  8294901 
2024  South  6th  Street,  Brainerd,  MN  56401 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  PaulM.  Scott,  M.D, 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DiSTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  blSRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Tamara  R.  Johnson, 
M.D.,  Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D.,  North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT : Councilor:  Milton  R John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Elizabeth  P.  Rapier,  Hastings  .... 

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond  .. 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo Jeffrey  P.  Lee,  Kearney 

Butler Gerald  W.  Luckey,  David  City  ... 

Cheyenne-Kimball-Deuel ...  Calvin  W.  Cutright,  Sidney 

Cuming Scott  D.  Green,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow  . 

Dodge Stephen  V.  Wendt,  Fremont 

Five Benjamin  J.  Martin,  Wayne 

Four Murray  Markley,  Loup  City 

Gage 


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Michael  J.  Sullivan,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton 

Lancaster Krynn  K.  Buckley,  Lincoln 

Lincoln  Leland  Lamberty,  North  Platte  ... 

Madison Pradip  Mistry,  Norfolk 

Metropolitan  Omaha John  C.  Sage,  Omaha 

Northeast Tod  Voss,  Pierce 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline Robert  E.  Tuma,  Crete 

Saunders  Leo  Meduna,  Wahoo 

Scotts  Bluff Richard  Simmons,  Scottsbluff 

Seward  Van  E.  Vahle,  Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 
Clinton  Jones,  Kearney 

Clinton  B Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B.  Eaton,  Fremont 

Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
David  Swiff,  Grand  Island 
Mark  D.  Jobman,  Aurora 

Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Joseph  R.  Gard,  Lincoln 
Newton  Mack,  North  Platte 
Richard  P.  Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr  .,  Omaha 
Richard  Bell,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Diane  E.  Gilles,  Scottsbluff 
Roger  Meyer,  Utica 
Chas.  F.  Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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"Brer  Rabbit  and  the  Tar  Baby  Revisited" 


DAVID  L.  BACON,  M.D. 


Nearly  everyone  is  familiar  with  the  story  of 
the  tar  baby  from  the  tales  of  Uncle  Remus.  As 
a refresher,  you  remember  that  one  day  Brer 
Rabbit  was  hopping  down  a lane  singing,  when 
he  came  upon  a tar  baby  sitting  on  a log.  This 
tar  baby  had  been  planted  on  the  log  by  Brer 
Fox  in  order  to  entrap  Brer  Rabbit,  the  goal 
being  having  Brer  Rabbit  for  lunch.  Brer  Rab- 
bit, being  curious  and  friendly,  stopped  to  say 
hello  to  the  tar  baby  but  the  tar  baby  didn't 
answer.  Brer  Rabbit  became  angry  with  the  tar 
baby  and  punched  him  in  the  nose  whereupon 
his  fist  stuck  to  the  nose  of  the  tar  baby.  He 
then  hit  the  tar  baby  with  the  other  fist  and  the 
other  fist  stuck.  He  then  kicked  him  with  one 
foot  and  then  another  foot  and  finally  became 
totally  stuck  fast  to  the  tar  baby.  At  this  point 
Brer  Fox  jumped  out  of  the  bushes  singing  and 
dancing  about  his  anticipated  feast.  As  he 
gloated  over  the  rabbit  being  stuck  fast  to  the 
tar  baby,  Brer  Rabbit  began  to  plead  with  the 
fox  and  said,  in  fact,  "I  don't  care  what  you  do 
with  me,  but  please  don't  throw  me  in  the  briar 
patch."  The  fox  was  interested  in  eating  the 
rabbit,  but  also  interested  in  inflicting  as  much 
agony  as  possible.  So  after  the  rabbit  pleaded 
for  a while,  the  fox  threw  Brer  Rabbit  and  the 
tar  baby  into  the  briar  patch.  The  rabbit  was 
able  to  extract  himself  and  ran  away  yelling,  "I 
was  born  and  bred  in  a briar  patch,  I was  born 
and  bred  in  a briar  patch". 

Ever  since  this  story  came  out,  people  have 
referred  to  this  and  that  situation  as  being  a tar 
baby.  In  the  current  situation  of  medicine, 
there  is  a big  tar  baby  occupying  the  center  of 
the  path  on  which  we  are  traveling.  This  large 
tar  baby  could  be  called  managed  care.  Man- 
aged care  as  it  has  been  presented  to  most  of 
us  has  not  been  really  managed  care,  but 
managed  money  with  management  groups  and 
corporations  interposing  themselves  between 
physicians  and  their  patients  to  make  large 
profits  for  the  managed  care  company  by 
manipulating  patient  populations  and  by  de- 
creasing payments  to  physicians.  The  manipu- 
lation of  patient  populations  has  resulted  in 


David  L.  Bacon,  M.D. 

decreasing  services  available  to  patients.  We 
have  read  in  the  recent  media  instances  of  this, 
the  most  emotional  being  release  of  mothers 
and  new  born  infants  prematurely. 

Managed  care,  as  it  occupies  our  road,  is 
very  much  like  a tar  baby.  If  you  come  in 
contact  with  it  and  hit  it  with  your  fist  you 
become  stuck  fast.  If  you  are  not  careful  you 
will  get  both  fists  and  your  head  stuck  to  the  tar 
baby  of  managed  care. 

During  the  summer,  members  of  your  Asso- 
ciation debated  your  concern  about  managed 
care  and  how  your  concerns  about  managed 
care  could  best  be  addressed.  Members  asked 
for  your  Association  to  have  an  expert  on 
managed  care  available  through  the  state  of- 
fices in  a neutral  position  to  help  them  with 
questions  regarding  contracts  and  treatment 
programs  and  outcome  measurements.  During 
the  fall  House  of  Delegates  meeting,  the  House 
voted  for  your  Board  of  Directors  to  study  this 
and  bring  back  a more  detailed  financial  im- 
pact and  needs  evaluation  at  the  spring  meet- 
ing. 

When  dealing  with  a tar  baby,  it  is  usually 
best  not  to  strike  the  tar  baby  with  your  fist 
when  it  does  not  speak  to  you  in  a favorable 
manner.  Perhaps  it  would  be  better  to  poke 
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the  tar  baby  with  a stick  so  that  you  could 
extract  yourself  if  the  tar  baby  hangs  onto  the 
stick.  What  is  the  stick  which  we  should  use 
with  the  tar  baby  of  managed  care?  It  appears 
to  me  that  the  most  effective  stick  is  education. 
It  behooves  each  of  us  to  study  managed  care 
in  some  detail.  The  alphabet  soup  of  managed 
care,  MCO's,  PHO's,  PO's,  PPO's,  etc.  all  re- 
quire study  for  us  to  understand  exactly  what 
is  meant  by  each  of  these  programs. 

There  are  a number  of  items  which  need  to 
be  understood.  Many  of  these  were  enumer- 
ated by  Pam  Hastings  Carrier  at  the  Cline 
Williams  Physician  and  Staff  Preventive  Law 
seminar  on  September  22nd  at  your  fall  meet- 
ing. For  a more  detailed  report,  I would  en- 
courage you  to  write  your  Association  or  Pam 
for  the  handout  which  was  provided  at  the 
meeting.  Some  of  the  items  which  she  covered 
and  which  are  very  important  are: 

1.  The  contracting  entity,  its  legitimacy 
and  financial  soundness.  In  other  words, 
what  is  the  financial  standing  of  the 
entity,  what  are  its  records,  what  is  its 
status  with  the  Department  of  Insur- 
ance and  what  is  its  experience? 

2.  Who  will  be  the  participating  provid- 
ers? Are  the  participating  providers  in 
your  referral  pattern,  are  their  creden- 
tials adequate,  is  the  quality  control 
present  and  who  are  your  competitors 
in  this  program? 

3.  Financial  commitment  by  the  physician. 
Are  there  up  front  fees  required,  and 
what  administrative  costs  will  you  in- 
cur? 

4.  What  commitments  can  you  expect 
from  the  contracting  entity.  Does  it 
guarantee  payments,  does  it  provide 
billing  and  collection,  and  are  there 
guarantees  to  patient  volume? 

5.  Credentialing:  One  must  be  very  care- 
ful about  the  managed  care  programs 
control  over  patient  access  and  its  abil- 
ity to  exclude  providers  from  its  pro- 
vider selection  process. 

6.  Liability  exposure. 

7.  Antitrust  concerns.  Is  the  contracting 
entity  physician  owned  and/or  oper- 
ated? What  are  the  reasons  behind  join- 
ing the  contracting  entity? 

8.  What  are  the  proposed  financial  pa- 
rameters? Are  there  buy-in  fees?  Is  pay- 
ment capitated?  What  are  the  risk  shar- 
ing devices,  if  any? 


9.  Covered  services.  The  definition  of  cov- 
ered services  and  their  reimbursement, 
the  coverage,  the  accessibility  of  the 
patients  to  physicians  all  need  to  be 
understood.  The  utilization  and  review 
program  and  your  ability  to  comply 
with  these  plans  must  be  carefully  evalu- 
ated. 

10.  The  ability  to  refer  to  specialists  and  to 
exert  one's  own  best  judgement  regard- 
ing the  need  for  consultations  and  the 
physicians  to  which  to  refer.  Liability 
insurance  is  important.  Hold  harmless 
in  the  indemnification  clauses  need  to 
be  evaluated  very  closely  because  the 
contracting  entity  may  attempt  to  shift 
responsibility  for  liability  to  individual 
physicians  when  in  fact  the  managing 
care  plan  may  bear  the  major  liability. 
Compensation  needs  to  be  carefully 
considered  including  capitation,  dis- 
counted fees,  fees  for  service,  co-pay- 
ment,  deductibles  and  balanced  billing. 
Stop  loss  coverage  should  be  evalu- 
ated. 

11.  Coordination  of  benefits. 

12.  Gag  rules:  Gag  rule  provisions  need  to 
be  carefully  studied  to  ensure  that  you 
understand  whether  or  not  you  may 
communicate  directly  with  plan  mem- 
bers or  whether  you  are  able  to  make 
comments  regarding  the  plan,  methods 
of  compensation  and  whether  or  not 
you  are  able  to  ensure  continuity  of 
care. 

13.  Medical  records  and  their  confidential- 
ity needs  to  be  studied.  Termination 
provisions  need  to  be  evaluated  in  some 
detail  for  cause.  This  is  both  for  cause 
and  without  cause. 

14.  Arbitration:  Panels  need  to  be  under- 
stood so  that  if  there  are  grievances  or 
disputes  there  is  a way  in  which  these 
can  be  carefully  monitored. 

Other  items  need  to  be  addressed,  but  this 
gives  some  overview  of  the  stick  of  knowledge 
which  each  physician  needs  to  carry  when 
encountering  a managed  care  organization. 
For  further  information  regarding  this,  I once 
again  encourage  you  to  contact  either  your 
Association  or  Pam  Hastings  Carrier  for  the 
total  list  of  important  points  of  managed  care 
analysis  she  provided  in  this  seminar.  I think 
this  is  very  useful  and  does,  in  fact,  provide  the 
good  stick  with  which  to  handle  the  giant  tar 
baby  which  is  sitting  in  the  middle  of  our  path. 
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Newer  Techniques  for  Noninvasive  Vascular  Imaging 


THOMAS  G.  LYNCH,  M.D. 

Associate  Professor  of  Surgery 
Department  of  Surgery 
UNMC,  Omaha,  Nebraska 


TIMOTHY  C.  GOERTZEN,  M.D. 

Assistant  Professor  of  Radiology 
Department  of  Radiology 
UNMC,  Omaha,  Nebraska 
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Assistant  Professor  of  Radiology 
Department  of  Radiology 
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Assistant  Professor  of  Radiology 
Department  of  Surgery 
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Arteriography  has  long  been 
considered  a prerequisite  for 
„ arterial  reconstructive  surgery. 
There  are,  however,  relative  and  absolute 
contraindications  to  arteriography,  including 
contrast  allergy,  compromised  renal  function 
and  the  presence  of  risk  factors  which  can 
predispose  to  renal  failure.  Patients  with  insulin- 
dependent  diabetes,  for  instance,  have  a 50% 
risk  of  contrast-induced  nephropathy  in  the 
presence  of  preexisting  renal  insufficiency.1  With 
improving  techniques  for  lower  extremity  arte- 
rial reconstruction,  as  well  as  an  increasing 
awareness  of  the  relationship  between  ischemic 
neurologic  events  and  atherosclerotic  involve- 
ment of  the  carotid  bifurcation,  it  has  become 
necessary  to  develop  alternative  methods  of 
vascular  imaging  in  order  to  extend  the  benefits 
of  arterial  reconstruction  to  patients  at  risk  for 
contrast  related  complications. 

Ultrasonography  has  been  used  for 
noninvasive  imaging  of  the  carotid  bifurcation, 
and  more  recently  has  been  employed  for 
peripheral  arterial  imaging.  Real-time  B-mode 
ultrasonography  is  quite  sensitive  to  minimal 
atherosclerotic  disease  (<50%  stenosis)  and 
wall  surface  irregularities,  but  calcification  and 
shadowing  interfere  with  the  characterization 
of  high  grade  stenoses  and  occlusion.  With  the 
adjunctive  use  of  Doppler  spectral  analysis, 
duplex  ultrasonography  is  sensitive  to  the  wide 
range  of  atherosclerotic  involvement  associ- 
ated with  symptomatic  and  asymptomatic  ath- 
erosclerotic disease.  If  an  ipsilateral,  high  grade 
internal  carotid  artery  stenosis  (>75%)  is  identi- 
fied in  the  symptomatic  patient,  some  authors3  4 
have  suggested  that  carotid  endarterectomy 
can  be  performed  on  the  basis  of  duplex 
ultrasonography  alone.  Limitations  of  duplex 
ultrasonography,  including  an  inability  to  visual- 
ize the  aortic  arch  and  the  distal  intracranial 
internal  carotid  artery,  the  presence  of  a high 
carotid  bifurcation  preventing  adequate  visual- 
ization of  the  proximal  internal  carotid  artery 
and  acoustic  shadowing  secondary  to  vascular 


calcification,  have  limited  widespread, 
preoperative  application  of  the  technique. 

Magnetic  resonance  angiography  (MRA)  is 
an  extension  of  magnetic  resonance  imaging, 
and  provides  a means  of  imaging  the  aortic  arch 
and  proximal  great  vessels,  as  well  as  the  ca- 
rotid bifurcation  and  the  intracranial  internal 
carotid  artery.  Currently,  two  techniques  are 
utilized.  Phase  contrast  MRA  is  based  on  the 
movement  of  flowing  blood  along  magnetic 
field  gradients  and  the  resulting  phase  shifts. 
Equal  and  opposite  gradients  are  applied  to  the 
imaging  slice.  Stationary  tissue  will  produce  no 
net  phase  shift  while  moving  blood  will  pro- 
duce a positive  phase  shift.  The  magnitude  of 
the  shift  correlates  with  the  velocity  of  blood 
flow  and  a velocity  map  or  phase  contrast 
angiogram  is  produced.  Time-of-flight  MRA  is 
based  on  the  principle  of  "flow-related  enhance- 
ment." When  tissue  is  "excited"  by  a radio 
frequency  (RF)  pulse,  the  tissue  produces  a 
weak  RF  echo  which  is  used  to  obtain  an  image. 
After  emitting  an  echo,  the  tissue  must  relax 
before  it  can  be  re-excited  to  produce  a signal. 
Tissue  that  is  not  fully  relaxed  or  'saturated'  does 
not  produce  a signal.  Flowing  blood,  however, 
has  not  experienced  prior  RF  pulses  and  is  fully 
relaxed.  Flowing  blood  will  produce  a high 
signal  while  the  stationary  tissue  will  produce 
little  signal.  This  phenomenon  is  called  "flow- 
related  enhancement"  and  is  the  basis  for  time- 
of-flight  MRA. 

Regardless  of  the  technique,  images  are  com- 
puter generated  based  on  maximum  intensity 
projection  (MIP)  algorithms.  The  computer  sur- 
veys all  of  the  cross-sectional  images  (Figure  1 a) 
and  selects  the  brightest  coordinates  or  pixels  in 
each  section.  The  cross-sectional  images  are 
then  stacked,  producing  an  angiographic-like 
display  (Figure  1b)  that  can  be  viewed  in  mul- 
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FIGURE  1 A 


FIGURE  IB 


MRA  or  the 
carotid 
bifurcation 
demonstrating 
the  common 
carotid  artery 
(arrow),  the 
internal 
carotid  artery 
(curved  arrow), 
the  external 
carotid  artery 
(open  arrow) 
and  the 

vertebral  artery 
(arrowhead). 

A.  Cross-sectional 
data  images. 

B.  The  computer 
reconstructed 
'MIP'  image  of 
the  carotid 
bifurcation  in  a 
lateral  projection. 


tiple  projections.  Studies  (5,6)  have  demon- 
strated good  correlation  with  conventional 
arteriography,  suggesting  the  usefulness  of  this 
technique  in  the  noninvasive  evaluation  of  ca- 
rotid atherosclerosis  (Figure  2). 

MRA  offers  some  unique  advantages  in  com- 
parison to  conventional  arteriography.  It  is  de- 


pendent on  the  intrinsic  properties  of  blood 
flow.  As  such,  it  is  non-invasive  and  does  not 
utilize  intravenous  contrast  for  visualization.  This 
is  an  important  advantage  in  patients  who  may 
have  a contrast  allergy  or  renal  dysfunction.  Like 
conventional  magnetic  resonance  imaging,  mag- 
netic field  gradients  are  used  to  generate  images 
so  that  the  patient  receives  no  ionizing  radiation 
during  this  procedure.  As  the  MRA  is  generated 
from  many  cross-sectional  views,  the  image  may 
be  viewed  in  multiple  projections  following  a 
single  acquisition,  rather  than  the  single  projection 
provided  by  standard  angiographic  techniques. 

There  are  also  disadvantages  compared  to  con- 
ventional arteriography.  Patients  with  metallic 
implants,  such  as  cardiac  pacemakers,  certain 
heart  valves  and  aneurysm  clips  are  prohibited 
from  undergoing  MR  examination.  Claustropho- 
bic patients  may  be  uncomfortable  in  the  scanner, 
although  usually  this  can  be  overcome  with  reas- 
surance or  sedation.  Artifacts  can  result  from 
patient  motion,  swallowing,  and  excessive  arterial 
pulsation.  These  artifacts  can  generally  be  mini- 
mized through  meticulous  patient  instruction  and 
alterations  in  scanning  methods. 

The  intracranial  circulation  and  the  circle  of 
Willis  were  the  first  areas  to  be  explored  with 
MRA.  Considerable  research  has  led  to  the  pro- 
duction of  images  of  remarkable  quality  (Figure  3). 
MRA  of  the  intracranial  vessels  has  also  been 
utilized  in  the  evaluation  of  vascular  malforma- 
tions and  to  identify  vascular  occlusion  in  patients 
with  cerebral  infarction.  Less  work  has  been  done 
in  the  evaluation  of  the  aortic  arch  and  the  origins 
of  the  great  vessels.7  Initial  problems  encountered 
in  visualizing  these  vessels  were  related  to  the 
orientation  of  the  arteries,  making  it  difficult  to 
maximize  the  arterial  signal  while  minimizing  sig- 
nal from  the  venous  return.  Patient  positioning 
and  newer  chest  surface  coils  show  promise  in 
partially  circumventing  these  problems,  permit- 
ting good  quality  images  (Figure  4)  to  be  obtained 
in  selected  patients. 

The  spatial  resolution  of  MRA  is  less  than  that  of 
conventional  arteriography  and  high  grade  stenosis 
and  turbulence  may  produce  artifacts,  resulting  in 
an  overestimation  of  the  degree  of  stenosis  (Fig- 
ure 5).  Because  of  these  limitations  preliminary 
applications  have  employed  MRA  in  combination 
with  duplex  ultrasonography.  While  the  current 
resolution  of  MRA  does  not  approach  that  of 
standard  arteriography,  it  does  provide  a means  of 
confirming  the  presence  of  an  ultrasonically  de- 
fined high  grade  stenosis.  In  addition,  it  permits 
visualization  of  the  aortic  arch,  proximal  great 
vessels  and  the  distal  intracranial  internal  carotid 
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FIGURE  2 


MRA  (center)  of  the  right  (R)  and  left  (L)  carotid  arteries.  The  single  arrow  demonstrates  a normal  carotid  bifurcation 
as  seen  using  MRA  and  standard  arteriographic  techniques.  The  double  arrows  demonstrate  an  internal  carotid  artery 
occlusion. 


artery.  The  technique,  however,  is  not  currently 
applicable  in  the  patient  with  hemodynamically 
insignificant  or  ulcerative  disease  where  high  reso- 
lution arteriographic  studies  may  be  of  greater 
value  in  determining  the  extent  of  irregularity  or 
plaque  ulceration.  Newer  three-dimensional  (3-D) 
imaging  techniques  excite  or  'saturate'  a volume 
of  tissue,  rather  that  the  linear  slice  'saturated'  with 
earlier  two-dimensional  (2-D)  techniques.  The  3-D 
studies  provide  a greater  number  of  cross-sec- 
tional images  and  increased  resolution  (Figure  6). 

Recently  spiral  CT  imaging  techniques  have 
permitted  3-D  reconstruction  of  contrast  enhanced 
CT  images  (Figure  7).  While  this  technique  does 
require  the  use  of  a contrast  agent,  it  may  be 
administered  intravenously  and  does  not  carry  the 
risks  associated  with  the  introduction  of  arterial 
catheters.  Spiral  CT  arteriography  can  accurately 
depict  the  degree  of  carotid  stenosis  in  compari- 
son to  standard  carotid  arteriography,  and  3-D 
reconstructions  provide  images  that  can  be  viewed 
in  multiple  projections.8  This  technique  may  offer 
an  alternative  to  arteriography  or  MRA  in  patients 
with  ultrasonic  evidence  of  minimal  (<50%)  stenosis 
or  ulceration. 

Evaluation  of  the  Patient  with 
Peripheral  Vascular  Disease 

Noninvasive  imaging  techniques  may  also  be 
of  particular  value  in  the  diabetic  patient  who 
presents  with  peripheral  vascular  disease  or  a non- 
healing ulceration  involving  the  forefoot  or  digit. 
Initial  assessment  should  attempt  to  determine 


whether  the  ulceration  is  secondary  to  ischemia 
and/or  neuropathy  and  osteomyelitis. 

If  an  ischemic  ulceration  is  suspected,  the  pa- 
tient may  be  a candidate  for  arterial  reconstruc- 
tion. Such  bypass  operations  may  extend  to  the 
distal  tibial  arteries  or  onto  the  foot  and  should  be 
considered  even  in  patients  who  ambulate  only 
with  assistance,  as  they  may  benefit  from  the 
preservation  of  an  extremity.  The  diabetic  patient, 
however,  is  at  higher  risk  for  renal  complications 
following  standard  arteriographic  techniques.  In 
addition,  if  there  is  evidence  of  mild  pre-existing 
renal  failure,  some  physicians  have  been  reluctant 
to  obtain  arteriographic  studies  for  fear  of  precipi- 
tating renal  failure  and  eventual  dialysis. 

Duplex  ultrasonography,  carbon  dioxide  (CO,) 
angiography  and  MRA  provide  attractive  alterna- 
tives to  standard  arteriographic  techniques  in  the 
diabetic  patient  or  the  patient  at  risk  for  renal 
failure.  C02  arteriography  employs  carbon  diox- 
ide as  a contrast  agent.  Carbon  dioxide  is 
twenty  times  more  soluble  than  oxygen  in 
serum  and  is  excreted  by  the  lungs.  To  perform 
Co2  arteriography,  a catheter  is  introduced  into 
the  aorta  and  images  are  obtained  using  stan- 
dard digital  subtraction  techniques.  The  tech- 
nique has  been  used  successfully  in  abdominal, 
visceral,  renal,  and  extremity  arteriography  (Fig- 
ure 8)  with  no  untoward  effects. 

MRA  can  provide  images  of  the  iliac,  femo- 
ral, popliteal  and  tibial  arteries  noninvasively 
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FIGURE  3 

MRA  of  the  intracranial 
circulation,  in  a coronal 
projection.  The  view  is 
from  anterior  to  poste- 
rior. It  is  possible  to 
visualize  the  intracranial 
internal  carotid  artery 
(large  arrow),  the 
posterior  cerebral  artery 
(small  arrow),  the  middle 
cerebral  artery  (curved 
arrow),  branches  of  the 
anterior  cerebral  artery 
(open  arrow)  and  the 
basilar  artery 
(arrowhead). 


FIGURE  4 

MRA  of  the  aortic  arch 
and  origin  of  the  great 
vessels.  It  is  possible  to 
visualize  the  right 
common  carotid  artery 
(large  arrow),  right 
subclavian  artery  (small 
arrow),  the  vertebral 
arteries  (arrowheads) 
and  the  left  common 
carotid  artery  (open 
arrow). 


and  without  the  administration  of  contrast 
media.  There  is  no  significant  MR  signal  from 
cortical  bone  to  obscure  the  distal  vessels  in 
MRA,  which  can  be  a problem  with  conven- 
tional arteriography  (Figure  9).  As  a result,  MRA 
is  more  sensitive  than  conventional 
arteriography  in  the  identification  of  tibial  arter- 
ies in  patients  with  peripheral  vascular  disease.9 
In  addition,  images  can  be  reformatted  to  per- 
mit 3-D  visualization  to  further  aid  in  surgical 
planning.  MRA,  however,  does  have  several 
drawbacks.  Due  to  the  size  of  the  imaging  coil, 
the  extremity  must  be  studied  using  several 
stations,  which  requires  repositioning  the  coil 


and  patient.  This  prolongs  the  examination  time 
and  it  may  take  between  2 and  3 hours  to  study 
the  lower  extremity  from  the  aortic  bifurcation 
to  the  foot  using  MRA.  The  images  obtained  are 
also  sensitive  to  patient  motion  and  pulsatility 
artifact  (Figure  10).  Although  high  resolution 
images  of  tibial  and  plantar  arteries  can  be 
obtained,  images  of  the  aorta  and  the  iliac 
arteries  are  less  optimal  due  to  respiratory 
motion. 

MRA  provides  optimal  visualization  of  a lim- 
ited area,  and  of  the  distal  popliteal  and  tibial 
arteries  in  particular.  It  has  the  added  advan- 
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FIGURE  5 


MRA  (center)  of  the  right  (R)  and  left  (L)  carotid  arteries.  The  arrows  demonstrate  flow  voids  in  the  region 
of  the  bulb  and  proximal  internal  carotid  artery,  bilaterally.  The  corresponding  arteriogram  of  the  right 
internal  carotid  artery  demonstrates  only  a minimal  stenosis,  indicating  that  the  MRA  has  overestimated  the 
degree  of  stenosis.  The  arteriogram  demonstrates  a high  grade  stenosis  (>75%)  of  the  left  internal  carotid 
artery  consistent  with  the  high  grade  stenosis  predicted  by  the  flow  void  on  the  MRA. 


FIGURE  6A  FIGURE  6B  FIGURE  6C 


Severe  stenosis  of  the  proximal  left  internal  carotid  artery  (arrow)  shown  by  conventional  arteriography  (A).  A two- 
dimensional  (2-D)  MRA  demonstrates  a void  in  the  region  of  the  bulb  and  proximal  internal  carotid  artery,  charac- 
teristic of  a severe  stenosis  (B).  This  area  is  better  defined  in  the  three-dimensional  (3-D)  MRA  (C). 


tage  of  permitting  the  3-D  reconstruction  of 
these  arteries.  Since  diabetics  often  have  more 
distal  disease,  duplex  and  color  duplex 
ultrasonography  can  be  used  to  evaluate  the 
iliac  arteries  as  well  as  the  superficial  femoral 
and  proximal  popliteal  arteries.  A normal  ex- 
amination can  exclude  the  presence  of  signifi- 


cant proximal  obstructive  disease  in  these  arter- 
ies and  permits  the  use  of  MRA  for  visualization 
of  the  tibial  arteries.  The  presence  of  a 
monophasic  velocity  waveform  profile  in  the 
common  femoral  artery,  suggesting  a proximal 
iliac  artery  stenosis/occlusion,  high  flow  veloci- 
ties suggesting  a critical  stenosis  of  the  superfi- 
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FIGURE  7 


An  image  of  the  carotid  bifurcation,  generated 
by  spiral  CT  imaging,  demonstrating  the  inter- 
nal and  external  carotid  arteries,  with  an  area 
of  stenosis  (arrow)  just  distal  to  the  carotid 
bulb. 

cial  femoral  and/or  popliteal  arteries  or  the 
absence  of  flow  suggesting  an  arterial  occulusion 
would  be  an  indication  for  CO,  arteriography, 
standard  arteriographic  techniques  or  the  ex- 
tended use  of  MRA  for  visualization  of  those 
arteries. 

Conclusion 

With  the  completion  of  recent  randomized 
prospective  studies  defining  the  role  of  carotid 
endarterctomy  in  the  treatment  of  symptom- 
atic10 and  asymptomatic  carotid  occlusive  dis- 
ease,11 as  well  as  advances  in  peripheral  arterial 
reconstruction,  vascular  imaging  has  assumed 
greater  importance  as  a prerequisite  to  surgery. 
For  those  patients  with  relative  or  absolute 
contraindications  to  arteriography,  noninvasive 
alternatives  exist,  which  can  provide  arterial 
images  of  remarkable  quality  without  some  of 
the  attendant  risks  of  arterial  catheterization, 
contrast  allergy  or  contrast-induced  renal  dys- 
function. 

REFERENCES 

1 . Manske  CL,  Sprafka  JM,  Strony  JT,  Wang  Y.  Contrast 
nephropathy  in  azotemic  diabetic  patients  undergoing  coro- 
nary angiography.  Am  J Med  1 990;89:61  5-620. 

2.  Crew  JR,  Dean  M,  Johnson  JM  et  al.  Carotid  surgery 
without  angiography.  Am  J Surg  1984;148:217-220. 

3.  Ricotta  JJ,  Holen  J,  Schenk  E,  Plassche  W,  Green  RM, 
Gramiak  R,  DeWeese  JA.  Is  routine  angiography  necessary 
prior  to  carotid  endarterectomy?  J Vase  Surg  1984;  1:96- 
102. 

304  Nebraska  Medical  Journal  October  1995 


FIGURE  8 
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arteries  and  the  peroneal  artery. 
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FIGURE  9A 


FIGURE  10 


FIGURE  9B 


A comparison  of  a standard  arteriogram  (A)  and  MRA  (B) 
of  the  distal  anterior  tibial  artery. 


A MRA  of  the  distal  popliteal  artery  and  the  anterior 
tibial  artery  origin.  Motion  artifact  has  caused  disrup- 
tion of  the  image  at  multiple  points. 
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INTRODUCTION 

MANAGED  care  is  increasingly 
important;  Managed  care  sys- 
tems (MCS's)  have  risen  in  the 
past  decade  to  a nearly  40%  market  share 
nationwide.1  Nebraska  has  seen  a comparable 
rise  in  MCS's.  Further,  MCS's  are  important  to 
Nebraska  because  of  the  dominance  of  the 
insurance  industry  as  a source  of  employment. 
Due  to  the  formation  of  new  relationships 
within  MCS's,  a number  of  ethical  questions 
arise  concerning  the  allocation  of  resources 
within  these  plans.  Specific  questions  include 
the  inclusion  of  preventive  care  which  does  not 
necessarily  later  save  the  insurance  company 
money,  the  right  of  the  patient  to  pursue  a 
second  opinion,  and  reimbursement  for  un- 
proven or  experimental  procedures.  The  pur- 
pose of  this  paper  is  not  to  address  specific 
questions.  Rather,  our  goal  is  develop  a broad 
conceptual  framework  in  which  to  address 
such  problems.  We  will  do  this  by  first  briefly 
elucidating  the  relevant  concepts  in  insurance 
and  ethics.  We  will  then  define  the  universe  in 
which  our  analysis  will  occur.  Using  classical 
ethics  theory,  we  will  identify  the  ethical  re- 
sponsibilities of  the  major  players  in  a managed 
care  system.  Specifically,  we  will  elaborate  the 
questions  necessary  to  determine  the  responsi- 
bilities of  the  i)  insurance  company;  ii)  patient; 
iii)  primary  care  provider;  and  iv)  specialist. 

Definitions  and  Ethical  Framework 

The  Purpose  of  Insurance.  At  its  most  basic 
level,  the  purpose  of  insurance  is  to  spread  the 
financial  risk  associated  with  unpredicted  medi- 
cal care  costs  over  a large  segment  of  the 
population.  Premiums  for  this  insurance  are 
determined  by  estimating  future  medical  costs, 
based  on  actuarial  data,  and  dividing  this  among 
the  insured.  Actuarial  data  and  estimates  of 
future  medical  costs  are  subject  to  scientific 
debate.  Additionally,  premiums  include  a profit 
for  the  insurance  company.2  This  profit  margin 
remains  a highly  controversial  aspect  of  the 
health  care  debate. 


Managed  Care  Systems.  Although  there  are 
a variety  of  MCS's,  they  basically  contract  with 
a group-practice  in  which  the  insured  prepays 
for  a defined  package  of  services.  The  insured 
is  initially  seen  by  a generalist  primary  care 
physician  who  either  treats  the  patient  or  refers 
to  a more  specialized  clinical  colleague.  The 
insured  pays  the  same  defined  fee  for  these 
services  regardless  of  the  amount  of  treatment 
received.3 

Right  to  Health  and  Right  to  Care.  It  is 

beyond  the  scope  of  this  paper  to  explore  the 
full  definition  of  rights.  We  adopt  a classical 
definition  of  rights  as  an  affirmation  of  the 
autonomy  of  the  individual.4,5  Inherent  in  this 
definition  is  a right  to  the  preservation  of  life 
and  the  preservation  of  health.  Indeed,  as  early 
as  1 796  the  concept  of  the  preservation  of 
health  in  the  United  States  was  considered  an 
inalienable  right.6  This  is  essentially  a right  to  be 
protected  from  dangers  that  the  individual  alone 
cannot  defend  against.7  For  example,  in  a devel- 
oped country  the  individual  is  said  to  have  a 
right  to  sanitation  and  clean  water;  these  are 
accomplished  through  infrastructure,  regula- 
tions and  testing  by  the  government. 

It  may  not  directly  follow  that  an  individual's 
right  to  health  preservation  leads  to  a right  to 
health  care.  Fiowever,  a number  of  ethicists  and 
philosophers  have  advanced  the  position  that 
in  a just  society  a basic  level  of  health  care  is 
necessary  to  maintain  the  right  of  health  preser- 
vation.8,9,10 Such  arguments  center  on  concepts 
of  justice  and  equality.11,12  Two  theories  of 
justice  and  health  care  are:  i)  the  decent  mini- 
mum; and  ii)  the  maximin. 

The  decent  minimum  essentially  proposes 
that  all  members  of  a society  are  entitled  to  a 
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base  level  of  care.  (Clearly,  the  definition  of 
basic  care  is  a point  of  considerable  debate). 
Individuals  of  sufficient  means  are  permitted  to 
purchase  additional  care.  The  maximin  theory 
has  been  proposed  by  John  Rawls.13  In  brief, 
this  theory  advocates  that  members  of  a society 
should  select  a system  (in  this  case  health  care) 
that  produces  the  greatest  benefit  possible  for 
the  poorest  members  without  disrupting  the 
entire  society.  While  inequalities  may  persist, 
the  minimum  amount  will  be  high  enough  to 
ensure  basic  care.  (Hence,  the  maximum,  mini- 
mum, or  maximin).  The  reader  is  referred  to  the 
primary  literature  for  criticisms  of  these  argu- 
ments.14-15'16 

Initial  Conditions 

Currently,  there  are  a number  of  health  care 
plans  available  to  the  consumer.  These  range 
from  fee-for-service  to  government  plans  such 
as  Medicare  and  Medicaid.  For  the  purposes  of 
this  paper,  we  set  the  following  conditions: 
First,  everyone  is  enrolled  in  one  of  several 
competing  managed  care  systems,  including 
Medicare  and  Medicaid.  Patients  (or  their  em- 
ployers) may  choose  to  switch  companies,  but 
traditional  fee-for-service  is  not  an  option.  Sec- 
ond, no  patient  is  denied  the  opportunity  to 
enroll,  and  everyone  is  required  to  participate. 
This  assumes  that  no  one  is  denied  health  care. 
Patients  may  not  be  dropped  from  a plan 
without  their  consent.  The  managed  care  net- 
work may  charge  a capitation  premium  to 
make  a reasonable  profit.  Finally,  we  assume 
that  all  parties  involved  are  rational  and  fair. 

Ethical  Responsibilities 

The  Managed  Care  System.  Now  that  we 
have  introduced  the  basic  concepts  and  de- 
fined our  universe,  let  us  examine  the  ethical 
responsibilities  of  the  major  players  within  that 
universe.  The  MCS  is  responsible  for  providing 
access  to  health  care  to  all  of  its  enrollees  at  an 
affordable  price.  The  system  has  a duty  to  its 
shareholders  to  return  a just  and  reasonable 
profit.  Clearly,  there  is  the  potential  for  these 
responsibilities  to  conflict.  From  an  ethical  stand- 
point, the  issue  of  affordability  is  largely  tied  in 
with  the  right  to  health  and  the  right  to  health 
care.17  Obviously,  access  includes  affordability 
of  the  premiums,  as  well  as  acceptability  to  the 
patient.  This  does  not  mean  that  the  MCS 
should  be  forced  to  reduce  its  premiums,  be- 
cause the  patient  cannot  pay  because  of  its 
responsibility  to  shareholders  to  deliver  a rea- 
sonable profit.  The  questions  then,  are:  how 
does  an  MCS  meet  costs  and  still  provide 


accessible  health  care  to  all  of  its  members? 
Alternatively,  how  does  one  balance  the  cost  of 
the  basic  right  and  the  cost  of  health  care  with 
the  right  of  the  MCS  to  make  a profit?  While 
there  are  no  clear  answers,  ethical  theory  may 
serve  as  a guide.  First,  basic  health  care  must  be 
defined.  Justice  would  then  demand  that  this  be 
accessible  to  all.  Second,  a deontological  view- 
point would  insist  that  certain  aspects  of  health 
care  must  always  be  provided  (emergency  treat- 
ment, for  example).  A utilitarian  view  may  de- 
mand that  the  greatest  possible  good  be  pro- 
vided to  all  members.  This  too,  will  be  incorpo- 
rated into  the  premiums  charged  to  all.  Notice 
that  these  cannot  become  too  great,  or  the 
premiums  would  become  prohibitively  expen- 
sive; that  is,  members  may  opt  to  change  to  a 
different  MCS.  Clearly,  no  single  MCS  can 
insure  the  health  care  of  a disproportionate  of 
the  medically  indigent  but,  in  justice,  all  must 
carry  their  share.  The  MCS  also  has  a responsi- 
bility to  its  member  physicians  to  allow  them  to 
practice  standard  of  care  medicine.  This  too, 
may  conflict  with  the  profit  motive  of  the  MCS. 

The  Patient.  The  patient  has  a responsibility 
not  only  to  the  MCS,  and  to  the  physicians,  but 
also  to  other  enrollees  of  the  MCS  to  make 
optimal  use  of  those  resources.  This  is  basically 
a utilitarian  argument.  That  is,  the  patients  share 
the  responsibility  that  the  greatest  number  of 
people  may  receive  the  greatest  amount  of 
health  care  for  a given  cost.  Clearly,  the  patient 
need  not  sacrifice  his  own  health.  However, 
inappropriate  uses  of  the  system  clearly  are 
harmful  to  all  involved  because  these  actions 
will  only  serve  to  drive  up  the  cost.  Therefore, 
the  question  most  relevant  to  patient  responsi- 
bility is  how  should  the  health  care  system  be 
optimally  utilized  to  produce  the  greatest  de- 
gree of  health  for  the  lowest  cost. 

The  Primary  Care  Physician.  The  primary 
care  physician  in  an  MCS  is  often  placed  in  a 
delicate  balancing  act.  On  the  one  hand  the 
physician  is  clearly  obligated  to  provide  the 
standard  of  care  to  the  patient.  Balanced  against 
this  is  responsibility  to  maintain  cost  effective- 
ness. If  the  standard  entails  expensive  tests  or 
referrals,  the  physician  must  judiciously  decide 
which  tests  and  referrals  are  necessary  in  the 
absence  of  consideration  of  profit  or  capitation. 

The  primary  care  physician  is  also  in  a unique 
position  to  assist  the  patient  in  making  optimal 
use  of  the  health  care  system.  The  primary  care 
physician  then,  has  a responsibility  not  only  to 
help  the  patient  recover  from  illness,  but  also  to 
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maintain  the  patient  in  a well  state  of  health. 
This  will  ultimately  fulfill  both  the  physicians 
responsibility  to  provide  standard  of  care  medi- 
cine as  well  as  maintaining  profitability  of  the 
MCS.  The  primary  care  physician,  therefore, 
must  question  if  they  are  providing  the  standard 
of  care  to  the  patient  irrespective  of  cost.  The 
physician  must  also  question  if  they  are  helping 
the  patients  make  optimal  use  of  the  health  care 
system. 

The  Specialist  Physician.  The  responsibilities 
of  the  specialist  are  in  many  ways  similar  to  that 
of  the  primary  care  physician.  Like  the  primary 
physician,  the  specialist  is  obligated  to  provide 
standard  of  care  medicine  to  all  members.  The 
specialist  must  then  decide  if  a given  treatment 
or  procedure  will  benefit  the  patient.  The  spe- 
cialist often  differs  from  the  primary  physician  in 
an  MCS  in  that  fees  for  various  procedures  are 
often  negotiated  with  the  MCS.  By  contrast,  the 
primary  physician  is  often  salaried  and  receives 
the  same  pay  regardless  of  number  of  patients 
seen. 

Finally,  the  specialist  is  often  responsible  for 
deciding  the  efficacy  of  certain  treatments  which 
are  often  extremely  expensive.  While  cost  per 
se  should  not  be  a determining  consideration, 
the  specialist  has  an  obligation  to  the  patient, 
the  MCS  shareholders  and  the  other  MCS  sub- 
scribers to  not  engage  in  unnecessary  treat- 
ments. The  specialist  is  thus  faced  with  several 
ethical  questions:  i)  Is  the  physician  providing 
standard  of  care  medicine?;  ii)  Are  reimburse- 
ments fair  to  the  MCS  and  themselves?"  iii)  Are 
their  treatments  medically  the  most  effective? 

Conclusion 

Managed  care  organizations  present  a num- 
ber of  ethical  challenges.  The  insurer,  patient 
and  physicians  may  have  conflicting  consider- 
ations and  priorities.  In  this  paper  we  have  tried 
to  briefly  outline  the  ethical  theories  which  may 
aid  in  our  coming  clarifying  some  of  these 
questions.  We  realize  that  the  universe  which 
we  defined  may  strike  some  as  unrealistic. 
Others  may  disagree  with  our  basic  premises 
regarding  health  care  as  a basic  right.  Nonethe- 
less, we  believe  that  applied  properly,  the  ques- 
tions we  have  formulated  in  this  paper  can  be 
a useful  starting  point  to  answer  difficult  ethical 
problems. 


Summary 

Managed  care  is  becoming  increasingly  im- 
portant in  health  care.  A number  of  ethical 
questions  arise  in  this  system.  This  paper  exam- 
ines the  ethical  responsibilities  of  four  players  in 
a managed  care  system:  i)  the  insurance  com- 
pany; ii)  the  patient;  iii)  the  primary  care  pro- 
vider; and  iv)  the  specialist. 
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INTRODUCTION 

Dislocation  of  the  knee  is  a relatively  uncom- 
mon but  serious  injury  with  potentially  devastat- 
ing injuries  to  surrounding  structures.  Ligamen- 
tous tears,  fractures,  and  peroneal  nerve  injury 
may  accompany,  but  the  injury  with  the  most 
serious  implications  is  that  to  the  popliteal  ar- 
tery. Knee  dislocations  are  classified  by  the  rela- 
tionship of  the  tibia  to  the  femur.  Anterior  dislo- 
cations are  the  most  common  and  have  the 
highest  rate  of  vascular  problems.7  Anterior  dis- 
locations typically  stretch  the  popliteal  artery 
causing  intimal  tears  on  contusion  while  poste- 
rior dislocations  usually  cause  clean  sharp 
transections  of  the  artery.9  Knee  dislocations  are 
primarily  associated  with  high  impact  trauma  to 
the  knee  secondary  to  motor  vehicle  accidents 
or  athletic  trauma.78  Marin  et  al.  reported  two 
cases  in  which  obesity  was  a major  factor  in 
contributing  to  a knee  dislocation  with  vascular 
compromise  after  a minor  trauma.4  A case  of 
hyperextension  injury  to  the  knee  in  an  obese 
patient  is  presented. 

CASE  REPORT 

This  patient  is  a 28-year-old,  5'8",  300-lb.  fe- 
male who  was  being  chased  when  she  sustained 
a hyperextension  injury  to  her  right  knee.  She 
was  running  downhill  when  she  planted  her  right 
foot  and  her  right  knee  buckled.  She  complained 
of  intense  right  knee  pain  and  was  brought  to  the 
emergency  room  by  rescue  squad.  She  denied 
any  previous  injuries  to  her  knee. 

On  examination  in  the  emergency  room,  her 
right  knee  revealed  an  obvious  deformity.  The 
tibia  was  displaced  anteriorly  with  respect  to  the 
femur.  Ligaments  were  not  assessed  secondary 
to  intense  pain.  Her  dorsalis  pedis  and  posterior 
tibial  pulses  were  strong  and  equal  to  the  left 
foot.  She  had  no  loss  of  motor  or  sensory  func- 
tion of  her  right  lower  extremity. 

AP  and  lateral  x-rays  were  taken  of  the  knee 
(See  Figures  1 & 2),  revealing  an  anteriomedial 
dislocation.  Reduction  was  successful  using 
lonitudinal  traction  and  varus  stress.  An 
arteriogram  of  the  right  leg  was  obtained  and 
interpreted  as  normal. 


She  underwent  arthrotomy  with  removal  of  a 
loose  body  and  chondroplasty  of  the  right  medi- 
cal femoral  condyle  as  well  as  primary  repair  on 
anterior  cruciate  and  posterior  cruciate  ligaments. 
Postoperatively,  she  was  placed  in  a long  leg 
fiberglass  cast  with  30°  of  flexion. 

DISCUSSION 

Dislocation  of  the  knee  is  a true  emergency 
because  vascular  insult  caused  by  this  injury 
requires  immediate  attention.7  The  popliteal  ar- 
tery is  intimately  associated  with  the  knee  joint 
and  is  fixed  proximally  at  the  tendinous  hiatus  of 
the  adductor  magnus  and  distally  it  passes 
through  the  tendinous  arch  of  the  soleus.  Be- 
cause of  this,  dislocations  of  the  knee  are  asso- 
ciated with  a high  incidence  of  arterial  injury  (21  - 
80%).13'6  Debate  persists,  however,  regarding 
indications  for  arteriography.  Treiman  et  al.  fa- 
vor selective  arteriography  for  those  with  an 
abnormal  ipsilateral  pedal  pulse.  In  their  study, 
those  patients  who  developed  vascular  prob- 
lems after  an  initial  normal  pulse  did  not  require 
an  operation.  Those  with  normal  pulses  may  be 
monitored  by  clinical  examination  and  the  cost- 
benefit  ratio  of  arteriography  for  these  patients 
is  excessive  with  minimal  yield.  This  stance  is 
supported  by  Kendall  et  al.  whose  study  re- 
vealed 37  dislocations,  31  of  which  had  normal 
pulses  and  did  not  require  an  operation.3 

Others  have  been  critical  of  selective 
arteriography,  noting  the  extreme  benefit  of 
saving  even  one  limb.  Furthermore,  the  variabil- 
ity in  physician  to  physician  grading  of  normal 
versus  abnormal  pulses  may  be  too  great.  Sisto 
and  Warren's  follow-up  study  on  knee  disloca- 
tions revealed  a patient  with  a lateral  dislocation 
who  did  not  receive  an  arteriogram  and  lost  his 
pulse  at  12  days  secondary  to  a late  thrombus. 
It  required  an  interposition  nylon  graft  to  restore 
circulation.  Therefore,  they  recommend  emer- 
gency arteriogram  for  patients  whenever  there 
is  concern  regarding  circulation  and  for  any 
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FIGURE  t:  AP  radiograph  of  right  knee. 


FIGURE  2:  Lateral  radiograph  of  right  knee 


patient  in  whom  ligament  surgery  is  planned.8 
Kaufman  and  Martin,  in  their  radiology  study  in 
1 992,  felt  one  may  forego  arteriography  if  clini- 
cal signs  of  ischemia  exist  without  pulses  and 
proceed  with  operative  intervention. 

Another  structure  frequently  injured  is  the 
peroneal  nerve.  Sisto  and  Warren  noted  a range 
of  1 4-35%  and  the  prognosis  to  be  poor.  Usually 
an  injury  due  to  traction,  the  authors  recom- 
mend early  exploration  and  repair  for  those  with 
nerve  loss.8  Rockwood  and  Green  note  that 
treatment  of  this  injury  is  controversial  since  no 
treatment  has  been  shown  to  be  effective.7 

Knee  dislocations  are  serious  injuries  and 
treatment  varies  with  the  extent  of  injury.  Imme- 
diate reduction  should  be  attempted  and  pri- 
mary concern  should  then  be  focused  on  the 
vascular  status.' 10  Rarely  are  dislocations  irre- 
ducible although  Nystrom  et  al.  reported  two 
cases  which  required  general  anesthesia  for  re- 
duction.5 We  feel  all  patients  then  deserve  an 
arteriogram  of  the  involved  limb.  Peroneal  nerve 
injury  should  also  be  assessed.  After  vascular 
assessment  and  reconstruction,  one  may  focus 
on  ligamentous  injuries  and  their  repair  or  re- 
construction.7 
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Epidemiology.  One  million 

new  (primary)  genital  HSV  in- 
fections occur  per  year.  A pool 
of  ~30  million  genitally  HSV-infected  patients 
exists  in  the  U.S.  The  rate  of  reported  cases  is 
higher  in  women.  HSV-2  is  reported  approxi- 
mately in  equal  rates  to  HSV-1  for  primary  infec- 
tions but  HSV-2  > HSV-1  for  reactivation  genital 
disease.  Seropositivity  is  socioeconomically  strati- 
fied with  10-20%  rates  in  higher  socioeconomic 
groups.  The  rate  is  -50%  = lower  socioeconomic 
groups. 

GENERAL.  Neonatal  HSV  infection,  which 
appears  to  be  increasing  in  frequency,  presents 
multiple  dilemmas  for  the  primary  care  clinician. 
Social  issues,  sometimes  unpleasant,  may  sur- 
face for  the  family  because  HSV  affecting  infants 
may  have  been  originally  sexually  transmitted  to 
the  mother  before  transmission  from  her  to  the 
infant.  HSV  disease  in  the  newborn  can  be 
devastating  and  because  of  its  potential  for  lethal 
disseminated  infection  or  brain  injury,  must  be 
diagnosed  quickly  and  treated  aggressively.  In 
immunocompetent  non-neonatal  hosts,  visible 
disease  is  normally  limited  to  vesicular  lesions  at 
mucocutaneous  sites. 

CLASSIFICATION  OF  NEONATAL 
HSV  DISEASE 

Disseminated  Disease 

• Liver,  lung,  CNS,  blood  involved. 

• Worst  mortality. 

• Decreasing  in  incidence. 

CNS  only 

• encephalitis  and/or  meningitis. 

•Increasing  slightly  in  incidence. 

• Recurrences  lead  to  notable  sequalae. 
Skin-Eye-Mucous  Membrane  (SEM) 

• Increasing  dramatically  in  incidence. 

• Most  amenable  to  Rx 
• Most  recurrences  of  this  type. 

HSV  is  not  normally  capable  of  producing  vire- 
mia  in  immunocompetent  non-neonatal  hosts. 
Thus  most  patients  spontaneously  resolve  the 
acute  infection  without  medical  intervention, 
suffering  only  occasional  mucocutaneous  recur- 
rences during  times  of  stress  of  immune  suppres- 
sion. What  makes  HSV  infection  in  early  life  so 
different  from  infection  later  in  life?  To  under- 


stand this,  it  is  first  important  to  understand  the 
virus'  life  cycle  in  the  immunocompetent  non- 
neonatal  host. 

The  virus'  properties  and  the  mechanism  of 
lesion  production  explain  much  about  HSV  dis- 
ease. The  first  important  property  is  its  lipid 
envelope,  which  must  fuse  with  a host  cell  mem- 
brane for  infection  to  occur.  This  process  can 
require  up  to  an  hour,  allowing  intervention  to 
prevent  infection  even  after  direct  contact  with 
infectious  viral  particles  (virions).  HSV  does  not 
survive  well  outside  the  host.  It  is  rendered  non- 
infectious  by  factors  that  damage  its  fragile  enve- 
lope, e.g.  drying,  soap,  alcohol,  common  disin- 
fectants and  extremes  of  temperature. 

The  second  important  property  is  its  affinity 
(tropism)  for  neural  tissue.  HSV  is  usually  ac- 
quired by  direct  contact  with  fresh  secretions 
that  contain  infectious  virions,  which  are  not 
subsequently  injured  by  the  patient's  interven- 
tions such  as  washing  the  exposed  area  with  soap 
and  water  before  membrane  fusion  with  a host 
cell  can  take  place.  For  infection  to  occur,  the 
virion  must  find  a non-cornified  cell  by  which  to 
penetrate  the  skin  or  mucous  membrane  barrier. 
After  membrane  fusion  and  injection  of  the  capsid 
containing  viral  DNA  into  the  host  cell  cyto- 
plasm, the  capsid  then  may  undergo  limited  local 
replication,  but  no  disease  is  noted.  For  disease 
to  develop,  a capsid  must  enter  the  distal  end  of 
sensory  nerve  fiber.  The  capsid  uses  the  nerve  as 
a highway  to  a dorsal  root  ganglion  near  the 
spinal  column  or  the  trigeminal  ganglion.  There  it 
infects  a ganglion  cell  and  replicates  again.  After 
this  new  replication  (one  capsid  can  produce  a 
million  progeny),  some  daughter  capsids  and 
virions  infect  nearby  cells  amplifying  the  number 
of  infectious  particles. 

The  third  important  property  is  its  ability  to 
produce  latent  infection  in  neural  tissue,  this 
occurs  when  some  newly  infected  cells  do  not 
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allow  complete  replication.  These  cells  are  the 
sites  of  latency  from  which  later  reactivation 
infections  develop. 

The  fourth  important  property  is  that  HSV 
must  complete  a neural  arc  to  produce  mucocu- 
taneous disease.  In  the  ganglionic  cells  that  allow 

SOURCES  OF  INFANT  HSV  INFECTION 
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In  Utero  Intra  Psnum  PostPartum 


complete  replication,  virions  are  released  to 
travel  back  down  the  mixed  motor/sensory  neu- 
ral pathways  to  the  mucocutaneous  distribution 
supplied  by  the  infected  ganglion.  There  the  virus 
buds  from  the  distal  end  of  neuronal  process  and 
replicates  further  in  skin  cells.  We  recognize 
these  sites  as  the  skin  or  mucous  membrane 
lesions,  forming  approximately  3 days  after  the 
initial  (also  known  as  the  primary)  infection  of  the 
host.  At  these  sites,  the  cell  damage  from  addi- 
tional HSV  replication  produces  vesicles  that 
contain  millions  of  infectious  particles,  later  evolv- 
ing into  shallow  ulcers  that  crust.  This  process  of 
ascending  to  the  ganglion,  replicating  there  and 
returning  to  the  mucocutaneous  site  to  produce 
lesions  is  the  reason  for  the  3 day  incubation 
period  for  HSV. 

The  normal  or  mature  immune  system  re- 
sponds within  hours  to  the  HSV  infection,  mobi- 
lizing first  line  defenses.  For  example,  natural 

TIME  HSV  IN  BIRTH  CANAL 
HSV  Genital  Shedding 

Log  10  Virion  j 


Day  of  Infection 
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killer  cells  (NK)  lyse  HSV  infected  cells  and 
interferon  prevents  replication  of  HSV  in  already 
infected  cells  as  well  as  inducing  an  antiviral  state 
in  noninfected  cells.  By  5-7  days  antibody  begins 
to  form.  Antibody  is  thought  to  limit  dissemina- 
tion of  HSV  throughout  the  body  as  the  NK  and 
interferon  responses  begin  to  wane.  By  two 
weeks  the  beginning  of  T-cell  memory  can  be 
detected.  The  latter  is  thought  to  be  responsible 
for  keeping  the  latent  HSV  in  a dormant  state.  The 
immune  system  does  not  appear  capable  of 
eliminating  the  latent  HSV  from  the  ganglia  where 
it  resides  in  a latent  state  for  the  life  of  the  host, 
only  to  recur  and  produce  usually  limited  cutane- 
ous recurrences  in  10-29%  of  normal  infected 
individuals.  Almost  every  latently  infected  HSV 
seropositive  person  undergoing  severe  immuno- 
suppression will  have  a recurrence.  This  why 
acyclovir  prophylaxis  is  used  in  transplant  recipi- 
ents. 

THE  ALTERED  NEONATAL  HOST.  Unfortu- 
nately the  neonate  is  relatively  immunosup- 
pressed,  having  just  been  in  an  immunosuppres- 
sive environment  (in  utero),  where  too  active  an 
infant  immune  system  could  lead  to  graft-vs-host 
disease.  The  previously  important  suppressive 
factors  decrease  NK  activity  and  reduce  inter- 
feron production  in  the  infant.  Thus  the  infant  has 
very  limited  first  line  defenses  against  HSV  repli- 
cation. Infants  must  rely  on  evolving  immune 
memory  (2-4  weeks  for  this  to  occur)  to  restrict 
HSV  to  its  usual  site  of  latency  (the  dorsal  root 
ganglia).  Passively  acquired  maternal  antibody  to 
HSV  supplies  limited  protection,  if  the  mother  is 
HSV  seropositive.  However,  if  maternal  infection 
occurs  at  a time  too  close  to  delivery  (within  10 
days),  maternal  HSV-specific  antibody  fails  to 
develop  in  sufficient  quantity  to  cross  the  placen- 
tal barrier  and  protect  the  infant  from  maternal 
HSV  in  the  birth  canal.  In  addition,  most  maternal 
antibody  crosses  in  the  last  month  of  gestation, 
adding  increased  vulnerability  to  premature  in- 
fants, who  receive  reduced  endowments  of  ma- 
ternal antibody  even  if  mother  herself  has  time  to 
respond  before  delivery.  These  factors  explain 
why  primary  (initial)  infection  near  delivery  pro- 
duces the  highest  rate  of  vertical  transmission 
and  usually  the  most  severe  disease  in  the  neo- 
nate. In  contrast,  neonatal  HSV  disease  from 
maternal  recurrent  lesions  is  usually  less  severe 
and  transmission  rates  are  lower  because  of 
lesser  virus  in  the  maternal  vagina  and  passive 
protection  via  maternal  transplacental  antibody. 

If  HSV  enters  the  infant  via  skin  or  mucous 
membrane,  it  can  escape  from  its  normal  neural 
pathways  to  enter  the  bloodstream  (viremia)  and 
thereby  other  organs  (disseminated  disease) 
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because  the  first  line  of  defense  is  so  limited. 
Infants  also  are  at  increased  risk  of  dissemination 
within  the  nervous  system  up  the  spinal  cord  to 
brain  (meningitis  and/or  encephalitis).  In  addi- 
tion a pheumonia  can  develop  because  some 
infants  aspirate  HSV  from  birth  canal  secretions 
directly  into  the  lungs,  providing  another  easy 
access  to  the  vascular  compartment. 

INCIDENCE  OF  DIFFERENT 
NEONATAL  HSV  SYNDROMES 


so  y% 


Up  To  1980  After  1 980 
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NEONATAL  HSV  DISEASE  CLASSIFICATION. 
As  a result,  neonatal  HSV  infection  is  often 
devastating  if  not  fatal  to  the  infant.  Perinatally 
acquired  HSV  can  present  in  three  basic  forms: 
1 ) Disseminated,  with  HSV  found  throughout  the 
infant's  organs  and  in  the  bloodstream,  2)  CNS, 
with  no  HSV  to  be  found  outside  the  nervous 
system,  or  3)  SEM  (skin,  eye,  mouth),  i.e.  local- 
ized to  mucocutaneous  structures.  Disseminated 
disease  can  include  multiple  organs  (lung,  liver, 
adrenals,  etc.)  with  or  without  SEM  or  neural 
system  involvement.  While  isolated  SEM  disease 
is  rarely  fatal,  70%  of  babies  presenting  with  SEM 
progress  to  either  encephalitis  or  disseminated 
disease.14  Isolated  CNS  disease  also  occurs.  The 
mortalities  for  untreated  disseminated  and  CNS 
disease  are  >80%  and  >50%  respectively.  Initial 
data  suggested  that  about  75%  of  neonatal  HSV 
involved  disseminated  or  CNS  disease.  How- 
ever, during  the  last  ten  years,  disseminated 
disease  has  decreased  from  50%  to  23%,  SEM 
disease  has  increased  from  18%  to  43%,  and 
CNS  disease  at  30%  has  been  unchanged.  Skin 
vesicles  concurrent  to  CNS  and/or  disseminated 
HSV  infection  have  also  become  less  frequent.15 

ACQUISITION  and  CLINICAL  DISEASE.  Neo- 
natal HSV  occurs  in  1:2000  births  (1500-2000 
cases/yr  in  the  U.S.).  Perinatal  HSV  is  increasingly 
observed  in  "low  risk"  patients.  Rarely  is  it  symp- 
tomatic in  the  first  week  of  life.  It  is  treatable  but 
almost  always  recurs  in  infants.  If  untreated  in  the 
neonate,  this  is  a formula  for  disaster. 


Although  most  (-85%)  neonatal  HSV  is  due  to 
HSV-2,  outcome  is  often  severe  from  HSV-1  or 
HSV-2.  Congenital  HSV  infection  is  rare  (<1%of 
infections).  Neonatal  HSV  is  usually  acquired  at 
delivery,  but  postnatal  acquisition  may  occur  by 
direct  exposure  to  maternal  lesions,  to  family 
members,  nursery  personnel  or  other  infected 
babies.  In  perinatally  acquired  HSV,  60-80%  of 
mothers  have  no  evidence  of  genital  herpes  at 
delivery  or  previously.16  The  highest  risk  of  trans- 
mission (45%)  occurs  after  maternal  PRIMARY 
infection  in  the  week  before  delivery.  Much 
lower  transmission  risk  (<3%)  has  been  noted 
after  reactivation  of  maternal  infection.  Cutane- 
ous trauma  or  scalp  electrodes  appear  to  in- 
crease the  risk  of  transmission. 

Signs  of  neonatal  HSV  usually  first  appear  1 
and  2 weeks  after  birth,  but  can  be  present  at 
birth  or  delayed  up  to  1 month  of  age.  Signs  may 
include  skin  vesicles,  mouth  ulcers,  chorioretinitis, 
keratoconjunctivitis,  a sepsis-like  picture, 
pneumonitis,  hepatitis,  temperature  instability,  or 
signs  of  meningoencephalitis  (bulgingfontanelle, 
seizures,  flaccidity,  spasticity,  opisthotonus  or 
coma).  In  the  rare  form  of  congenital  HSV, 
additional  findings  may  include  low  birth  weight, 
small  size  for  gestational  age,  diffuse  brian  dam- 
age, microcephaly,  intracranial  calcification, 
microphthalmia,  cataracts  or  retinal  dysplasia. 

APPROACH  TO  SUSPECTED  MATERNAL 
HSV.  Rapid  HSV  tests  have  not  been  standardized 
or  are  insufficiently  sensitive  for  use  on  vaginal/ 
cervical  specimens  unless  a specific  lesion  can  be 
scraped  for  immunofluorescent  evaluation.  Di- 
rect fluorescent  testing  of  scrapings  from  lesions 
can  define  HSV  in  the  birth  canal  with  results 
usually  available  in  3-4  hours.  A positive  culture 
of  vaginal  secretions  within  1 week  of  or  at 
delivery  is  also  useful  in  decisions  regarding  C- 
section.  However,  results  of  maternal  vaginal 
culture  may  be  unavailable  for  3-7  days.  Addi- 
tionally, up  to  50%of  women  shed  HSV  vaginally 
with  no  visible  lesions,  so  that  it  can  be  difficult  to 
decide  which  mothers  need  to  be  cultured. 
Polymerase  chain  reaction  (PCR)  evaluation  of 
vaginal  secretions  for  DNA  of  HSV  is  a relatively 
new  molecular  test  that  is  more  useful  in  evaluat- 
ing CSF  of  the  infected  infant  than  the  mother's 
secretions,  results  usually  becoming  available  in 
2-5  days. 

Cesarean  section  is  recommended  when 
maternal  genital,  cervical  or  vaginal  cultures  are 
positive,  or  if  lesions  suggestive  of  or  confirmed 
to  be  HSV  are  noted.  But  to  be  effective  the 
membranes  must  be  intatct  or  have  been  rup- 
tured for  <4h.  If  the  membranes  have  been 
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ruptured  >1 2h,  C-section  probably  is  not  helpful 
and  is  not  required.  With  ruptured  membranes 
between  4-1 2h,  the  benefit  of  C-section  is  un- 
clear. Transmission  has  even  occurred  despite  C- 
section  @ <6h  ruptured  membranes.  Whitley  et  al 
JID  158:109,  1988.  Treating  mother  with  IV 
acyclovir  intrapartum  may  be  reasonable  but  its 
utility  is  also  unclear. 

PRESENTATIONS  OF  NEONATAL  HSV.  There 
are  two  presentations  with  neonatal  HSV  infec- 
tion, a fulminant  early  onset  in  the  first  3-5  days 
of  life  or  a later  onset  with  either  visible  lesions  or 
signs  of  CNS  or  disseminated  infection.  Dissemi- 
nated infection  is  not  as  frequent  in  reccurent 
neonatal  disease  that  occurs  out  of  the  newborn 
period  (>3  months  old). 

APPROACH  TO  NEWBORN  WITH  SUS- 
PECTED HSV.  Because  the  transmission  risk  to 
the  infant  is  much  lower  (<3%)  with  recurrent 
than  with  primary  (-45%)  maternal  genital  HSV 
disease,  and  the  severity  of  disease  is  also  usually 
less,  infants  born  vaginally  to  mothers  with  geni- 
tal disease  known  to  be  recurrent  are  approached 
differently  than  those  whose  mothers  have  geni- 
tal disease  that  is  primary  or  insufficient  data 
preclude  definition  of  primary  versus  recurrent. 
For  infants  born  with  exposure  to  undefined  or 
primary  maternal  disease,  an  aggressive  approach 
is  needed.  Cultures  from  infantvesicles  (if  present), 
a mucous  membrane  site  (eye,  nose,  or  mouth), 
blood,  and  CSF  should  be  obtained,  followed 
promptly  by  initiation  of  acyclovir  therapy  at  1 0 
mg/kg/dose  q8  hours.  Therapy  is  usually  contin- 
ued at  least  1 w'eek  even  if  the  evaluation  is 
completely  negative.  Twenty-one  days  is  rec- 
ommended for  confirmed  HSV  neonatal  infec- 
tion (Table  1 ). 

Newborns  with  symptoms  or  lesions,  but  born 
to  mothers  with  recurrent  HSV  disease,  are 
handled  the  same  as  those  exposed  to  primary 
maternal  HSV.  In  contrast,  asymptomatic  new- 
borns exposed  to  recurrent  maternal  HSV  dis- 
ease require  only  careful  observation  without 
acyclovir  therapy  while  awaiting  surface  cul- 
tures. 


NEONATAL  HSV  MANAGEMENT 
Maternal  Primary 

Culture  & Test  Infant 

— CSF  (PCR  also) 

— Blood 

— Skin/Mucous  membranes. 

— Test  liver  functions 
1—  CXR 


ACV  lOAg/dose 

— ? DC  if  al  neg  @7d 

— 21  d Rx  if  any  + 

If  Infant  has  CNS  Sx 
or  proves  infected, 
CNS  imaging  until  lyo 
and 

close  neuro  follow-up 


OTHER  INITIAL  NEWBORN  LABORATORY 
EVALUATION.  All  neonates  with  suspected  HSV 
disease  should  be  tested  for  hepatitis,  because 
the  liver  is  a target  organ  with  disseminated  HSV 
disease.  The  lung  and  eye  are  other  sites  of 
potential  spread,  usually  requiring  a chest  X-ray 
and  ophthalmology  consultation. 


MANAGING  NEONATAL  HSV  EXPOSURE 


MATERNAL  RECURRENCE 


Mother  with  Lesions 
or  Positive  Culture 

Observe 

Culture 

Blood,  CSF,  Eye 
Skin/Mucous  membrane 
Test  for  LFT’s 
Antiviral  Treatment 
Optional. 


No  maternal  Lesions 
or  Negative  Culture 

Observe  for  Infant  Sx 
If  no  Sx,  No  Workup  or  RX 
If  Sx,  Same  Appraoch 
as  if  maternal  primary 


CNS  injury  can  be  present  without  any  overt 
neurological  signs.  A lumbar  puncture  should  be 
performed  on  all  infants  with  suspected  neonatal 
HSV.  Anticipated  CSF  findings  suggestive  of  HSV 
disease  include:  1.  Pleocytosis  (50-800  WBC) 
with  a mononuclear  cell  predominance.  2. 
Proteinosis  (500-1000  mg/dL).  3.  Possible  ex- 
cess of  RBC's  despite  "clean"  lumbar  puncture. 
Further  CNS  evaluation  in  the  first  days  of  evalu- 
ation should  be  undertaken  particularly  in  those 
with  CNS  symptoms,  CSF  findings,  or  where  PCR 
or  cultures  reveal  HSV  to  be  present  in  the  infant. 

EEC's  are  abnormal  and  localizing  to  the  tem- 
poral area  in  -50%  of  HSV  infected  infants  with 
CNS  disease.  Similarly  localizing  findings  are 
often  noted  in  the  first  days  of  illness  by  CT  scan 
and  even  more  frequently  by  the  second  to  third 
week  of  illness  (-65%).  MRI  appears  even  more 
sensitive  than  other  imaging  methods  but  may  be 
negative  early  but  is  abnormal  in  -80%  of  pa- 
tients with  CNS  involvement.  A combination  of 
EEC  and  MRI  are  now  recommended  by  most 
experts  - -90%  will  localize  using  both.  PCR  of 
CSF  for  HSV  is  >98%  specific  and  85-95%  sensi- 
tive (culture  of  CSF  <7%  positive  with  confirmed 
CNS  disease).  A negative  PCR  is  not  sufficient  to 
rule  out  HSV  in  the  CNS.  The  percent  that  remain 
positive  by  PCR  declines  with  each  day  of  effec- 
tive therapy. 

LATER  ONSET  HSV  DISEASE.  Later  onset 
infants  are  generally  suspected  fo  having  HSV 
because  of  skin,  eye  or  mouth  lesions  or  because 
of  CNS  abnormalities  (focal  seizures,  focal  CNS 
sign  and  feaver).  These  need  full  evaluations 
including:  1.  Culture  of  CSF,  blood,  and  any 
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visible  lesions.  2.  Direct  fluorescent  testing  of 
scraping  from  the  base  of  any  visible  lesions.  3. 
Liver  function  testing.  4.  Eye  examination.  5.  PCR 
of  CSF.  CNS  evaluation  by  EEC  and  MRI.  Neuro- 
logic consultation  can  be  very  helpful  in  interpret- 
ing these  latter  results.  Prompt  initiation  of 
acyclovir  is  also  curcial  in  reducing  the  chance  of 
sequelae,  Table  I. 

TABLE  1 

TREATMENT  RECOMMENDATION 
FOR  HERPES  SIMPLEX  INFECTION 
Disease  Dose  Route  Frequency  Duration 

Neonatal  Herpes  Acyclovir  (ACV) 

Term  Infant  10/mg/kg  IV  every  8h  1 0-2 1 d# 

Preterm  Infant  10/mg/kg  IV  every  8-1 2h  10-2 Id# 

PROGNOSIS.  Mortality  is  <5%  with  SEM  dis- 
ease, 15%  with  CNS  alone  disease  and  up  to 
65%  with  disseminated  disease  even  with  ad- 
equate IV  acyclovir  therapy.  Notable  sequelae 
occur  in  up  to  50%  of  CNS  infected  infants.  It  is 
usual  for  infants  acuiring  HSV  to  recur  within  1 
month  of  stopping  acyclovir  therapy.  Many  in- 
fants relapse  as  early  as  5 days  after  stopping 
acyclovir.  The  risk  of  CNS  sequelae  rises  with 
delay  in  initial  therapy  and  with  each  recurrence. 
Most  experts  recommend  retreatment  with  IV 
acyclovir  with  recurrences  at  less  than  3 months 
of  age.  After  3 months,  some  would  evaluate  the 
CSF  and  treat  intravenously  with  acyclovir  only  if 
the  infant  had  systemic  signs  (fever,  vomiting, 
lethargy,  seizure)  or  an  abnormal  CSF.  After  one 
year  of  age  most  recurrences  are  treated  with 
oral  acyclovir  20  mg/kg/dose  5 x/d  until  the 
work-up  finished  unless  systemic  signs  occur. 


PATTERNS  OF  DISEASE  AND  OUTCOME 


Disseminated 

CNS 

SEM 

Onset 

1 2d 

18d 

1 2d 

Skin  Lesions 

77% 

60% 

86% 

Brian  Involved 

65% 

100% 

0% 

Pneumonia 

48% 

0% 

0% 

Mortality 

65% 

15% 

0% 

NML  Neuro  Outcome 

62% 

45% 

93% 

SUMMARY.  Prevention  remains  the  best  form 
of  "treatment"  of  neonatal  HSV  infection.  Prompt 
work-up  and  initiation  of  anitiviral  therapy  pro- 
vide the  best  outcome  once  infection  has  oc- 
curred. It  is  critical  that  practitioners  be  aware  of 
the  urgency  of  initiation  of  therapy  as  well  as  the 
signs/symptoms  of  maternal  and  neonatal  HSV 
infection. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  In  the  June  1995  Nebraska  Medical  Jour- 
nal "Ask  A Lawyer"  column,  the  position 
of  the  American  Medical  Association  with 
respect  to  physician's  ownership  of  medi- 
cal records  was  stated  and  that  "On  re- 
quest of  the  patient  a physician  shall  pro- 
vide a copy  or  summary  of  the  record  to 
the  patient  . . It  was  also  mentioned 
that  several  states  have  enacted  statutes 
in  this  regard.  Has  Nebraska  enacted  such 
a statute  and,  if  not,  what  is  the  law  in 
Nebraska? 

Nebraska  has  not  passed  such  a statute, 
although  one  has  been  introduced  and  dis- 
cussed in  the  Legislature  and  may  well  be  on 
the  agenda  in  1996.  Absent  a statute,  "com- 
mon law"  as  decided  by  the  courts  is  usually 
followed.  The  Nebraska  Supreme  Court  has 
not  decided  this  issue,  although  a United  States 
District  Court  decision  in  Nebraska  recognizes 
the  patient's  proprietary  interest  in  his  or  her 
own  record  and  a right  to  inspect  that  record. 
In  other  states  the  trend  has  been  toward 
greater  accessibility  and  granting  the  patient 
the  right  to  examine  and  copy  his/her  medical 
record. 

2.  What  about  providing  just  a "summary" 
of  the  records  to  the  patient? 

Again,  there  is  no  specific  statute  or  case 
on  this  in  Nebraska,  although  the  American 
Medical  Association  recognizes  summaries  as 
noted  in  the  July  Nebraska  Medical  Journal. 
Absent  passage  of  a statute  in  Nebraska  or  a 
case  by  the  Nebraska  Supreme  Court  directly 
on  point,  a physician  who  provides  summaries 
only  might  be  involved  in  a litigated  case  in 


which  he  or  she  might  or  might  not  be  sus- 
tained in  that  position.  If  the  case  is  a profes- 
sional liability  case,  the  patient  will  be  able  to 
subpoena  his/her  complete  records. 

In  summary,  even  though  the  record  is  the 
property  of  the  physician,  if  requested  by  the 
patient,  the  physician  may  as  well  provide  the 
record  since  if  the  patient  files  a lawsuit,  there 
is  sufficient  common  law  that  suggests  the 
court  will  order  a copy  of  the  record  released 
to  the  patient.  The  physician  should  retain  the 
original  record. 

3.  Are  there  any  exceptions  to  releasing 

records  to  patients? 

Cases  and  statutes  involving  patient  rights 
to  inspect  or  receive  copies  of  medical  records 
usually  have  an  exception  when  in  the  judg- 
ment of  the  patient's  physician,  the  physician 
certifies  that  the  records  should  not  be  re- 
leased in  the  best  interests  of  the  patient's 
health.  Release  is  not  then  required.  As  the 
American  Medical  Association  recognizes,  this 
most  often  occurs  with  respect  to  mental  health 
records. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  Jr.  of  Cline  Williams  Law  Firm.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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ALLIANCE 


"SAVE" 


CARMEN  KLEAGER 

President,  NMAA 


Hopefully,  during  the  month  of  October, 
you  will  become  acquainted  with  "SAVE." 
"SAVE"  is  the  acronym  for  "Stop  America's 
Violence  Everywhere"  and  is  the  health 
project  being  addressed  by  the  Alliance  at 
the  national,  state,  and  local  level. 

October  is  domestic  violence  awareness 
month,  and  October  11th  will  be  the  first 
annual  "SAVE  DAY." 

The  American  Medical  Association  Alli- 
ance has  asked  that  we  focus  on  the  prob- 
lem of  domestic  violence  which  is  not  only 
a serious  social  concern  for  our  country,  but 
also  a major  health  problem.  Physicians  and 
their  staff,  by  virtue  of  their  patient  contact, 
are  often  the  first  persons  or  place  of  en- 
counter for  the  abused  victim.  Often  she 
presents  to  her  physician  before  she  seeks 
help  from  another  source,  and  it  is  the  phy- 
sician and  his/her  staff  that  can  play  a very 
important  role  in  referring  her  to  local  re- 
sources for  assistance.  It  is  important  to 
know,  however,  that  she  will  usually  not 
disclose  information  about  an  abusive  situa- 
tion unless  she  is  asked.  It  is  also  very  com- 
mon for  her  to  deny  the  problem  and  refuse 
help.  The  abused  victim  has  an  average  of 
seven  offers  of  assistance  before  she  seeks 
help. 


Dr.  Robert  McAfee,  past  president  of  the 
AMA,  is  encouraging  physicians  to  address 
this  most  serious  problem  and  to  become 
aware  of  your  local  resources  to  which  a 
victim  can  be  referred.  The  Alliance  and  the 
NMA  are  currently  working  together  at  the 
state  level  on  several  projects  that  will  in- 
crease awareness  and  provide  educational 
materials  to  address  the  issue  of  domestic 
abuse  in  our  state.  We  have  also  become 
partners  with  the  Nebraska  Domestic  Vio- 
lence Sexual  Assault  Coalition  and  have  sev- 
eral projects  outlined  for  the  coming  year. 
Also,  many  of  our  county/local  Alliances  will 
be  contacting  physicians  during  the  month 
of  October  to  highlight  the  "SAVE"  projects 
and  to  offer  their  support  in  identifying  local 
resources.  They  will  also  be  delivering  edu- 
cational materials  to  you  and  your  staff. 

Specific  projects  planned  for  "SAVE  DAY" 
include  the  sponsoring  of  1 5 billboards  state- 
wide which  will  promote  awareness  of  do- 
mestic abuse,  the  distribution  of  10,000 
"SAVE"  stickers,  the  signing  of  a proclama- 
tion addressing  domestic  violence  by  Gov- 
ernor Ben  Nelson,  and  the  delivery  of  educa- 
tional materials  to  physicians  offices. 

The  Alliance  appreciates  your  support  and 
concern  regarding  this  most  important  health 
problem. 


October  1995 


Nebraska  Medical  Journal  317 


NEW  MEMBERS 


BRENT  E.  ADAMSON,  M.D. 

Dr.  Adamson  was  born  in  Bakersfield,  California 
and  attended  Pomona  College.  He  is  a 1980  gradu- 
ate of  the  University  of  California  at  Irvine  and  took 
his  internship  and  residency  at  the  University  of 
Wisconsin,  Madison.  Dr.  Adamson  practices 
orthopaedic  surgery  in  Kearney.  His  office  address 
is  3500  Central  Avenue,  Kearney,  NE  68847. 

DAVID  E.  CANTRAL,  M.D. 

Dr.  Cantral  was  born  in  North  Platte  and  at- 
tended Creighton  University.  He  is  a 1 987  graduate 
of  the  University  of  Nebraska  College  of  Medicine 
and  took  his  internship  and  residency  at  the  Univer- 
sity of  Nebraska.  Dr.  Cantral  practices  internal 
medicine  in  Kearney.  His  office  address  is  Box  550, 
3320  Avenue  A,  Kearney,  NE  68848-0550. 

PRISCILLA  M.  CORREA,  M.D. 

Dr.  Correa  was  born  in  New  Orleans,  Louisiana 
and  attended  Nuestra  Senora  de  La  Gracia 
Universidad  Catolica  de  Guayaquil  in  Ecuador  where 
she  received  both  her  bachelor's  degree  and  medi- 
cal degree.  Dr.  Correa  took  a residency  at  Miami 
Children's  Hospital  and  Broward  General  and  resi- 
dencies at  Baptist  Hospital  in  Miami,  Florida  and 
Creighton  University.  She  is  a family  practitioner  in 
Omaha.  Her  office  address  is  4204  S.  50th  St., 
Omaha,  NE  68117. 

KATHI  J.  CURRY,  M.D. 

Dr.  Curry  was  born  in  Dover,  Delaware  and 
attended  Creighton  University.  She  is  a 1988  gradu- 
ate of  Creighton  University  School  of  Medicine  and 
took  an  internship  and  residency  in  psychiatry  at 
Creighton.  Dr.  Curry  practices  child  and  adolescent 
psychiatry  in  Omaha.  Her  office  address  is  11605 
Arbor  St.,  #102,  Omaha,  NE  68144. 

EDWARD  P.  DROBNY,  M.D. 

Dr.  Drobny  was  born  in  Syracuse,  New  York  and 
attended  Texas  Lutheran  College.  He  was  a 1991 
graduate  of  Creighton  University  School  of  Medi- 
cine and  took  anesthesiology  and  pediatric  intern- 
ships at  the  University  of  Nebraska  Medical  Center. 
Dr.  Drobny  practices  anesthesiology  in  Omaha.  His 
office  address  is  2823  N.  81st  St.,  Omaha,  NE 
68134. 

DARRYL  W.  ECKES,  M.D. 

Dr.  Eckes  attended  the  University  of  Arizona  and 
was  a 1990  graduate  of  the  University  of  Arizona 
College  of  Medicine.  He  took  an  internship  at  the 
University  of  Utah  and  a residency  with  the  Univer- 
sity of  Utah  Department  of  Surgery.  Dr.  Eckes 
practices  general,  vascular,  thoracic  and  laparoscopic 
surgery  in  Scottsbluff.  His  office  address  is  Two  W. 
42nd  St.,  #2100,  Scottsbluff,  NE  69361. 


MARK  G.  GRIFFIN,  M.D. 

Dr.  Griffin  was  born  in  Sedalia,  Missouri  and 
attended  the  University  of  Missouri.  He  is  a 1988 
graduate  of  the  University  of  Missouri  Medical 
School  and  took  his  internship  and  residency  at  the 
University  of  Colorado  Health  Sciences.  Dr.  Griffin 
practices  internal  medicine  in  Lincoln.  His  office 
address  is  1 500  S.  48th  St.,  #712,  Lincoln,  NE  68506. 

NORMAN  L.  GROSBACH,  M.D. 

Dr.  Grosbach  is  a 1983  graduate  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  and  is  a family 
practioner  in  Omaha.  His  office  address  is  14625 
California  St.,  Omaha,  NE  68154. 

JAMES  L.  HARPER,  M.D. 

Dr.  Harper  was  born  in  Omaha  and  attended  the 
University  of  Nebraska  in  Lincoln.  He  is  a 1985 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  his  pediatric  residency  at  the 
University  of  New  Mexico  and  a fellowship  in 
pediatric  hematology/oncology  at  the  University  of 
Florida.  Dr.  Harper  is  practicing  pediatric  hematol- 
ogy in  Omaha.  His  office  address  is  P.O.  Box 
982168,  Omaha,  NE  68198-2168. 

J.  MATTHEW  HASLAM,  M.D. 

Dr.  Haslam  was  born  in  Fremont  and  attended 
the  University  of  Nebraska  Lincoln.  He  is  a 1981 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  his  residency  in  family  practice 
at  the  University  of  Nebraska  College  of  Medicine. 
Dr.  Haslam  is  a family  practitioner  in  Gering.  His 
office  address  is  1275  Sage,  Gering,  NE  69341. 

LEONEL  H.  HERRERA,  M.D. 

Dr.  Herrera  was  born  in  San  Antonio,  Texas  and 
attended  St.  Louis  University.  He  is  a 1985  graduate 
of  the  University  of  Nebraska  College  of  Medicine 
andtookan  internal  medicine  residency  atCreighton 
University  and  a neurology  residency  program 
through  the  joint  UNMC/Creighton  program.  Dr. 
Herrera  is  practicing  neurology  in  Omaha.  His 
office  address  is  1 1 930  Arbor  St.,  #200,  Omaha,  NE 
68114-2938. 

MICHAEL  E.  HOGUE,  M.D. 

Dr.  Hogue  was  born  in  Linton,  North  Dakota  and 
attended  the  University  of  North  Dakota.  He  is  a 
1982  graduate  of  the  University  of  North  Dakota 
School  of  Medicine  and  took  his  residency  and 
internship  at  the  Sioux  Valley  Hospital,  Sioux  Falls, 
South  Dakota.  Dr.  Hogue  is  a family  practitioner  in 
Omaha.  His  office  address  is  2734  N.  61st  St., 
Omaha,  NE  68104. 

KEITH  L.  KELLER,  M.D. 

Dr.  Keller  was  born  at  Edward's  A.F.B.  Kern 
County,  California  and  attended  the  University  of 
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Utah.  He  obtained  his  medical  education  at  Autono- 
mous University  of  Guadalajara,  Jalisco,  Mexico  as 
well  as  the  St.  Lucia  Health  Sciences  University 
Faculty  of  Medicine  in  St.  Lucia,  West  Indies  and 
graduated  in  1983.  He  took  his  residency  in  family 
practice  at  the  University  of  Nebraska  Medical 
Center  and  an  OB/GYN  residency  at  UNMC.  Dr. 
Keller  practice  obstetrics  and  gynecology  in  Omaha 
and  his  office  address  is  2808  South  80th  Avenue, 
#220,  Omaha,  NE  68124-3253. 

MICHAEL  J.  McNAMARA,  M.D. 

Dr.  McNamara  was  born  in  Omaha  and  at- 
tended Santa  Clara  University  in  San  Jose,  California 
and  Creighton  University.  He  obtained  his  medical 
education  at  Creighton  University  School  of  Medi- 
cine in  1989  and  took  an  internship  and  residency 
at  Georgetown  University  Medical  Center.  Dr. 
McNamara  is  a general  surgeon  in  Omaha  and  his 
office  address  is  771 0 Mercy  Rd.,  #305,  Omaha,  NE 
68124. 

NICKI  NAIR,  M.D. 

Dr.  Nair  was  born  in  Belgaum,  India  and  at- 
tended the  University  of  Bombay.  She  is  a 1970 
graduate  of  J.N.M.C.  in  Belgaum,  India.  She  took  an 
internal  medicine  residency  at  B.Y.L.  Nair  Hospital, 
Bombay,  India,  a rotating  internship  at  Fairview 
Hospital  in  Cleveland,  Ohio,  an  internal  medicine 
residency  at  Lutheran  Medical  Center  and  Metro- 
politan General  Hospital,  Cleveland,  Ohio  and  a 
fellowship  in  allergy  and  immunology  at  Creighton 
University  School  of  Medicine.  Dr.  Nair  is  an  aller- 
gist in  Omaha.  Her  office  address  is  555  No.  30th 
St.,  Omaha,  NE  68131. 

KATHLEEN  L.  NORTON,  M.D. 

Dr.  Norton  was  born  in  Olympia,  Washington 
and  attended  Stanford  University.  She  obtained  her 
medical  degree  in  1979  from  the  University  of 
Virginia  and  took  an  internship  at  the  University  of 
Oklahoma  Health  Sciences  and  a residency  at 
Michigan  State  University.  Dr.  Norton  practices 
obstetrics  and  gynecology  in  Omaha  and  her  office 
address  is  2723  S.  87th  St.,  Omaha,  NE  68124. 

LEWE  OKEREKE,  M.D. 

Dr.  Okereke  was  born  in  Nigeria  and  attended 
the  University  of  Nigeria.  He  is  a 1972  graduate  of 
the  University  of  Lagos  College  of  Medicine  in 
Lagos,  Nigeria  and  took  an  internship  and  residency 
in  surgery  at  Mount  Vernon  Hospital  in  Mount 
Vernon,  New  York  and  his  OB/GYN  residency  at  St. 
John  Hospital  in  Detroit,  Michigan.  Dr.  Okereke 
practices  OB/GYN  in  Bellevue.  His  office  address  is 
404  W.  Mission  Ave.,  Bellevue,  NE  68005. 

KENNETH  R.  PITZ,  M.D. 

Dr.  Pitz  was  born  in  Aurora,  Illinois  and  attended 
Creighton  University.  He  is  a 1978  graduate  of  the 
Creighton  University  School  of  Medicine.  He  took 
an  internship  at  Tripler  Army  Medical  Center  in 
Honolulu,  Hawaii,  an  orthopedic  preceptorship  at 


Irwin  Army  Hospital  in  Ft.  Riley,  Kansas,  and  ortho- 
pedic residency  at  William  Beaumont  Army  Medi- 
cal Center  in  El  Paso,  Texas.  Doctor  Pitz  is  an 
orthopaedic  surgeon  in  Fremont.  His  office  address 
is  1935  E.  Military  Ave.,  Fremont,  NE  68025. 

DeANN  PSOTA,  M.D. 

Dr.  Psota  was  born  in  Loup  City,  Nebraska  and 
attended  the  Medical  Institute  of  Minnesota  and  the 
University  of  Nebraska  at  Kearney.  She  is  a 1989 
graduate  of  the  University  of  Nebraska  College  of 
Medicine  and  took  her  residency  at  the  University 
of  Nebraska  Medical  Center.  Doctor  Psota  prac- 
tices pediatrics  in  Kearney.  Her  office  address  is  21 1 
W.  33rd,  Kearney,  NE  68848. 

DANIELA  SAMOIL,  M.D. 

Dr.  Samoil  was  born  in  Bucharest,  Romania  and 
attended  the  "Cantemir"  Lyceum  in  Bucharest.  She 
obtained  her  medical  education  at  the  Institute  of 
Medicine  and  Pharmacy  in  Bucharest.  She  took  an 
internal  medicine  internship  and  residency  at  Ohio 
State  University  Hospital  in  Columbus,  Ohio,  a 
cardiology  fellowship  at  the  Medical  College  of 
Ohio  in  Toledo,  Ohio,  and  an  electrophysiology 
fellowship  at  the  University  Hospitals  of  Cleveland. 
Dr.  Samoil  is  an  internist  in  Omaha  and  her  address 
is  P.O.  Box  982265,  Omaha,  NE  68198-2265. 

DAVID  SOKOLOWSKI,  M.D. 

Dr.  Sokolowski  was  born  in  Pueblo,  Colorado 
and  attended  Morningside  College  in  Sioux  City, 
Iowa.  He  is  a 1990  graduate  of  the  University  of 
Iowa  College  of  Medicine  and  took  his  internship 
and  residency  at  the  Siouxland  Medical  Education 
Foundation  in  Sioux  City,  Iowa.  Doctor  Sokolowski 
is  a family  practitioner  in  Kearney.  His  office  address 
is  21 1 W.  33rd  St.,  Kearney,  NE  68848. 

HEATHER  T.  SPONSEL,  M.D. 

Dr.  Sponsel  was  born  in  Denver,  Colorado  and 
attended  Regis  College  in  Denver.  She  is  a 1988 
graduate  of  the  University  of  Colorado  and  took  an 
internal  medicine  internship  at  the  University  of 
Nebraska  College  of  Medicine  and  a nephrology 
fellowship  at  the  University  of  Colorado.  Dr.  Sponsel 
is  a nephrologist  in  Omaha  and  her  office  address  is 
4242  Farnam  St.,  Omaha,  NE  68131. 

TIMOTHY  K.  TSE,  M.D. 

Dr.  Tse  was  born  in  Hong  Kong  and  attended 
Creighton  University  and  Northwestern  Oklahoma 
State  University.  He  is  a 1 989  graduate  of  Creighton 
University  School  of  Medicine  and  took  a psychiat- 
ric internship  at  Creighton  University,  a pathology 
internship  at  Orlando  Regional  Medical  Center  and 
a fellowship  in  psychiatry  at  Creighton/UNMC 
Department  of  Psychiatry.  Dr.  Tse  practices  psy- 
chiatry in  Omaha  and  his  office  address  is  602  S. 
45th  St.,  Omaha,  NE  68106. 

SCOTT  D.  WILT,  M.D. 

Dr.  Wilt  was  born  in  Omaha  and  attended  the 
University  of  Nebraska  Lincoln.  He  is  a 1 988  gradu- 
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ate  of  the  University'  of  Nebraska  College  of  Medi- 
cine and  took  his  pediatric  residency  at  Vanderbilt 
University  Medical  Center  in  Nashville,  Tennessee, 
took  an  anesthesiology  residency  at  the  University 
of  Maryland  Hospital  in  Baltimore,  Maryland,  and 
took  a pediatric  anesthesiology  fellowship  at 
Children's  Hospital  of  Philadelphia.  Dr.  Wilt  is  an 
anesthesiologist  in  Omaha  and  his  office  address  is 
2823  N.  81st  St.,  Omaha,  NE  68134. 


REINSTATED  MEMBERS 

MOHAMMAD  A.  AL-TURK,  M.D. 
16707  Q St. 

Omaha,  NE  68135-1258 

JEROME  FUHRMAN,  M.D. 

1275  Sage 
Gering,  NE  69341 


JO  WITTER,  M.D. 

Dr.  Witter  was  born  in  Columbus,  Nebraska  and 
attended  Creighton  University'  and  the  University  of 
Nebraska  at  Omaha.  She  is  a 1 991  graduate  of  the 
University'  of  Nebraska  Medical  Center  and  took 
her  internship  and  residency' with  the  Lincoln  Medi- 
cal Education  Foundation.  Dr.  Witter  is  a family 
practitioner  and  her  office  address  is  336  So.  9th  St., 
David  City',  NE  68632. 

JOHN  R.  WINDLE,  M.D. 

Dr.  Windle  was  born  in  Lincoln  and  attended  the 
University'  of  Nebraska  Lincoln.  He  is  a 1 979  gradu- 
ate of  the  University  of  Nebraska  College  of  Medi- 
cine and  took  a residency  in  internal  medicine  at 
UNMC  and  a cardiology  fellowship  at  Indiana  Uni- 
versity' School  of  Medicine.  Dr.  Windle  practices 
cardiology  in  Omaha.  His  office  address  is  600  S. 
42nd  St.,  Omaha,  NE  68198-2265. 

MARILOU  K.  WOODARD,  M.D. 

Dr.  Woodard  was  born  in  Baltimore,  Maryland 
and  attended  the  University  of  Colorado  and  Loretto 
Heights  College.  She  obtained  her  medical  educa- 
tion at  Creighton  University  School  of  Medicine  and 
graduated  in  1989.  Dr.  Woodard  took  an  internal 
medicine  internship  at  Creighton  University,  as  well 
as  a psychiatric  internship  and  a child  and  adoles- 
cent psychiatric  fellowship  at  Creighton.  Dr. 
Woodard  practices  child  and  adolescent  psychiatry 
in  Omaha  and  her  office  address  is  720  N.  87th  St., 
#203,  Omaha,  NE  68114. 


SUSAN  L.  GREENWALD,  M.D. 
211  W.  33rd 
Kearney,  NE  68847 

PATRICK  T.  HEFFRON,  M.D. 
1603  Prospect 
Norfolk,  NE  68701 

DAVID  C.  IMES,  M.D. 

1275  Sage 
Gering,  NE  69341 

ALAN  K.  JOHNSON,  M.D. 
1275  Sage 
Gering,  NE  69341 

LEONARD  M.  MOSS,  M.D. 
6801  N.  72nd  St.,  #8 
Omaha,  NE  68122 

GERALD  M.  PAUL,  M.D. 

2430  S.  73rd  St.,  #2090 
Omaha,  NE  68124 

ANTON  PISKAC,  M.D. 

10060  Regency  Circle 
Omaha,  NE  681 14 

BRYCE  SHOPP,  M.D. 

31 1 Jackson 
Seward,  NE  68434 


320  Nebraska  Medical  Journal  October  1995 


COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

NOVEMBER  3-4,  1995  — Day  With  The 
Perinatologist  - Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  1 8, 1 995  - Gastroenterology  Update 
- Marriott  Hotel,  Omaha,  NE. 

MARCH  2,  1996  — Annual  Colon  & Rectal  Dis- 
eases Program  - Marriott  Hotel,  Omaha,  NE. 

APRIL  26,  1996  — Infectious  Diseases  Sympo- 
sium - Boys  Town  Institute  Auditorium  - St. 
Joseph  Hospital. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26,  1996  — Family  Medicine  Update  - 
Okoboji,  Iowa. 

JULY  12-15,  1996  — American  Association  of 
Clinical  Anatomists  - Creighton  University, 
Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  6 01 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 

MAYO  FOUNDATION 

FRIDAY-SATURDAY,  OCTOBER  13-14  1995  — 
Update  on  Genetics  in  Clinical  Practice, 
Cornhusker  Hotel,  Lincoln,  Nebraska,  Target 
Audience:  Primary  Care  Physicians. 

OCTOBER  18-20,  1995  — 13th  Biennial  Great 
Lakes  Regional  Conference  - "Prevention  Strat- 
egies for  Cardiovascular  Diseases",  1 2 Cat- 
egory I Hours,  Mayo  Medical  Center,  Roches- 
ter, Minnesota.  Fee:  $125. 

JANUARY  8-12,  1996  — Bone  and  Soft  Tissue 
Tumors,  30.5  Category  I hours,  Fee:  $730. 
Mauna  Lani  Bay  Hotel,  Kohala  Coast,  Hawaii. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 

MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 

JUNE  25-29, 1 996 — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  co- 
operation with  Mayo  Clinic  and  the  Depart- 
ment of  Medicine,  Royal  College  of  Surgeons 
in  Ireland  Medical  School.  Program  Site:  Dublin, 
Ireland. 


AUGUST  8-1 0,  1 996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clini- 
cal Applications  of  Capillary  Electrophoresis. 
Program  Site:  Leighton  Auditorium,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Sympo- 
sium 1 996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399,  Fax : 507-284-0532. 

FEBRUARY  29-MARCH  2,  1996  — Mayo  Clinic 
State-of-the-Art  Symposium:  Arrhythmia  Man- 
agement, Silverado  Resort,  Napa  Valley,  Cali- 
fornia, 13  Category  1 hours,  Registration  Fee: 
$420. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20,  1997  — Fall  Session, 
Cornhusker  Hotel,  Lincoln  (tentative  date). 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

THURSDAY  EVENING,  OCTOBER  26,  1995  — 
Recommendations  and  Management  of  Risk 
Factors  for  Cardiovascular  Disease  and  Diabe- 
tes, Omaha  Marriott,  Omaha,  Nebraska,  Target 
Audience:  Primary  Care  Physicians.  Fee:  $20. 

FRIDAY,  DECEMBER  1,  1995  — Dose-Intensive 
Chemotherapy  Strategies:  From  the  Bench  to 
the  Clinic,  (In  conjunction  with  American  Soci- 
ety of  Hematologists,  Seattle,  Washington  Tar- 
get Audience:  Oncologests  and  Hematologists. 
Fee:  $50. 

THURSDAY-SUNDAY,  DECEMBER  7-1 0, 1 995- 
Obstetrics  and  Gynecology  Conference,  Bally's, 
Las  Vegas,  Nevada,  Target  Audience:  Primary 
Care  Physicians.  Fee:  $295. 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1  5/96,  $450  after. 

THURSDAY-SATURDAY,  MARCH  14-16,  1996 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Washington,  DC,  Target  Au- 
dience: Physicians  and  non-physicians  inter- 
ested in  medical  director  and  related  issues. 
Fee:  $200. 

1 1 DAYS,  MARCH  1 8-29, 1 996 — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 


Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 

11  DAYS,  APRIL  15-26,  1996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  681 98-5651 . Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 
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NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  Is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1995.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 
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Nebraska  Medical  Association  Officers  and  Commissions 

OFFICERS  

PRESIDENT  - David  L.  Bacon,  M.D.,  Kearney  EXECUTIVE  DIRECTOR  - William  L.  Schellpeper,  Lincoln 

PRESIDENT-ELECT  - Chris  C.  Caudill,  M.D.,  Lincoln  ASSISTANT  EXECUTIVE  DIRECTOR  - James  K.  Ruigh,  Lincoln 

SECRETARY-TREASURER  - James  A.  Fosnaugh,  M.D.,  Lincoln 


NMA  BOARD  OF  DIRECTORS 


David  L.  Bacon,  M.D.,  President Kearney 

Christopher  C.  Caudill,  M.D.  Pres.-Elect Lincoln 

James  A.  Fosnaugh,  M.D.  Sec.-Treas Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

David  R.  Little,  M.D Hastings 

Patrick  E.  Brookhouser,  M.D Omaha 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Timothy  A.  Burd,  Student Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

Frederick  F.  Paustian,  M.D.,  Liaison Omaha 

Robert  M.  Cohran,  II,  M.D Omaha 

Charles  F.  Damico,  M.D Hastings 

John  M.  Ford,  M.D Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Verlin  K.  Janzen,  M.D Nebraska  City 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

AD-HOC  COMMITTEE  ON 
HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Frederick  F.  Paustian,  M.D.,  Liaison Omaha 

Ronald  L.  Asher,  M.D North  Platte 

David  L.  Bacon,  M.D Kearney 

Mark  W.  Davis,  M.D Norfolk 

Sheila  S.  Ecklund,  R.N Lincoln 

Marcia  L.  Goering,  M.D Columbus 

Charles  D.  Gregorius,  M.D Lincoln 

William  F.  Gust,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

James  R.  Newland,  M.D Omaha 

James  Shreck,  M.D North  Platte 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

George  W.  Orr,  M.D.,  Chairholder Omaha 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Patrick  E.  Brookhouser,  M.D.,  Liaison Omaha 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 


AD-HOC  COMMITTEE  ON  MATERNAL 


AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Myrna  C.  Newland,  M.D Omaha 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Director Omaha 

Craig  A.  Bassett,  M.D Omaha 

Daniel  G.  Bohi,  M.D Omaha 

Bruce  A.  Buehler,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Gary  D.  Milius,  M.D Lincoln 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Director Lincoln 

Gerald  W.  Luckey,  M.D David  City 

Howard  W.  Needelman,  M.D Omaha 

Fred  J.  Pettid,  M.D Omaha 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

Clarence  Davis,  Jr.,  M.D Osceola 

Matthias  I.  Okoye,  M.D Lincoln 

David  P.  Schor,  M.D.,  F.A.A.P Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

NMA  RADIATION  SAFETY 
WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Charles  A.  Dobry,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Robert  H.  Mclntire,  M.D Omaha 

Merton  A.  Quaife,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Herbert  E.  Reese,  M.D.,  Co-Chairholder Lincoln 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Patricia  A.  Helke,  M.D Omaha 

John  J.  Hoesing,  M.D  Omaha 

Mark  B.  Horton,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Jerald  R.  Schenken,  M.D Omaha 

Gregg  F.  Wright,  M.D Lincoln 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.O.,  Liaison Columbus 

Richard  A.  Blatny,  M D Fairbury 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Dale  E Michels,  M.D Lincoln 

Dwame  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

Richard  K.  Reiner,  M.D Holdrege 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

Dave  Palm Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Patrick  J.  Bogard,  M.D Omaha 


Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Linda  S.  Head,  M.D Bellevue 

David  J.  Hoelting,  M.D Pender 

D.G.  O'Leary,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Robert  E.  Quick,  M.D Crete 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Duane  Sherwm,  M.D.,  Ph.D Norfolk 

Jeffry  L.  Strohmyer,  M.D Papillion 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Darroll  J.  Loschen,  M.D York 

Dale  E.  Michels,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 

PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Daniel  R.  Cronk,  M.D Grand  Island 

Ronald  L.  Dobesh,  M.D Kearney 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwame  J.  Peetz,  M.D Neligh 

Richard  M Pitsch,  Jr.,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE 
ON  AMBULATORY 
SURGICAL  CENTER  REGULATIONS 

Richard  H.  Meissner,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Joel  T.  Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W.  Quinlan,  M.D Omaha 

John  R.  Varvel,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder ....  Omaha 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bryon  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Wesley  G.  Wilhelm,  M.D Omaha 
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Nebraska  Medical  Association  Officers  and  Commissions 


NMA  TASK  FORCE  ON  AIDS 


Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

David  L.  Bacon,  M.D.,  Liaison Kearney 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA/CREIGHTON 
COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D.,  NMA  Chairholder Kearney 

Charles  F.  Damico,  M.D Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederich  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNMC 

COORDINATING  COMMITTEE 
(NMA  Representatives) 

David  L.  Bacon,  M.D.,  NMA  Chairholder Kearney 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Chairholder Lincoln 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Suzanne  W.  Braddock,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

John  Calvin  Davis  III,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Michael  J.  McGahan,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincok 

Jeffry  L.  Strohmyer,  M.D Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

John  M.  McCammond,  M.D Kearney 

COMMITTEE  ON  PHYSICIAN  ADVOCACY 

John  Calvin  Davis,  III,  M.D. .Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Gordon  D.  Balnbridge,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

Doublas  J.  Praus,  M.D Kearney 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

R.  Michael  Norris,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 


"EVERY  WOMAN  MATTERS" 

NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Chairholder Omaha 


William  R.  Palmer,  M.D.,  Liaison Omaha 

Beth  M.  Ernst,  M.D Kearney 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Amy  K.  Jespersen,  M.D Omaha 

Shawn  S.  Lawrence,  M.D Broken  Bow 

A.  Kathy  Morse,  M.D Grand  Island 

Charlotte  A.  Wirges,  M.D Holdrege 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Jon  S.  Berlin,  M.D Kearney 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastani,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 


M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Kenton  L.  Shaffer,  M.D Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivrins,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN 

GRAND  ISLAND 
CLINIC  INC 
308-382-1 100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

family  practice  Agnes  Gomes,  M.D. 

William  j.  Lawton.  M.D.  Karen  M.  Higgins,  M..D. 

Ken  Landin,  M.D.  obstetrics  • gynecology  Larry  j.  Marshall,  M.D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly.  M.D.  Stephen  L.  O'Grady.  M.D. 

INTERNAL  MEDICINE  “ SURGEPY 


Wiliam  j Landis.  M.D. 


James  V.  Reiss,  M.D. 

11-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1-402-484-7600 

1500  S.  48TH  ST.,  SUITE  709 
UNC0LN,  NE  68506 

1 -800-MED-LINC 

1-96 


David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 


729  North  Custer 
P.O.  Box  2339 
Grand  Island,  NE  68802 
(308)382-9266 


Hastings  Medical  Park 
2115  N.  Kansas  Ave. 
Hastings,  NE  68901 
(402)462-8990 


If  No  Answer  Call 
(308)384-3199 

6-96 


□■■!!!  CONSULTATIVE 
NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/ Stephen  P.  Youngberg  MD 
• Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-96 


eye. 


f surgical 
r associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1 -800-633-5462 


Larry  W.  Wood,  M.D. 

Max  W.  Linder,  M.D. 
Gregory  E.  Sutton.  M.D. 
Vincent  J.  Sutton.  M.D 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward.  Nebraso 
Hebron  Nebraska 
Fairtxiy.  Nebraska 
Geneva.  Nebras<a 
Nebraska  City.  Nebraska 
Syracuse,  NebrasKa 
Teamseh  Nebraska 
Marysville,  Kansas 

12-95 
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PHYSICIAN'S  DIRECTORY,  cont. 

I LINCOLN, "cont.  I [ LINCOLN,  cont.  | 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G. 

GregoryW.Heidnck.M.D.,  FAC.O.G. 

YvonneK.  Davenport,  M.D.  .F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

i—  24  HOURS  - 7 DAYS  A WEEK  -1 

• 

• 

PELVIC  ULTRASOUND 
GYNECOLOGIC  FEMALE 

483-7641 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D. 

Michael  A.  Breiner,  M.D. 

Giles  S.  Hedderich,  M.D. 

R.  Kent  Jex,  M.D. 

Edward  P. 

Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-95 

402-475-2803 

m \ \ 1 Lincoln  Oriho|)iU‘(li(  ■ Corner 

| | 

Arthroscopic  Surgery 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine 

Board  Certified 

General  Orthopaedic 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Arthritis  Surgery 

Matthew  C.  Reckmeyer,  M.D. 

Fractures  & Trauma 

Board  Certified 

Hand  Surgery 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

Total  Joint  Replacement 

John  C.  Yeakley,  M.D. 

Children's  Orthopaedics 

Board  Certified 

8-96 

1000  South  13th  Street  • 

P.O.  Box  2636  Lincoln,  Nebraska  68542 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoradc 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  • CALL:  — 

Office  (402)  483-7825  or  Med-Unc  1-800-533-5462 
4740  A Street* *  Suite  100*  Lincoln,  NE  6851 J 11-95 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 

Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 
Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 

Thomas  M.  Heiser,  M.D. 

Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 

Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-95 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-488-3002 

10-95 
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pathology 

medical 

services 

p.c. 


SAMUEL  E BOON.  MD 
JOHN  H.  CASEY.  M D 
DEBORAH  K DAVIDSON.  DO 
MICHAEL  J DUGGAN.  M D 
DONALD  A DYNEK.MD 
GEORGE E GAMMEL.  M.D 
PATRICK  A KEELAN.  MD 
STEFFAN  R LACEY.  M D 
CHRISTOPHER  T MASADA.  M D 
SCOTT M NOEL.  M.D 
MATTHIAS  I OKOYE.  M.D 
JOHN  F PORTERFIELD.  M D 
ROBERT  F.  SHAPIRO.  M D 
AINA  I SILENIEKS.  M.D 
DANIEL  J TILL.  M D 
LARRY D TOALSON.  M.D. 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South.  1919  South  40th  Street.  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-96 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 


■Q  PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


Prairie  surgical 

_A_S_S  0 C I A T E S P.C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-96 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-96 
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ft  T!£logy ; 

Adult  & Pediatric 

( v^enterpJ 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A.  Koniflsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  F.A.C.S 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S. 90th Street 

• Satellite  Clinics 

Omaha,  NE  68114 

Papillion,  NE 

(402)  397-9800 

• Immanuel 

800-882-4770 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.TIEDEMAN,  M.D. 

SCOTT  T.  McMULLEN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foots  Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-96 

CARDIOTHORACIC  & VASCULAR 

jvh  SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 

West  Dodge  Medical  Bldg. 

Phone::  (402)393-6624 

8300  Dodge  Street,  Suite  124 

FAX:  (402)393-6635 

Omaha,  NE68114 

8-96 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

65 10  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

FIRST 


EVE 


Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen.  M.D., 
emeritus 

C Rex  Latta,  M.D. 


John  W.  Pemberton.  M.D. 
John  T.  Ramsell.  M.D. 


Donald  L.  Arkfeld.  M.D. 

Raymond  M.  Crossman,  III.  M.D. 
D.  Francis  Arkfeld.  M.D. 


Camilla  R.  Parson.  M.D. 


Michael  L.  Goldstein.  M.D. 

Since  i886 


81 1 1 Dodge  St. 

Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha.  NE 
68114-3726 
(402)  391-3131 

4242  Famam  St. 

Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha.  NE 
68107-2500 

(402)390-8111  6.96 


STANLEY  L DAVIS,  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
MARK  C.  WILSON,  M.D. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG.M.D. 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  68124 
MAAC  402-397-7400 
MCCP402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1 300  Nebraska  Avenue 
Norfolk,  NE  68701 
402379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308381-1700 

FREMONT 

415  East  23rd  Street 
Fremont  NE  68025 
402397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
3083488285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  IA  51 537 
712-7555161 


MidwestChildrensChestPhysiciansP.C.isatfiliatedwith 
Midwest  Allergy  iAshma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 
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NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  8-9 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OG  ALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-96 


TIMOTHY  R.  FANGMAN,  M.D  OMAHA  NE  68124 

DENNIS  P.  TIERNEY.  M.D. 

SHIRLEY  LANDEN  HUERTER,  M.D.  334-4154 

MICHAEL  H.  PETERS,  M.D.  1 3906  GOLD  CIRCLE 

D.  RANDALL  PRITZA,  M.D.  OMAHA,  NE  681 44 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 

3-96 


ONCOLOGY  ASSOCIATES,  P.C. 

Methodist  Cancer  Center  Immanuel  Professional  Plaza  #13 

8303  Dodge  Street,  Suite  #225  6801  North  72nd  Street 

P.O  Box  24639  Omaha,  Nebraska  68122 

Omaha,  Nebraska  68124-0639  (402)  572-3697 

(402)  390-5860  Fax  (402)  572-3695 

Fax  (402)  390-3790 


After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


ca  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
RX.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "F*  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1 117  1-96 


7441  NO-  STREET 
CORPORATE  CENTRE. 

SUITE  100 
UNCOLN,  NEBRASKA  66510 
PHONE:  402-468-7710 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  primary 
care  trained  or  emergency  physicians  interested  in 
stellar  Emergency  Medicine  practice.  Director  and 
staff  positions.  Full-time,  and  regular  part-time.  8k 
volume/12  & 24  hour  shifts.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul  mal- 
practice with  unlimited  tail,  excellent  benefit  pack- 
age/bonuses to  full-time  physicians.  Numerous  other 
locales.  Contact  Melissa  J.  Milliken,  CMSC,  Director 
of  Professional  Relations,  800-729-781 3,  or  send  CV 
to  P.O.  Box  515,  Ankeny,  I A 50021. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We 
track  every  community  in  the  country.  Call  now  for 
details.  The  Curare  Group,  Inc.,  (800)  880-2028, 
ID#C149MT. 

STAFF  PSYCHIATRIST:  We  are  looking  for  clini- 
cally experienced  and  well-trained  psychiatrist  to 
provide  inpatient  and  aftercare  services  in  a 223  bed 
state  operated  hospital,  where  the  average  stay  is  30 
days,  where  there  are  50  new  admissions  a month 
and  where  the  usual  census  is  180  psychiatric  pa- 
tients. Opportunities  exist  within  short  intermediate 
care,  psychiatric  rehabilitation,  chemical  dependency 
and  neuro-geriatrics.  Negotiable  salary  (recognizing 
credentials  and  experience).  Interesting  opportunity 
to  practice  state  of  the  art  psychiatry  with  extensive 
professional  and  support  group.  Superb  fringe  ben- 
efits including  Blue  Cross/Blue  Shield  health  insur- 
ance, free  life  insurance,  retirement  with  state  contri- 
bution of  156%  with  vesting  after  5 years,  deferred 
compensation  program,  liberal  vacation,  holiday, 
sick,  funeral  and  educational  leave,  with  a comfort- 
able 40  hour/week  scheduling  with  shared  on  call 
requirements.  As  a state  employee  your  malpractice 
is  provided  by  state  statute.  Residence  on  campus 
available  at  a minimum  cost.  Relocation  reimburse- 
ment. Two  college  towns  in  lovely  mid-Nebraska 
setting.  Housing  and  cost  of  living  and  crime  consid- 
ered below  the  national  average.  Write  to  or  call: 
Vicki  A.  Bruckman,  Hospital  Administrator,  Hastings 
Regional  Center,  P.O.  Box  579,  Hastings,  NE  68902, 
Telephone  (402)  463-2471,  Ext.  319. 

ESCAPE  FROM  THE  ORDINARY!!  Needed!  Gen- 
eral Surgeon  to  work  in  our  thriving  rural  family 
practice.  Candidate  should  have  skills  in  C-Section, 
Gyne.  & Laparoscopic  surgery.  8 weeks  vacation- 
CME.  Consultants  available.  Only  group  in  county 


with  3 referral  centers  1 hr.  away.  Uniquely  situated 
on  1-94  half  way  between  Madison  and  Twin  Cities. 
Small  town  pride,  excellent  51  bed  hospital,  great 
schools  and  recreation  including  all  water  sports, 
hunting,  fishing,  cross  country  & downhill  skiing. 
Cohesive  group  of  caring  physicians!!  Contact  or 
send  CV  to  Gary  K.  Petersen,  Krohn  Clinic,  Ltd.,  610 
W.  Adams  St.,  Black  River  Falls,  Wl  54615,  Phone 
(715)  284-4311. 

OCCUPATIONAL  MEDICINE  PHYSICIAN/ 
OMAHA,  NE:  Needed  to  join  fast  growing  practice 
in  Omaha  and  Lincoln.  Work  week  flexible.  No 
nights,  weekends  or  holidays.  Clinical  responsibilities 
include  evaluation  and  treatment  of  work-related 
injuries,  accidents,  and  illnesses  and  conducting  pre- 
placement and  other  physical  exams.  Strong  empha- 
sis on  case  management.  Excellent  salarv  and  benefit 
package.  Opportunities  exist  for  advancement  and 
to  help  develop  new  geographic  locations  in  the 
Midwest.  No  prior  Occupational  Medicine  experi- 
ence necessarily  required.  Send  resume  to  OMAHA 
WORKS,  105  N.31stAve„ Omaha, NE68131  or  call 
402-346-0700. 

INTERNAL  MEDICINE  AND  FAMILY  PRACTICE 
OPPORTUNITIES:  Rural  Lake  Country  Community  is 
seeking  the  above  practitioners  to  join  an  active  13 
physician  multispecialty  group.  Quality,  comfortable 
living  environment,  multiple  recreational  activities, 
fine  educational  opportunities  and  cultural  activities 
abound.  Opportunity  includes  relaxed,  call,  liberal 
salary  and  exceptional  benefits.  Send  curriculum 
vitae  or  inquiries  to:  Lake  Region  Clinic,  P.C.,  Attn.: 
Joel  Rotvold,  P.O.  Box  1 100,  Devils  Lake,  ND  58301 
or  call  (800)  648-8898  for  further  information. 

FACULTY  WANTED:  Clarkson  Family  Medicine 
opened  its  doors  July  1,  1991.  We  have  filled  in  the 
Match  Program  every  year  since  then,  and  have 
expanded  from  a twelve  resident  program  to  an 
eighteen  resident  program  in  1995.  We  have  seen 
our  graduates,  as  a group,  score  in  the  top  10% 
nationally  on  the  in-training  exam.  We  currently  have 
four  full-time  family  practice  faculty,  one  obstetrician, 
one  pediatrician  and  full-time  behavioral  science 
coverage,  including  two  part-time  psychiatrists.  In 
order  to  provide  the  training  necessary  to  prepare 
our  residents  for  rural  practice,  including  extensive 
OB  and  procedural  experience,  we  are  recruiting 
two  additional  family  physician  faculty.  Requirements 
include  practice  and/or  teaching  experience,  strong 
OB  background  and  a desire  to  participate  in  a new, 
exciting  and  growing  residency  program.  Responsi- 
bilities and  salary  are  negotiable  and  based  on 
experience.  Clarkson  Hospital  takes  pride  in  being  a 
smoke-free  environment  and  does  not  hire  appli- 
cants who  use  tobacco  products.  EOE.  Send  CV  and/ 
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or  letter  of  inquiry  to:  Richard  A.  Raymond, 
M.D.,  Director,  Clarkson  Family  Medicine, 
4200  Douglas  Street,  Omaha,  NE  68131,  (402) 
552-2045. 

ACUTE  CARE,  INC.  LOCUMTENENS:  Seek- 
ing quality  physicians  interested  in  primary 
care  and/or  OB/GYN  locum  tenens  opportu- 
nities. Part-time  and  full-time.  Numerous  Iowa, 
Nebraska  and  Illinois  locales.  Work  as  much  or 
as  little  as  you  desire.  You  pick  the  hours  and 
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Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
Steve  Starr,  M.D  , President 
9239  West  Center  Road,  #200,  Omaha,  NE  68124 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
John  H Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D.,  President 
233  So  13th  St,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M Horrocks,  M.D.,  President 
233  So  13th  St.,  Ste  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Debra  K Potratz,  CMA,  President 
814  Sweetwood  Drive,  Grand  Island,  NE  68803 
Nebraska  Society  of  Respiratory  Care 
Joseph  Hannibal,  RRT,  LRCP 
4630  Christopher  Court,  Lincoln,  NE  68516-2878 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D  , Secretary-Treasurer  * 

720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W 2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today's  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 

fy.  Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE  — 1-800-423-USAF 


FAMILY  PRACTITIONER 

Want  to  share  call  with  11  other  FPs  and  live  in  the  Brainerd  Lakes  Area? 
Immediate  and  future  openings  available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  P.A. 

• 30  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local  hospital 
- St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2xh  hours  from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 


BRAINERD  MEDICAL  CENTER,  P.A. 

Call  Collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street,  Brainerd,  MN  56401 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  FirSIler  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

is 

Rent/ House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Grom 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Homeftione!  ) 

Other  Income 

Income  from  almcny,  chrid  support  or  separate  martiertance  payments  need  not  be  revealed 
b you  do  not  choose  to  have  it  considered  as  a bass  fa  repaying  the  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct.  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Adrtess 

Social  Sec  . # • - 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  cfrid  support,  a separate  mantenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a bass  fa  repayng  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Acct xnt  Nunfaer 

Balances 

Payment 

Addess 

Accowt  Nutter 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subfed  to  no  legal  Disability,  and  that  everythrg  stated  n the  application  6 true  and  complete  FirsTier  Bank  6 authorized  to  nvesbgate  the  rrformation.  obtan  my  credt  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  addrtwnal  nformabon  as  necessary  to  process  the  application  My  signatue  r*fcates  agreement  to  terms  and  conditions  accompanyng  the  card  and  any  renewal  or  replacement  card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 
-Legal  Referral  Assistance 

-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


Applicant  Signatue 

Date 

Co-Apptant  S*jnatoe 

Date 

Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (exduding  new  purchases) 

Variable  Plate  Information 

The  variable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June.  September  and  December  The  credit  card  rate  will 
be  the  “Prime"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Annual  Fee 

$0 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  dosing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

Late  Fee,  Overiimrt  Fee,  and  Ftetumed 
Check  Charge 

1.  Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum.  2.  Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  printed.  This  information  may  change  after  the  printing  date.  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O  Box  7.  Omaha.  NE  68101  -0007  FirsTier*  Bank,  NA,  Member  FDIC 


If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 

If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle,  P.C. 
is  interested  in  providing  you  with  professional  assistance.  The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on  your  delinquent 
accounts  in  a professional  manner,  with  a minimum  of  effort  on  your  part.  Our  competitive  fees 
are  based  upon  our  performance  in  recovering  your  delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  exclusive  endorsement  of  the  Nebraska 
Medical  Association  in  providing  medical  account  collections. 

For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association  office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St.,  Lincoln,  NE  68516 

(402)  421-1600 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D  , Executive  Director 
141  Northwest  Point  Road,  P.O  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph.D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

H Dunbar  Hoskins,  Jr.,  M.D.,  Executive  Vice  President 
655  Beach  St.,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Walter  J.  McDonald,  M.D.,  FACP,  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D  , Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
325  Seventh  Street,  N.W.,  Washington,  D.C.  20004 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 

Susan  Moumouris,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr  , Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Societ 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Helen  C.  Redman,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 
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professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


INTERNIST 

Want  to  share  call  with  8 other  Internists  and  live  in  the  Brainerd  Lake  Area? 
Immediate  and  future  openings  available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  P.A. 

• 30  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local  hospital 
- St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  21/2  hours  from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Inquiries  from  General  Internists  or  Internist  with  sub-specialty  interest 
in  Pulmonology  or  Rheumatology  welcomed. 

BRAINERD  MEDICAL  CENTER,  P.A. 

Call  Collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street,  Brainerd,  MN  56401 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DiSTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M Pitsch, 
M.D. , Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT : Councilor:  Tamara  R.  Johnson, 
M.D.,  Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D.,  North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Elizabeth  P.  Rapier,  Hastings  .... 

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond  . 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo Jeffrey  P Lee,  Kearney 

Butler Gerald  W.  Luckey,  David  City  ... 

Cheyenne-Kimball-Deuel ...  Calvin  W.  Cutright,  Sidney 

Cuming Scott  D.  Green,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow 

Dodge Stephen  V.  Wendt,  Fremont 

Five Benjamin  J.  Martin,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Michael  J.  Sullivan,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox D M.  Laflan,  Creighton 

Lancaster Krynn  K.  Buckley,  Lincoln 

Lincoln  Leland  Lamberty,  North  Platte  ... 

Madison Pradip  Mistry,  Norfolk 

Metropolitan  Omaha John  C.  Sage,  Omaha 

Northeast Tod  Voss,  Pierce 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Saunders  Leo  Meduna,  Wahoo 

Scotts  Bluff Richard  Simmons,  Scottsbluff 

Seward  Van  E.  Vahle,  Seward  

South  Central Jeff  Hollis,  Geneva  

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 
Clinton  Jones,  Kearney 

Clinton  B.  Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B.  Eaton,  Fremont 

Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
David  Swift,  Grand  Island 
Mark  D.  Jobman,  Aurora 

Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Joseph  R.  Gard,  Lincoln 
Newton  Mack,  North  Platte 
Richard  P.  Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R H.  Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Diane  E.  Gilles,  Scottsbluff 
Roger  Meyer,  Utica 
Chas  F Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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PRESIDENT'S  PAGE 


"Changing  Times" 


DAVID  L.  BACON,  M.D. 


There  has  been  a marked  change  in  the 
fabric  of  American  society.  In  the  latter  half  of 
the  20th  Century,  the  changes  which  have 
occurred  have  been  dramatic  and  there  is  a 
price.  There  has  been  a tremendous  increase 
in  mobility  of  our  society  and  different  value 
systems  have  been  espoused  by  large  seg- 
ments of  the  American  public.  Some  of  this  has 
been  very  good  and  has  been  a long  time 
coming.  Some  of  these  changes  are  devastat- 
ing and  as  a result  we  are  paying  a real  price 
in  human  lives  and  agony.  Attempts  by  social 
reformers  to  substitute  new  rules  for  old  rules 
that  are  time-tested  have  resulted  in  chaotic 
relationships  developing  among  youth  and 
between  youth  and  the  older  members  of  our 
society.  Medicine  is  no  exception  to  this  rule. 
Those  of  us  who  are  gray  haired  remember 
how  services  were  delivered  before  the  onset 
of  Medicare,  how  patients  were  cared  for  and 
how  often  times  payments  were  achieved.  The 
advent  of  Medicare  dramatically  changed  the 
fabric  of  medicine.  Some  of  the  changes  were 
of  tremendous  benefit  for  patients  with  regard 
to  accessibility  of  care  and  means  of  paying 
for  care.  Some  of  the  aspects  for  physicians 
were  beneficial  and  some  have  turned  out  to 
be  very  painful.  An  element  of  the  medical 
profession  has  become  very  greedy  and  op- 
portunistic as  far  as  Medicare  reimbursement. 
As  a result,  the  whole  profession  is  being  called 
upon  to  pay  for  some  of  these  excesses.  The 
purpose  of  this  particular  President's  page  is 
not  to  discuss  the  aforementioned  problems, 
as  this  would  require  a rather  lengthy  treatise. 
Instead,  I would  like  to  focus  your  thoughts  on 
what  my  impression  of  the  status  of  medicine 
is  at  the  present  time. 

EDUCATION:  Medical  education  has 
changed  rather  dramatically.  At  one  time  it 
was  thought  there  would  not  be  enough  phy- 
sicians to  serve  our  growing  population,  so 
medical  school  curriculums  were  changed  and 
three-year  programs  leading  to  M.D.  degrees 
were  instituted.  Classes  were  expanded  and  as 
a result  there  were  a large  number  of  physi- 
cians graduated.  These  physicians  then  looked 
at  the  market  and  the  majority  went  into  spe- 
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cialty  training  programs,  developing  clinical 
specialities.  This  was  very  useful  in  the  provi- 
sion of  services  for  our  population,  but  it  was 
soon  realized  that  medicine  had  been  manipu- 
lated and  that  the  projected  number  of  physi- 
cians needed  was  more  apparent  than  real.  As 
a result  the  three  year  programs  were  discon- 
tinued, we  returned  to  four  year  curriculums 
and  medical  school  class  sizes  were  decreased. 

In  the  1 950's  and  1960's,  rotating  intern- 
ships were  the  norm.  As  a result,  physicians 
had  hands-on  clinical  experiences  with  a vari- 
ety of  disciplines.  As  these  young  doctors  ex- 
perienced the  rigors  of  clinical  practice  in  the 
training  environment,  many  of  them  changed 
their  plans  from  one  field  to  another  within 
medicine.  As  the  1960's  wore  on,  rotating  in- 
ternships were  phased  out  and  single  disci- 
pline internships  were  instituted.  The  training 
programs  were  shortened  by  a year  with  the 
first  year  being  the  equivalent  of  the  first  year 
of  residency.  At  this  time,  clinical  disciplines 
differentiated  further  and  subspecialty  disci- 
plines instituted  training  programs.  The  net 
result  was  more  highly  trained,  more  skilled 
specialists  and  American  medicine  began  to 
be  the  paragon  of  excellence  for  the  entire 
world. 

Now  a shift  is  again  occurring.  The  numbers 
of  specialists  that  are  available  are  rapidly 
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outstripping  demand  and  deficiencies  in  the 
numbers  of  primary  care  physicians  are  appar- 
ent. As  a result,  young  physicians  in  training 
are  being  encouraged  to  enter  the  primary 
care  disciplines  to  meet  the  needs  of  the  soci- 
ety that  they  are  being  trained  to  serve.  Man- 
aged care  plans  which  have  developed  for  the 
economic  control  of  medicine  are  utilizing 
lesser  trained  people  in  many  primary  aspects 
of  medical  care  in  an  attempt  to  cut  costs. 
Some  of  these  programs  are  of  benefit  to  the 
population  and  others  make  one  think  of  the 
feldsher  program  used  in  Russia  where  lesser 
trained  individuals  were  placed  in  primary  care 
and  as  a net  result  over  time,  the  general 
quality  of  care  of  the  Russian  people  decreased. 
Russian  physicians  have  recognized  this  and 
have  attempted  to  correct  deficiencies  that 
were  caused  by  the  feldsher  program.  Physi- 
cians need  to  be  alert  so  that  the  quality  of 
care  delivery  is  maintained  for  our  population 
and  America  retains  its  position  as  the  country 
where  the  best  of  medical  services  is  available 
to  all  segments  of  our  society. 

PHYSICIAN/HOSPITAL  RELATIONSHIPS: 
The  traditional  posture  has  been  that  physi- 
cians take  care  of  patients  in  the  office,  pro- 
moting their  health  and  treating  their  illnesses 
as  best  they  can  until  the  patient  needs  to  be 
hospitalized.  At  the  time  of  hospitalization  the 
patient  enters  an  institution  which  controls  its 
environment  and  traditionally,  physicians  have 
been  guests  in  the  hospital  environment,  with 
privileges  to  provide  services  within  the  institu- 
tion. For  many  of  us,  our  practice  lives  have 
been  spent  pressuring  hospitals  to  provide  the 
facilities  to  ensure  that  modern  services  can  be 
available  to  our  patients.  An  example  of  this  is 
the  CT  scanner.  Physicians  had  to  literally  fight 
with  hospital  administrators,  CON  regulators 
and  the  Department  of  Health  in  order  to  bring 
the  CT  instrument  to  the  patients  of  Greater 
Nebraska.  Physicians  realized  the  value  of  this 
instrument  very  early  on  and  recognized  that  it 
represented  a quantum  leap  in  some  diagnos- 
tic capabilities  of  intracerebral  conditions.  It 
took  a tough  sell  on  the  part  of  Nebraska 
physicians,  but  now  CT  scans  are  available 
across  the  state  for  the  inhabitants  of  all  sizes 
of  communities. 

Other  changes  have  occurred  in  physician/ 
hospital  relationships.  Increasingly,  hospitals 
have  cultivated  an  interest  in  the  physicians' 
practice  of  medicine.  We  have  reached  the 
point  where  it  appears  that  hospitals  are  inter- 
ested in  vertical  integration  of  all  health  care 
services  within  a community  and  are  now  say- 


ing that  they  want  out  of  the  hospital  business 
and  into  the  health  care  business  for  communi- 
ties. Over  the  last  five  years  we  have  seen  a 
dramatic  change  in  the  physician/hospital  rela- 
tionship with  hospitals  buying  physicians'  prac- 
tices and  employing  physicians  as  hired  hands 
in  the  fields  of  medicine.  It  is  now  estimated 
that  80  percent  of  primary  care  in  Omaha  is  in 
practices  owned  by  hospitals.  The  most  recent 
information  given  to  me  indicates  that  some- 
where between  30  and  40  percent  of  primary 
care  in  the  Greater  Nebraska  area  is  in  prac- 
tices owned  by  hospitals.  It  would  appear  that 
to  get  involved  in  community  health  care,  what 
the  hospitals  have  adopted  is  a stratagem  of 
buying  practices,  owning  all  modalities  of  health 
care  delivery  and  having  them  vertically  di- 
rected by  a hospital.  It  would  also  appear  that 
a logical  extension  of  this  is  that  hospitals 
would  then  form  networks  and  connect  these 
vertically  integrated  units  horizontally  over  the 
geographic  confines  of  our  state.  If  this  thesis 
is  correct,  then  what  is  the  future  for  the  profes- 
sion of  medicine?  How  do  the  professionally 
trained  men  and  women  of  medicine  express 
their  concerns  over  quality  of  care  delivered, 
access  to  care,  affordability  and  appropriate- 
ness? 

DIFFERENCE  IN  PRACTICE  STYLE:  Over  the 
last  50  years  there  has  been  a great  deal  of 
difference  in  practice  styles.  These  practice 
styles  have  changed  because  medicine  and 
our  society  have  changed.  As  a small  boy,  our 
family  doctor  was  available  day  and  night, 
would  make  house  calls  in  the  country,  and 
was  truly  our  close  family  friend.  As  medicine 
became  more  complex  and  the  expectations 
of  the  public  became  greater,  the  pressure  for 
care  delivery  has  increased  greatly  and  physi- 
cians found  that  they  needed  to  share  call. 
Practice  sharing  agreements,  group  practices, 
and  incorporated  practices  of  medicine  have 
been  a result.  In  these  environments,  groups  of 
doctors  band  together  and  share  call,  share 
responsibility  for  patient  care  and  attempt  to 
make  24-hour  a day  care  available.  As  the 
economics  of  medicine  have  evolved,  physi- 
cians have  found  that  if  they  stay  in  a central 
location  and  have  patients  come  to  them,  they 
can  see  more  patients  in  a given  day  and 
provide  greater  services  to  a larger  number  of 
patients  by  having  them  all  come  to  the  clinic. 
This  has  resulted  in  a rather  marked  decrease 
in  physicans  making  house  calls  and  traveling 
in  the  country  to  help  patients  in  their  own 
family  circumstances.  Physicians  of  my  era, 
involved  in  the  active  clinical  practice  of  medi- 
cine, commonly  practice  60  to  90  hours  a 
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week.  This  has  produced  a lot  of  strains  on 
family  relationships.  Physicians  trained  in  the 
50's  and  60's  can  relate  the  number  of  family 
dinners  they  missed,  the  number  of  birthday 
parties  they  missed,  and  the  holidays  and  eve- 
nings that  they  missed  because  they  were  fol- 
lowing their  profession  and  providing  services. 
Along  with  this,  these  physicians  invested  in 
offices  to  provide  modern  care  facilities  and  in 
equipment  to  keep  the  care  state-of-the-art. 
Younger  physicians  have  recognized  the  de- 
gree of  sacrifice  that  the  older  physicians  were 
giving  to  the  profession.  These  younger  physi- 
cians have  decided  that  their  life  priorities  are 
somewhat  different  than  physicians  of  the  older 
generation.  As  a result,  younger  trained  doc- 
tors would  like  to  have  more  regular  hours, 
they  would  like  to  have  shorter  days  and  eve- 
nings free.  These  physicians  are  interested  in 
less  time  working  on  weekends  and  holidays. 
The  common  statement  is  "the  quality  of  life- 
style is  very  important  to  me."  As  a result,  it  is 
very  common  to  see  younger  physicians  look- 
ing for  practice  opportunities  which  provide 
these  types  of  life-style  adjustments.  Many  of 
these  physicians  are  happy  working  as  salaried 
employees  of  a hospital,  a managed  care  orga- 
nization, a foundation,  or  a large  medical  group 
in  exchange  for  the  life-style  they  desire.  The 
net  result  of  this  is  that  the  physicians  who 
accept  these  positions  have  less  say  in  the 
direction  of  the  profession,  in  their  autonomy 
and  in  their  decision  making  possibilities. 

PRACTICE  FINANCE:  In  former  times,  in  a 
more  stable  environment,  physicians  corning 
out  of  training  would  have  debt,  but  they  were 
not  afraid  to  acquire  considerable  additional 
debt  in  order  to  begin  the  practice  of  their 
dreams.  It  was  not  uncommon  for  physicians 
to  go  heavily  in  debt  and  spend  at  least  half  of 
their  practice  lifetime  paying  back  their  school 
debt  and  their  initial  practice  debts  in  order 
that  they  might  have  the  type  of  practice  which 
they  desired.  Debt  in  excess  of  $100,000.00 
for  this  type  of  investment  was  not  at  all  un- 
common. It  was  accepted  that  this  was  part  of 
the  responsibility  of  the  practice  of  medicine 
and  the  maintaining  of  an  independent  profes- 
sion. Now  we  are  seeing  a dramatic  change  in 
the  young  physicians  who  are  coming  into 
practice.  Many  of  these  younger  physicians 
are  already  carrying  debts  in  excess  of 
$100,000.00.  They  have  no  desire  to  increase 
their  liability  for  debt  and  from  their  perspec- 
tive, they  see  the  following  situation. 

1.  The  practice  of  medicine  is  in  a state  of 
flux.  As  a result,  I do  not  want  to  make  a 


large  capital  investment  and  want  to  re- 
main as  mobile  as  possible  so  if  this  prac- 
tice arrangement  does  not  work  out  I can 
move  laterally  easily. 

2.  I am  already  carrying  a heavy  debt  load. 

I do  not  want  to  increase  my  debt  until  I 
know  that  I can  successfully  pay  off  my 
educational  loans.  I am  not  interested  in 
capital  asset  investment  in  the  first  five 
years  of  practice. 

3.  I want  a work  schedule  with  regular  hours, 
guaranteed  payment  and  limited  call.  I 
have  a greater  desire  for  "quality  life  ex- 
perience time."  Therefore,  I am  not  inter- 
ested in  acquiring  additional  debt. 

The  net  result  of  this  kind  of  thought  is  that 
groups  which  carry  a large  buy-in  for  their 
practice  are  having  great  difficulty  in  attracting 
younger  physicians  to  these  practices.  Physi- 
cians who  own  a large  portion  of  a medical 
building  are  having  difficulty  getting  younger 
physicians  to  become  partners  and  to  buy  into 
the  building.  As  a result,  we  are  seeing  a large 
shift  in  how  medical  office  buildings  are  owned. 
It  is  becoming  the  norm  for  physicians  to  rent 
or  lease  space  rather  than  to  own  their  own 
clinic.  Clinics  are  being  sold  to  hospitals,  to 
managed  care  plans,  to  large  group  practices, 
or  to  corporations  in  order  for  older  doctors  to 
find  a way  to  sell  these  buildings  without  tak- 
ing a large  loss.  As  a result,  we  are  seeing  a 
change  in  the  fabric  of  how  medicine  is  prac- 
ticed across  the  state  and  we  are  seeing  very 
different  financial  arrangements. 

IMPACT  OF  MANAGED  CARE:  Because  of 
the  great  cost  of  medical  care  which  is  multi- 
factorial, and  includes  such  items  as:  1 . Longer 
life-span;  2.  More  sophisticated  capabilities  in 
making  accurate  diagnoses;  3.  Cost  of  improved 
therapies  and  drugs,  and;  4.  Seeking  ways  to 
decrease  the  cost  of  medical  care.  As  a result, 
we  have  seen  the  development  of  HMOs,  pre- 
paid care  groups,  and  the  large  spectrum  of 
alphabet  soup  described  as  managed  care. 
The  current  pattern  which  we  see  is  for  large 
insurance  companies  or  managed  care  organi- 
zations to  sell  contracts  to  employers.  At  the 
end  of  the  contract  period  the  insurance  prod- 
uct is  then  up  for  bid  between  competing 
carriers.  The  first  carrier  must  lower  the  cost  or 
run  the  risk  of  being  underbid  by  a competitor. 
The  result  is  that  these  changes  in  bidding 
techniques  and  stratagems  are  being  pushed 
down  on  physicians.  Physicians  are  learning 
that  the  first  contract  period  is  usually  the 
honeymoon  period  where  they  get  paid  the 
best.  In  the  second  contract  period,  because 
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the  overall  cost  of  the  contract  will  be  ratcheted 
down,  the  physician  will  receive  less  payment 
on  the  second  contract,  and  by  the  third  con- 
tract he  will  receive  a rather  marked  decrease 
in  salary.  If  a physician  is  a hospital  employee 
or  an  employee  of  a managed  care  plan,  he 
has  little  recourse  to  these  changes  in  contrac- 
tual salaries  and  has  only  the  choice  of  leaving 
the  plan  or  the  managed  care  group  and  at- 
tempting to  join  yet  another  group.  None  of 
this  bothers  the  hospital,  the  large  insurance 
company  or  the  managed  care  plan,  as  they 
can  buy  a new  doctor  out  of  training  or  supply 
the  contract  to  another  form  of  care  giver  who 
will  be  paid  a lesser  amount.  We  very  quickly 
find  where  quality  and  cost  become  compet- 
ing goals.  It  is  of  the  utmost  importance  for 
physicians  to  attempt  to  adjust  their  circum- 
stances to  that  they  are  not  vulnerable  to  these 
well  known  marketing  trends  which  are  occur- 
ring within  the  health  care  industry. 

Another  fact  which  occurs  is  that  as  con- 
tracts shift  from  one  insurer  to  another,  physi- 
cian/patient relationships  are  severed  and  pa- 
tients in  large  groups  are  shifted  by  the  con- 
tract carrier  from  one  group  of  physicians  and 
one  group  of  hospitals  to  another  group.  This 
does  not  bother  the  contract  carrier.  Money  is 
their  bottom  line.  It  does  affect  the  lives  of  the 
people  who  are  cared  for  and  even  in  cases  of 


advanced  pregnancy,  individuals  are  forced  to 
change  from  one  OB  group  to  another.  Physi- 
cians become  merely  pawns  and  have  to  ad- 
just to  the  contractural  vicissitudes. 

WHAT  IS  THE  SOLUTION?:  To  this  writer,  it 
would  appear  that  there  is  really  only  one  long- 
term solution.  Physicians  need  to  empower 
themselves.  They  need  to  place  themselves  in 
a position  of  leverage  and  they  need  to  as- 
sume risk.  I think  that  as  we  go  along  it  will 
become  apparent  to  all  physicians  that  we 
need  to  put  ourselves  in  a position  where  we 
have  an  equity  arrangement  with  the  managed 
care  products  and  that  we  are  taking  risks  on 
these  contracts.  All  of  this  will  involve  careful 
planning,  data  management,  understanding  of 
care  patterns,  careful  analysis  of  outcomes 
data  and  working  together.  There  are  commit- 
tees within  your  association  that  are  grappling 
with  these  issues  at  the  present  time.  All  of  us 
need  to  be  conversant  with  these  issues  and 
need  to  strive  to  work  together  so  that  physi- 
cians may,  in  fact,  reach  an  equity  position  at 
the  level  of  the  premium  dollar.  Then,  and  only 
then,  will  there  be  stability  in  the  new  environ- 
ment of  medical  care  and  managed  care,  and 
then  will  the  professionals  themselves  be  in  a 
position  where  we  can  actually  promote  the 
very  best  in  quality  of  care  for  the  people  who 
have  entrusted  their  health  to  our  judgement. 
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EDITORIAL 


Medicare  Reform:  What's  Good  for  the 
Goose  is  Good  for  the  Gander 

ARTHUR  L.  WEAVER,  M.D.,  F.A.C.P.,  F.A.C.R, 


For  several  years  I have  pondered  why  my 
patients  who  were  federal  retirees  elected 
to  opt  out  of  Medicare  and  to  continue  their 
own  health  insurance  coverage.  I also  found 
it  intriguing  that  most  all  of  the  health  care 
plans  placed  before  Congress  in  the  past 
several  months  excluded  members  of  Con- 
gress, federal  employees  and  federal  retir- 
ees. Perhaps  they  had  discovered  a health 
insurance  program  superior  to  Medicare  and 
one  that  they  weren't  willing  to  share  with 
the  rest  of  America. 

Medicare  was  created  in  1965  by  the 
Great  Society  movement  and  was  designed 
to  operate  as  a federally-run  health  insur- 
ance program  for  America's  elderly.  The  pro- 
gram 30  years  later  is  essentially  bankrupt 
and  if  no  reforms  are  undertaken,  Part  A 
(Medicare  Hospital  Trust  Fund  Reserves)  will 
become  insolvent  in  the  year  2002.  These 
projections  do  not  take  into  account  the 
rapidly  rising  costs  of  Part  B (Voluntary 
Supplemental  Medical  Insurance).  If  the  pro- 
gram is  to  continue,  Congress  must  restruc- 
ture and  reform  Medicare  in  entirety  or 
significantly  increase  taxes  and/or  divert 
money  from  other  programs  in  the  federal 
budget.  If  no  action  is  taken,  the  elderly  will 
be  faced  with  a dramatic  reduction  in  the 
quality  and  quantity  of  their  health  care 
needs. 

The  government's  attempt  to  hold  down 
Medicare  costs  with  price  controls  and  strict 
regulations  of  health  care  providers  has  failed 
and  has  resulted  in  a significant  increase  in 
bureaucracy,  inefficiencies,  and  red  tape. 
These  changes  have  resulted  in  significant 
cost  shifting  to  the  private  sector,  have  en- 
couraged providers  to  make  up  for  low  fees 
by  increasing  the  volume  of  services,  and 
have  resulted  in  innovative  coding  to  maxi- 
mize reimbursement. 

Medicare's  standardized  health  benefits 
are  inflexible  and  are  defined  by  law  and 
controlled  by  government  regulation.  Enroll- 


ees  have  few  options  and  cost  savings  mea- 
sures, such  as  routine  history  and  physical 
examinations  with  risk  assessment,  preven- 
tative screening  measures,  new  technologic 
advances,  home  care  and  catastrophic  cov- 
erage are  not  a part  of  Medicare's  standard- 
ized benefits.  Medicare  is  essentially  fee-for- 
service  and  innovation  in  the  delivery  of 
care  has  been  slow  and  inefficient.  Non- 
HMO  managed  care  options  are  very  lim- 
ited. The  increase  in  taxes  needed  to  allow 
Medicare  to  function  in  its  current  ineffi- 
cient manner  would  be  prohibitive  to  most 
Americans.  The  number  of  individuals  cov- 
ered will  soon  be  joined  by  a huge  influx  of 
retirees  from  the  baby  boomer  generation, 
severely  straining  the  funds  and  resources  of 
an  already  financially  troubled  system.  Re- 
form is  the  only  answer.  But  how?  As  alluded 
to  previously,  members  of  Congress,  federal 
employees  and  federal  retirees  have  been 
enrolled  in  a unique  and  very  popular  con- 
sumer-driven health  care  system  called  the 
Federal  Employees  Health  Benefits  Program 
(FEHBP)  since  1960.  The  FEHBP  is  signifi- 
cantly different  from  Medicare.  Medicare  is 
a defined  benefit  program  where  each  en- 
rollee  has  access  to  a specific  set  of  health 
services  which  are  paid  for  by  the  federal 
government.  The  FEHBP,  on  the  other  hand, 
is  a defined  contribution  program  in  which 
the  government  agrees  to  provide  federal 
workers  or  retirees  with  a financial  contribu- 
tion they  can  use  to  purchase  the  health 
care  coverage  of  their  choice.  The  FEHBP 
offers  a wide  choice  of  health  plans,  a choice 
of  health  benefits,  a choice  of  price,  and 
advice  and  consumer  information  concern- 
ing the  options  available.  The  FEHBP  now 
encompasses  over  500  private  health  insur- 
ance plans  nationwide,  ranging  from  tradi- 
tional indemnity  insurance  and  fee-for-ser- 
vice  plans  sponsored  by  federal  unions  and 
employee  organizations  to  different  forms 
of  managed  care  including  health  mainte- 
nance organizations  (HMOs),  and  preferred 
provider  organizations  (PPOs). 
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The  FEHBP  does  not  attempt  to  control 
costs  by  price  controls  and  by  specifying  a 
comprehensive  set  of  services.  It  sets  mini- 
mal guidelines  on  how  plans  must  be  struc- 
tured and  marketed  and  permits  federal 
workers  and  retirees  to  choose  the  plans 
and  benefits  that  are  correct  for  them.  FEHBP 
spending  is  projected  to  increase  at  about 
6%  per  year,  while  spending  for  Medicare  is 
expected  to  grow  at  10%  per  year.  It  is 
imperative  that  all  retired  Americans  be  af- 
forded the  same  types  of  choices  and  oppor- 
tunities now  enjoyed  by  retired  members  of 
Congress  and  other  federal  retirees.  Allow- 
ing private  sector  providers  to  compete  freely 


and  fairly  for  the  opportunity  to  cover  health 
care  concerns  of  the  nation's  elderly  would 
reduce  the  need  for  a centralized  bureau- 
cracy. Some  changes  in  the  FEHBP  would  be 
necessary  to  make  the  system  adaptable  to 
our  Medicare  population;  however, 
America's  elderly  deserve  an  opportunity  to 
choose  the  health  care  coverage  and  range 
of  benefits  suited  to  their  individual  needs 
and  situations.  Congress  does  not  need  to 
look  that  far  for  an  alternative  model  for 
Medicare  reform  and  let's  hope  that  they 
will  share  with  the  rest  of  America  what 
they,  themselves,  enjoy. 
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Balloon  Expandable  Intravascular  Stent 
in  Infrarenal  Aortic  Stenosis 
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THE  conventional  treatment  of 
choice  for  diffuse  atheroscle- 
rotic disease  of  the  abdomi- 
nal aorta  and  iliac  vessels  is  aortobifemoral 
bypass  graft  or  endarterectomy.  However,  per- 
cutaneous transluminal  angioplasty  (PTA)  of 
the  aorta  has  been  described  for  the  treatment 
of  focal  abdominal  aortic  stenosis  as  an  alterna- 
tive to  surgery.16  Immediate  or  acute  obstruc- 
tion, occurring  in  one  to  two  percent  of  pa- 
tients,78 post  percutaneous  transluminal 
angioplasty,  may  be  due  to  spasm,  elastic  re- 
coil, intimal  dissection,  or  thrombus.  Occlusion 
and  restenosis  are  the  most  common  causes  of 
PTA  failure.5  Long  term  patency  rates  are  re- 
duced when  the  residual  stenosis  is  greater 
than  30  percent.  Aortic  stenting  may  be  suit- 
able for  treating  dissection,  elastic  recoil  and 
inadequate  lumen  enlargement  after  PTA.9-10 
The  technical  success  rate  of  aortic  stenting  is 
greater  than  90  percent,  with  a one  year  pa- 
tency rate  of  94  percent,  compared  with  72 
percent  for  aortoiliac  angioplasty  alone.11,12  The 
benefits  of  percutaneous  intravascular  stents 
are  low  morbidity  and  mortality,  local  anesthe- 
sia, short  hospitalization  and  no  abdominal 
incision.  Thus,  stenting  is  an  attractive  alterna- 
tive to  surgical  treatment  for  infrarenal  aortic 
occlusive  disease. 

CASE  REPORT  #1 

A 67  year  old  man  with  a known  history  of 
atherosclerotic  coronary  artery  disease,  was 
found  to  have  a severe  high  grade  obstruction 
of  the  distal  aorta  at  the  time  of  coronary  artery 
catheterization.  The  patient  subsequently  was 
scheduled  to  evaluate  the  obstruction  further 
by  arteriography  with  runoff  and  possible 
angioplasty.  The  patient  also  gave  a history  of 
bilateral  claudication  with  pain  starting  in  the 
gluteal  region  and  extending  into  the  bilateral 
thighs.  The  physical  examination  revealed  di- 
minished femoral  pulses  bilaterally.  Right  and 
left  thigh  to  brachial  indexes  were  0.71  and 
0.68  respectively.  An  arteriogram,  performed 
via  a transfemoral  approach,  using  a 5 French 


catheter,  showed  a short,  segmental,  eccentric 
stenosis  of  the  infrarenal  portion  of  the  distal 
abdominal  aorta  with  no  extension  to  the  aortic 
bifurcation  or  iliac  vessels.  (Figure  1)  The  re- 
mainder of  the  runoff  study  was  unremarkable. 
Pressure  measurements  indicated  a 75  mmHg 
gradient  across  the  stenosis.  Because  of  the 
short  segmental  area  of  stenosis  and  plaque  of 
the  aorta,  balloon  dilatation  was  considered. 
After  dilatation  with  a 1 2 mm  by  4 cm  balloon, 
a follow-up  angiogram  (not  shown)  revealed 
insufficient  dilatation  of  the  aortic  lumen  and  a 
significant  gradient  persisted.  Therefore,  a bal- 
loon expandable  intravascular  stent  P308 
(Johnson  and  Johnson,  New  Burnswick,  New 
Jersey)  was  placed  using  a 14  mm  by  4 cm 
Accent  balloon  (Cook  Bloomington,  Ind.). 

The  stent  was  placed  at  the  narrowed  por- 
tion of  the  aorta  through  a 9 French  delivery 
system  (cordis,  Miami,  Fla).  During  the  dilata- 
tion, the  balloon  ruptured  with  the  stent  par- 
tially deployed  in  the  abdominal  aorta  (Fig.  2). 
The  ruptured  balloon  was  removed  and  two  7 
mm  by  4 cm  length  BlueMAX  (Medi-Tech, 
Watertown,  Mass.)  angioplasty  catheters  were 
placed  bilaterally.  The  stenotic  area  was  redilated 
with  the  "kissing  balloon"  technique  (Figure  3). 
The  post  dilatation  angiogram  showed  a signifi- 
cant improvement  of  the  inner  lumen  stent  to 
13  mm  (Figure  4),  and  the  pressure  gradient 
had  been  eliminated. 

The  drug  regimen  included  325  mg  aspirin  in 
the  morning  prior  to  the  procedure  and  3,000 
IU  of  intravenous  Heparin  during  the  proce- 
dure. Activated  Coagulation  times  was  moni- 
tored throughout  the  entire  procedure  to  main- 
tain an  ACT  greater  than  200  seconds.  The 
patient  was  transferred  to  the  intensive  care 
unit  with  femoral  artery  sheaths  in  place.  The 
Heparin  was  not  reversed. 
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FIGURE  1 


A predilatation  abdominal  angiogram  demonstrates  a 
high  grade  eccentric  infrarenal  aortic  stenosis. 


FIGURE  2 


FIGURE  3 


Partially  deployed  12  mm  diameter  stent 
in  distal  abdominal  aorta. 


Second  balloon  was  passed  from  the  contralateral  side 
through  stent  to  further  dilate  aorta  with  'kissing  bal- 
loon' technique. 
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FIGURE  4 


Following  endovascular  balloon-expandable  intraluminal 
stent  implantation,  the  aorta  is  patent  without  hemody- 
namic residual  stenosis  or  pressure  gradient. 

The  Activated  Coagulation  Time  was  allowed 
to  return  to  less  than  150  seconds  before  the 
sheaths  were  removed.  Postoperative  ankle- 
brachial  index  and  pulses  were  recorded.  Aspi- 
rin 325  mg  p.o.  daily,  and  Dipyridamole  75  mg 
TID,  was  started  in  the  intensive  care  unit. 

RESULTS: 

The  postoperative  course  was  uneventful. 
The  patient  was  subsequently  placed  on  Hep- 
arin and  then  Coumadin  until  the  prothrombin 
was  1.5  times  the  control.  Twenty-four  hours 
post  stent  placement,  right  and  left  thigh  to 
brachial  indexes  were  1.02  and  1.03  respec- 
tively. The  patient  was  discharged  on  the  third 
post  procedure  day.  Home  medications  in- 
cluded 325  mg  aspirin  daily,  75  mg  Dipyridamole 
TID,  and  Coumadin.  The  prothrombin  time  was 
followed  by  an  office  visit  on  a weekly  basis.  A 
noninvasive  vascular  study,  15  months  after 
stent  placement,  revealed  bilateral  ankle/bra- 
chial indexes  of  1.02  and  palpable  pulses.  The 
patient  was  able  to  walk  without  any 
claudication. 


CONCLUSION: 

Because  of  the  focal  area  of  infrarenal  aortic 
stenosis  without  any  extension  to  iliac  bifurca- 
tion, a PTA  was  indicated.  Following  the  percu- 
taneous transluminal  angioplasty,  however,  the 
residual  stenosis  was  more  than  40  percent. 
Therefore,  a stent  was  placed  to  combat  vessel 
elastic  recoil.  In  this  patient's  case,  the  blood 
pressure  gradient  across  the  stenosis  after  stent 
placement  was  reduced  from  75  to  zero.  The 
result  was  successful  without  any  complication. 

In  several  studies,  technical  success  rates  of 
aortic  stent  placement  is  greater  than  90  per- 
cent. For  a focal  aortic  stenosis,  PTA  with  stent 
may  be  advantageous  compared  with  surgery, 
because  it  offers  treatment  without  general 
anesthesia,  is  less  invasive,  eliminates  postop- 
erative morbidity,  and  results  in  shorter  hospi- 
talizations. 
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MOVEMENT  towards  Comput- 
erized Medical  Data  ap- 
pears to  be  gaining  momen- 
tum. The  number  of  cooperating  computer 
networks  comprising  the  Internet,  for  instance, 
has  grown  rather  remarkably  from  2000  in 
1 989  and  1 990  to  over  20,000  in  1 994. 1 The 
day  appears  to  be  fast  approaching  when 
much  of  the  healthcare  now  delivered  in 
person  will  be  supplanted  by  computer-based 
communications  between  patients  and  medi- 
cal databases.  Similarly,  on-line  communica- 
tions between  patients  and  physicians  may 
replace  much  of  the  care  now  delivered  per- 
sonally. 

Although  the  coming  era  of  computer  domi- 
nance may  potentially  unlock  the  door  to 
more  effectual  exchange  of  information,  pos- 
sible cost  savings,  and  perhaps  even  improved 
patient  care,  it  would  be  a mistake  to  ignore 
attendant,  salient  issues,  relating  in  part  to 
individual  privacy  and  confidentiality.2  The 
challenge  posed  to  individual  privacy  by  the 
computerization  of  health  data,  and  the  ques- 
tionable ability  of  the  extant  patchwork  of 
pertinent  laws  to  adequately  protect  that  in- 
terest, should  properly  be  of  close  concern  to 
the  healthcare  community.3 

"Healthcare  information"  includes  not  only 
the  information  contained  in  patient  records, 
and  generated  by  the  provider  and  patient  in 
the  course  of  treatment,  but  extends  as  well 
to  data  culled  by  entities  not  involved  directly 
in  patient  care.  Many  entities  and  persons 
other  than  providers  may  seek,  use,  and  dis- 
close health  data  in  various  contexts  and  for 
manifold  purposes.  Insurance  company  rep- 
resentatives, for  example,  may  seek  data  re- 
lating to  a patient's  history,  diagnosis,  and 
prognosis.  In  another  vein,  firms  acting  on 
behalf  of  pharmaceutical  companies  may 
endeavor  to  garner  data  on  physicians'  pre- 
scribing practices  for  marketing  purposes. 
Credit  agencies  and  banks,  researchers,  edu- 
cational institutions,  and  persons  from  the 
civil  and  criminal  justice  systems  may  also 
seek  healthcare  information.4 


The  accompanying  need  for  privacy  in 
healthcare  information  is  compelling.  The 
medical  record,  and  health  data  generally, 
encompass  highly  personal  information  asso- 
ciated with  intimate  facts  about  a person's 
life.  Properly  maintaining  the  privacy  of  this 
sensitive  information  is  a serious  matter.1 
Patients,  on  the  one  hand,  need  access  to  this 
information,  to  enable  them  to  make  informed 
choices  about  their  healthcare.  On  the  other 
hand,  if  the  information  is  used  improperly,  or 
is  released  inappropriately,  substantial  harm 
may  accrue  to  the  patient's  interests,  possibly 
reaching  to  employment,  gaining  access  to 
credit,  or  securing  life  or  health  insurance.3 

Physicians  must  be  fully  cognizant  of  the 
possible  great  reluctance  of  patients  to  pro- 
vide certain  types  of  data,  if  they  fear  that 
confidentiality  may  be  violated,  thus  disrupt- 
ing the  physician-patient  bond.  In  order  to 
maintain  the  trust  and  confidence  of  patients, 
physicians  must  be  able  to  assure  patients 
that  healthcare  data  will  not  be  used,  or 
disclosed,  improperly.  Safeguards,  moreover, 
must  be  constructed,  effectually  guarding  the 
privacy  of  individual  health  data  when  the 
data  are  held  by  persons  other  than  physi- 
cians. Embellished  access  to  health  informa- 
tion emanating  from  the  growth  of  on-line, 
computer-based  communications  points  to- 
wards an  even  greater  need  for  effective 
protection  of  the  privacy  of  health  data. 

Views  on  the  threats  posed  by  computeriz- 
ing medical  information  to  patient  privacy  are 
fractious.  Some  may  argue  that,  compared  to 
paperbased  systems,  computers  are  more 
capable  of  gathering  data,  and  protecting 
such  data,  from  improper  disclosures.3  At 
least  in  the  view  of  some,  it  may  be  relatively 
easier  to  monitor  and  protect  computerized 
data,  than  paper  records,  because  of  features 
including  system  access  barriers  and  creative 
database  designs. 
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Others,  however,  are  less  sanguine,  and 
opine  that  new  systems  of  computer  linkage 
and  exchanges  of  data  across  interactive  net- 
works may  severely  strain  existing  mecha- 
nisms for  protecting  the  privacy  of  health 
information.3  The  same  technologies  that  al- 
low data  to  be  transmitted  from  one  com- 
puter to  another  may  further  allow  violations 
of  data  integrity.  Accumulating  anecdotal  in- 
formation indeed  points  towards  inappropri- 
ate access  to  data  by  computer  "hackers". 
The  security  mechanisms  of  extant  computer- 
based  patient  data  systems,  and  the  existing 
standards  for  protecting  the  integrity  of  com- 
puterized health  data  across  states,  simply 
are  not  an  infallible  shield  against  abuses. 

Although  paper  records  certainly  may  be 
used  and  disclosed  improperly,  computers 
may  exacerbate  such  problems.4  Computers 
allow  a relatively  large  number  of  persons  to 
handle  or  access  data.  Once  data  access  is 
gained,  intruders  may  be  empowered  to  ab- 
scond with  far  more  data  than  would  be  likely 
if  relatively  cumbersome  paper  records  were 
involved.  Furthermore,  computers  may  allow 
for  "invisible"  theft,  in  which  patients  and 
providers  remain  unaware  of  the  unautho- 
rized access;  there  may  similarly  be  "invis- 
ible" modification,  deletion  or  addition  of 
data. 

"Smart  cards"  have  been  heralded  as  a 
panacea,  or  at  least  a partial  cure,  for  the  ills 
plaguing  computerized  medical  data.  These 
credit  card-sized  devices  contain  one  or  more 
integrated  circuit  chips  with  the  ability  to 
store,  process  and  exchange  information  with 
a computer.  Patients  can  use  the  cards  to 
maintain  their  own  medical  records.  More- 
over, because  patients  can  thus  control  ac- 
cess to  their  records,  fears  of  improper  dis- 
closures may  be  allayed.  The  French  are  pio- 
neers in  the  use  of  smart  cards;  an  estimated 
half-million  cards  are  now  in  use  in  France.3 
Pilot  projects  involving  smart  cards  have  also 
been  launched  in  other  European  nations, 
including:  Germany,  Austria,  and  Holland. 
Smart  card  systems  for  medical  purposes, 
however,  have  seen  merely  limited  applica- 
tions in  the  United  States. 

Skeptics  look  askance  at  the  ability  of  smart 
cards  to  protect  patient  privacy.3  For  one 
thing,  the  card  is  useless  if  damaged  or  lost. 
A proposed  solution,  in  this  regard,  is  the 
creation  of  a back-up  database  containing  the 
patient  information.  Yet,  such  a database 
would  likely  raise  many  of  the  same  problems 
and  concerns  that  the  smart  card  is  intended 


to  alleviate.  The  kinks  in  the  armor  of  smart 
cards  must  be  worked  out. 

In  general,  the  task  overall  of  developing 
technology  which  will  adequately  protect  the 
privacy  of  computerized  medical  data  is  far 
from  complete.  Similarly,  the  task  of  develop- 
ing laws,  rules  and  procedures  intended  to 
properly  govern  the  uses  and  disclosure  of 
computerized  health  data  is  not  complete. 
There  remains  a salient  need  to  judiciously 
strike  an  appropriate  balance  between  the 
individual's  right  to  privacy,  attendant  secu- 
rity costs,  and  legitimate  societal  benefits 
flowing  from  access  to  computerized  data.4 

The  existing  body  of  applicable  laws  pro- 
vides limited  protection  of  privacy  in  the 
realm  of  medical  information.  As  the  march 
towards  on-liine,  computer-assisted  commu- 
nication proceeds  inexorably,  further  laws 
will  have  to  be  crafted  to  address  evolving 
issues  affecting  patient  privacy  and  confiden- 
tiality. Without  fresh  laws,  resolution  of  press- 
ing issues  involving  privacy  and  confidential- 
ity will  likely  be  pushed  into  the  courtroom. 
Efforts  to  collect  empirical  evidence  of  abuses 
of  medical  data,  in  furtherance  of  legislative 
initiatives,  are  indicated.  Other  steps  may  be 
germane,  and  helpful,  as  well.4  New  laws  de- 
signed to  protect  computerized  health  data 
should  etch  carefully  the  contours  of  health 
data  privacy.  Further,  there  should  be  legisla- 
tively-directed sanctions  of  a nature  sufficient 
to  deter  improper  access,  disclosure  and  sale 
of  medical  data.  Nascent  laws  should,  as  well, 
spell  out  informed  consent  requirements; 
establish  procedures  and  rules  affecting  ac- 
cess to  medical  data  by  "secondary"  users; 
and  be  structured  in  a manner  which  allows 
for  effective  tracing  of  the  flow  of  informa- 
tion. 

In  the  absence  of  the  development  of  zeal- 
ous safeguards,  the  continuing  development 
of  electronic  information  systems  may  be 
replete  with  violations  of  individual  privacy. 
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Perinatal  Approach  to  Skeletal  Dysplasia 

•MADELEINE  R.  MacDONALD,  M.D.  MELONIE  P.  WELSH,  M.S. 

Section  of  Rehabilitation  and  Genetic  Medicine 
University  of  Nebraska  Medical  Center 


THE  skeletal  dysplasias  are  a het- 
erogeneous group  of  disorders 
in  which  abnormalities  in  the 
grow  th  and  or  development  of  bone  and  carti- 
lage, result  in  disproportionate  short  stature. 
They  are  important  perinatally  because,  as  a 
group,  they  are  common,  affecting  1 in  4000  to 
1 in  5000  births,  usually  entail  severe  health  and 
cosmetic  consequences  for  those  affected,  often 
have  a genetic  basis,  and  are  frequently  lethal.14 
In  one  study,  13%  of  patients  with  skeletal  dys- 
plasias were  stillborn,  and  44%  died  perinatally.4 
Over  100  distinct  conditions  have  been  well 
described,  many  of  them  quite  rare.  This  het- 
erogeneity makes  them  a formidable  group  to 
diagnose  and  classify,  whether  before  and  after 
birth.  In  the  interest  of  brevity,  this  discussion  will 
focus  on  an  overall  approach  to  the  diagnosis  of 
those  skeletal  dysplasias  which  may  be  evident 
at,  or  before  birth. 

Genetics/Inheritance 

The  inheritance  of  these  conditions  is  diverse.2-6 
Although  many  demonstrate  autosomal  domi- 
nant inheritance,  this  may  not  be  immediately 
apparent  w hen  you  take  a pedigree.  Many  domi- 
nant genes  occur  as  a new  mutation  to  unaf- 
fected parents,  as  is  typically  seen  in  Achondro- 
plasia, the  most  common  non-lethal  skeletal  dys- 
plasia. This  is  in  contrast  to  cases  of  two  parents 
who  have  Achondroplasia,  themselves;  if  the 
fetus  inherits  the  Achondroplasia  gene  from  each 
parent,  this  double  dose  of  the  gene  is  lethal. 
Dominant  dysplasias  may  show  variable  expres- 
sion, with  milder  manifestations  in  some  cases. 
There  may  be  relatives  with  "short  stature"  who 
are  actually  mildly  affected  w ith  the  same  condi- 
tion. Unaffected  parents  may  have  more  than 
one  affected  child  due  to  a new  mutation  present 
only  in  one  parent's  germ  line.  This  is  gonadal,  or 
germ  line  mosaicism  and  occurs  very  rarely,  but 
has  been  reported  in  a few-  cases  of  Osteogenesis 
Imperfecta.  Other  modes  of  inheritance  are  found 
in  some  skeletal  dysplasias  including:  Diastrophic 
Dysplasia,  which  is  autosomal  recessive, 
Chondrodysplasia  Punctata  which  may  be  and  X- 
linked  dominant  or  autosomal  recessive  inherit- 
ance. A complete  family  history  may  give  some 
clue  to  the  mode  of  inheritance.  Specific  ques- 


tions about  consanguinity,  or  relatedness  of  par- 
ents, a family  or  maternal  history  of  stillbirths  or 
late  miscarriages,  and  relatives  with  short  stature 
is  significant  information.  Clarification  of  the  ulti- 
mate height  of  relatives  with  short  stature,  check- 
ing for  a history  of  neonatal  respiratory  distress, 
and,  if  possible,  obtain  photographs,  radiographs 
and  autopsy  results  for  review,  are  essential  for 
accurate  diagnosis.2 

Prenatal  Findings 

Nonspecific  findings  during  gestation  may  be 
suggestive  of  possible  skeletal  dysplasia,  includ- 
ing polyhydramnios,  with  and  without  hydrops, 
increased  maternal  weight  gain,  and  an  enlarged 
uterus  with  a paradoxically  small  fetus,  or  a small 
uterus  w'ith  decreased  fetal  growth.  Fetal  activity 
may  be  decreased  due  to  joint  contractures, 
dislocations,  or  fractures.  These  findings,  or  a 
family  history  of  skeletal  dysplasia  may  lead  one 
to  do  fetal  ultrasonography.1 26 

Alternatively,  skeletal  abnormalities  may  be 
incidental  findings  on  screening  fetal  ultrasounds, 
since  femur  length  is  commonly  used  to  deter- 
mine gestational  age  and  size.  The  findings  of 
short  limbs,  abnormally  shaped  bones,  or 
adnormal  bone  mineralization  on  routine  moni- 
toring, are  suspicious  and  generally  precipitate 
further  evaluation.  In  addition  to  the  routine 
measurement  of  the  fetal  head,  a qualitative 
assessment  of  the  skeleton,  including  all  four 
limbs  and  all  long  bones  is  a good  initial  screen 
for  skeletal  dysplasia.1-2-3-5 

Ultrasound  Imaging 

More  complete  information  on  ultrasono- 
graphic evaluation  for  skeletal  dysplasia  is  avail- 
able, for  cases  in  which  a skeletal  dysplasia  is 
being  considered.1-3  A correct  estimate  of  gesta- 
tional age  is  critical.  Measurements  of  all  long 
bones  should  be  made  and  compared  to  stan- 
dards in  obstetric  ultrasonography  texts  looking 
at  length,  symmetry,  degree  of  curvature,  and 
noting  fractures,  and  missing  or  extra  bones.  If 

’Correspondence  to:  Madeleine  R.  MacDonald,  M.D.,  Assis- 
tant Professor,  Pediatrics,  Rehabilitation  and  Genetic  Medi- 
cine, University  of  Nebraska  Medical  Center,  600  S.  42nd 
Street,  Email:  MMACDONA@UNMCVM.BITNET. 


334  Nebraska  Medical  Journal  November  1995 


present,  polydactyly  may  help  identify  cases  of 
Short  rib-polydactyly,  Ellis-van  Creveld,  or  Jeune 
asphyxiating  thoracic  dystrophy.  The  skull  should 
be  evaluated  for  shape  and  size.  Macrocephaly 
and/or  frontal  bossing  may  be  found  in  Achon- 
droplasia and  lethal  Thanatophoric  dysplasia; 
hydrocephalus  can  be  seen  with  Campomelic 
dysplasia.  The  thorax  dimensions  and  shape  are 
particularly  important.  A small  or  constricted 
thorax  often  leads  to  neonatal  death  due  to 
respiratory  distress  in  thanatophoric  dysplasia, 
achondrogenesis,  lethal  neonatal  osteogenesis 
imperfecta,  short-rib-polydactyly  and  congenital 
hypophosphatasia.  The  spine  should  be  viewed 
for  scoliosis,  hemivertebrae  or  decreased  miner- 
alization. Non-skeletal  findings  such  as  renal 
anomalies  or  congenital  heart  disease  may  also 
be  found.  Repeated  ultrasounds,  fetal 
echocardiography  and/or  radiographic  studies 
may  be  necessary  to  clarify  the  diagnosis.12-3  If 
there  is  concern  that  the  fetus  is  small  for  gesta- 
tional age,  rather  than  truly  disproportionate, 
chromosome  studies  may  be  helpful. 

Radiographic  Imaging 

Fetal  radiography  is  often  essential  to  confirm 
the  diagnosis,  especially  when  bone  mineraliza- 
tion is  being  assessed,  or,  when  fetal  size  or 
position  is  not  amenable  to  ultrasound.  Lachman 
and  Rappaport3  recommend  a maximum  of  four 
overhead  "fetograms"  (high  speed  film/screen 
combinations:74  KV,  900  MA  and  0.2  seconds  at 
standard  focal  spot  film  distance  of  40  inches)  if 
needed  to  decide  obstetric  management.  If  close 
to  term,  and  it  is  not  expected  to  alter  manage- 
ment, examination  should  be  withheld  until  after 
delivery.  In  a newborn  or  small  baby,  a complete 
skeletal  survey,  which  may  consist  of  AP  and 
Lateral  whole  body  films  is  desirable.  This  should 
include:  Skull,  AP/Lateral;  entire  Spine  (AP/Lat- 
eral);  Pelvis,  AP;  Chest,  AP  (rib  technique),  Hands 
and  Feet,  AP  (including  wrist  and  ankle);  all  Long 
Bones,  AP.  AP  and  Lateral  films  of  the  whole 
body  may  suffice  in  a small  baby,  if  they  give 
adequate  views  of  these  sites.2-3 

Physical  Examination 

On  physical  exam,  note  any  dysmorphic  fea- 
tures, and  note  which  part  of  the  extremities  are 
shortened;  proximal/rhizomelic  versus  distal/ 
mesomelic  shortening.  Still  photographs  are  ex- 
tremely useful,  particularly  in  cases  of  fetal  or 
neonatal  death.  In  these  cases,  a complete  au- 
topsy is  crucial  to  confirm  the  diagnosis  and  to  be 
able  to  counsel  the  family  about  recurrence  risk. 
The  autopsy  should  include  the  same  radio- 
graphs, and  examination  for  dysmorphic  features 
as  well  as  associated  internal  anomalies,  and,  if  at 


all  possible,  the  collection  of  tissue  samples  for 
further  analysis.  These  include  snap  frozen 
samples  of  cartilage  and  bone,  skin  fibroblasts 
and  chondrocytes  (from  sternum/rib  or  ileac 
crest),  each  in  tissue  culture  media,  tissue  fixed 
for  light  and  electron  microscopy  (from  femur, 
rib  vertebrae,  ileac  crest  and  other  sites  if  unusual 
in  shape),  and  fresh  frozen  tissue  individually 
wrapped  (from  femur,  tibia,  chest  plate,  ileac 
crest,  vertebrae  and  liver,  to  be  held  for  further 
studies).2-6-7 

Counseling 

After  the  diagnosis  is  clear,  the  family  should 
be  counseled  regarding  the  prognosis,  etiology, 
recurrence  risk  and  potential  prenatal,  monitor- 
ing for  future  pregnancies.  Even  if  the  couple  is 
not  considering  future  pregnancies,  at  that  time, 
in  the  future  they  may  wish  to  know  the  recur- 
rence risk  of  themselves,  as  well  as  other  family 
members.  Banking  tissue  samples  may  allow  us 
to  make  a confirm  a diagnosis  by  DNA/gene 
testing,  if  not  now,  then  in  the  near  future.  This  is 
providing  an  exciting  diagnostic  option  for  the 
most  common  genetic  forms  of  lethal  and  nonle- 
thal  skeletal  dysplasia,  Thanatophoric  dysplasia 
and  Achondroplasia,  respectively,  and  for  sev- 
eral other  types  of  skeletal  dysplasia.  If  informa- 
tive, this  will  allow  us  to  offer  DNA  testing  in 
subsequent  pregnancies.2-6-7 

Conclusion 

The  vast  number  of  skeletal  dysplasia  and  their 
extreme  heterogeneity  make  it  difficult  to  evalu- 
ate these  patients  and  to  interpret  their  diagnostic 
studies.  It  is  not  uncommon  to  seek  assistance 
from  a multi-disciplinary  team  including 
perinatology,  neonatology,  pediatric  radiology, 
pathology,  and  genetics  to  diagnosis  and  man- 
age cases.  The  key  is  to  follow  a systematic 
approach  in  gathering  data  that  can  then  be  sent 
for  review,  if  necessary. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln.  NE  68508 


1.  Must  a physician  obtain  a patient's  con- 
sent prior  to  the  administration  of  a test 
for  the  human  immunodeficiency  virus 
(HIV)? 

According  toNeb.  Rev.  Stat.  § 71-531  (Cum. 
Supp.  1 994),  a physician  may  not  test  his  or  her 
patient  for  the  HIV  infection  unless  the  patient 
provides  the  physician  with  informed  consent 
for  the  performance  of  such  test.  With  respect 
to  minors,  a parent  or  judicially  appointed 
guardian  may  give  such  consent. 

The  written  informed  consent  must  include: 

a)  an  explanation,  the  purpose,  the  uses  and 
the  limitations  of  the  test,  as  well  as  the  mean- 
ings of  both  positive  and  negative  results;  b)  an 
explanation  of  HIV  and  human  immunodefi- 
ciency syndrome;  c)  an  explanation  of  the 
testing  procedures  and  a statement  that  the 
test  is  voluntary;  and  d)  information  regarding 
the  behaviors  and  practices  which  expose  one 
to  the  risk  of  contracting  HIV  as  well  as  the 
methods  for  reducing  the  risk  of  exposure. 

Persons  seeking  the  HIV  test  are  entitled  to 
their  anonymity,  and  physicians  shall  confiden- 
tially refer  patients  requesting  such  tests  to 
sites  which  provide  anonymous  testing. 

Neb.  Rev.  Stat.  § 71-531  does  not  apply  to 
health  care  providers  or  facilities  when:  a)  such 
test  is  necessary  to  assure  the  medical  accept- 
ability of  human  body  parts  donated  under  the 
Uniform  Anatomical  Gift  Act;  b)  the  test  is 
performed  for  insurance  underwriting  purposes 
and  the  person  being  tested  has  given  his  or 
her  informed  consent;  c)  the  test  is  adminis- 
tered by  licensed  medical  personnel  to  per- 
sons who  have  been  admitted  to  the  Depart- 
ment of  Correctional  Services;  and  d)  the  per- 
formance of  the  test  is  made  pursuant  to  § 29- 
2290,  §§  71-507  to  71-513,  or  §§71 -5 1 4.01  to 
72-514.05. 

2.  How  may  a physician  participate  with  the 
Nebraska  Department  of  Health  to  pro- 
vide vaccine  under  the  Childhood  Vac- 
cine Act? 

According  to  Neb.  Rev.  Stat.  § 71  -529  (Cum. 
Supp.  1 994),  physicians  may  contract  with  the 
Department  of  Health  to  administer  vaccine  to 
children  subject  to  certain  conditions: 


a)  In  order  to  receive  the  vaccine  without 
cost,  physicians  may  not  charge  their  patients 
for  the  cost  of  the  vaccine.  While  physicians 
may  charge  for  the  administration  of  the  vac- 
cine, no  physician  may  deny  services  to  chil- 
dren whose  parents  or  guardians  are  unable  to 
pay  the  fee.  Fees  for  the  administration  of 
vaccine  must  be  approved  by  the  Department 
of  Health,  shall  be  uniform  among  the  partici- 
pating providers  and  shall  not  exceed  the  cost 
ceiling  for  the  region  including  Nebraska  as 
established  by  the  Secretary  of  the  United 
States  Department  of  Health  and  Human  Ser- 
vices; 

b)  Physicians  must  administer  the  vaccines 
according  to  the  schedules  recommended  by 
the  Advisory  Committee  on  Immunization  Prac- 
tices of  the  Centers  for  Disease  Control  and 
Prevention  or  the  American  Academy  of  Pedi- 
atrics, with  the  proviso  that  a physician  may 
disregard  the  schedules  if  in  his  or  her  profes- 
sional judgment  compliance  is  medically  inap- 
propriate; and 

c)  Physicians  must  maintain  records  for  all 
vaccines  administered  for  inspection  and  audit 
by  the  Department  of  Health  or  the  Auditor  of 
Public  Accounts. 

3.  Does  the  Childhood  Vaccine  Act  create 

an  entitlement  program? 

The  Nebraska  State  Legislature  has  stated 
expressly  in  Neb.  Rev.  Stat.  § 71-530  (Cum. 
Supp.  1994)  that  the  Childhood  Vaccine  Act 
does  not  create  an  entitlement  to  any  of  the 
Act's  activities  or  services.  The  Department  of 
Health  is  authorized  to  perform  the  activities 
and  services  of  the  Act  to  the  extent  that  funds 
are  available. 


"Ask  a Lawyer*  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Steven  C.  Likes,  a law  student  at  Creighton  University  Law  School 
and  Charles  M.  Pallesen  Jr.  of  Cline  Williams  Law  Firm.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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tices allergy  and  immunology  in  Omaha  and  her 
office  address  is  2918  So.  24th  St.,  Omaha,  NE 
68108. 

ANN  B.  RUSSELL,  M.D. 

Dr.  Russell  was  born  in  Roseville,  California  and 
attended  Creighton  University.  She  is  a 1992  gradu- 
ate of  the  University  of  Nebraska  College  of  Medi- 
cine. Dr.  Russell  took  a pediatric  internship  and 
residency  at  the  University  of  Oklahoma  Health 
Sciences  Center.  Dr.  Russell  practices  pediatrics  in 
Omaha  and  her  office  address  is  555  N.  30th  St., 
Omaha,  NE  68131. 
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NANCY  L.  VANDER  SLUIS,  M.D. 

Dr.  Vander  Sluis  was  born  in  Pipestone,  Minne- 
sota and  attended  Morningside  College  in  Sioux 
City,  Iowa.  She  is  a 1 986  graduate  of  the  University 
of  South  Dakota  School  of  Medicine  and  took  her 
pediatric  internship  and  residency  at  the  University 
of  Missouri  - Columbia.  Dr.  Vander  Sluis  is  a pedia- 
trician in  Omaha  and  her  office  address  is  14264 
West  Maple,  Omaha,  NE  68164. 


ROBERT  D.  WOODFORD,  M.D. 

Dr.  Woodford  was  born  in  Lincoln  and  attended 
Nebraska  Wesleyan  University.  He  is  a 1 982  gradu- 
ate of  the  University  of  Nebraska  College  of  Medi- 
cine and  took  his  graduate  training  in  pediatrics  at 
Children's  Medical  Center  of  Dallas/University  of 
Texas  Southwestern  Medical  School  Affiliated  Hos- 
pitals. Dr.  Woodford  is  a pediatrician  in  Omaha  and 
his  office  address  is  9202  W.  Dodge  Rd.,  #101, 
Omaha,  NE  681 1 4. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

NOVEMBER  1 8, 1 995  - Gastroenterology  Update 
- Marriott  Hotel,  Omaha,  NE. 

MARCH  2,  1 996  — Annual  Colon  & Rectal  Dis- 
eases Program  - Marriott  Hotel,  Omaha,  NE. 

APRIL  26,  1996  — Infectious  Diseases  Sympo- 
sium - Boys  Town  Institute  Auditorium  - St. 
Joseph  Hospital. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26,  1996  — Family  Medicine  Update  - 
Okoboji,  Iowa. 

JUNE,  1996  — American  Association  of  Clinical 
Anatomists  - Creighton  University,  Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

JANUARY  8-12,  1996  — Bone  and  Soft  Tissue 
Tumors,  30.5  Category  I hours,  Fee:  $730. 
Mauna  Lani  Bay  Hotel,  Kohala  Coast,  Hawaii. 

FEBRUARY  10-14,  1996  — Selected  Topics  in 
Internal  Medicine,  Rancho  Bernardo  Inn  & 
Resort,  San  Diego,  California,  22  Category  1 
hours.  Registration  fee:  $595. 

FEBRUARY  29-MARCH  2,  1996  — Mayo  Clinic 
State-of-the-Art  Symposium:  Arrhythmia  Man- 
agement, Silverado  Resort,  Napa  Valley,  Cali- 
fornia, 1 3 Category  1 hours,  Registration  Fee: 
$420. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 
MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 


JUNE  25-29,  1 996 — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  co- 
operation with  Mayo  Clinic  and  the  Depart- 
ment of  Medicine,  Royal  College  of  Surgeons 
in  Ireland  Medical  School.  Program  Site:  Dublin, 
Ireland. 

AUGUST  8-1 0,  1 996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clini- 
cal Applications  of  Capillary  Electrophoresis. 
Program  Site:  Leighton  Auditorium,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Sympo- 
sium 1 996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507- 
284-8399,  Fax:  507-284-0532. 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20,  1997  — Fall  Session, 
Cornhusker  Hotel,  Lincoln  (tentative  date). 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

FRIDAY,  DECEMBER  1,  1995  — Dose-Intensive 
Chemotherapy  Strategies:  From  the  Bench  to 
the  Clinic,  (In  conjunction  with  American  Soci- 
ety of  Hematologists,  Seattle,  Washington  Tar- 
get Audience:  Oncologestsand  Hematologists. 
Fee:  $50. 

THURSDAY-SUNDAY,  DECEMBER  7-1 0, 1 995- 
Obstetrics  and  Gynecology  Conference,  Bally's, 
Las  Vegas,  Nevada,  Target  Audience:  Primary 
Care  Physicians.  Fee:  $295. 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1 5/96,  $450  after. 

THURSDAY-SATURDAY,  MARCH  14-16,  1996 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Washington,  DC,  Target  Au- 
dience: Physicians  and  non-physicians  inter- 
ested in  medical  director  and  related  issues. 
Fee:  $200. 

1 1 DAYS,  MARCH  1 8-29, 1 996 — Family  Practice 
Review:  Skills  for  the  21  st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $ 1 400  - split 
sessions. 


11  DAYS,  APRIL  15-26,  1996  — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  681 98-5651 . Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 
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NEBRASKA  MEDICAL  JOURNAL 
1995  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the  Nebraska 
Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented  but  not 
published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the  award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1995  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1996. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1995.  Residents  and  students  should  be  aware  that  due  to 
review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several  months.  The  Editor/ 
Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements  for 
manuscripts  submitted. 

10.  Articles  submitted  in  response  to  a Nebraska  Medical  Foundation  Student  Research  Scholarship  are  not  eligible  for  the  award. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

1500  South  48th  St.,  Suite  #511  • Lincoln,  NE  68506 
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Kearney 

NMA  PRO  GRIEVANCE 

COMMITTEE 

Herbert  A Hartman  Jr  M D 

Herbert  A.  Hartman,  Jr.,  M.D 

Omaha 

W.  Smith,  M.D 

Omaha 

Verlin  K.  Janzen,  M.D 

Nebraska  City 

Dennis  M.  Connolly,  M.D 

Lincoln 

Thomas  S.  Stalder,  M.D. ... 


. Lincoln 


NM  A/CREIGHTON 
COORDINATING  COMMITTEE 
(NMA  Representatives) 


Amy  K.  Jespersen,  M.D 

Shawn  S.  Lawrence,  M.D. 

A.  Kathy  Morse,  M.D 

Charlotte  A.  Wirges,  M.D. 


Omaha 

...  Broken  Bow 
.Grand  Island 
Holdrege 


C.  T.  Frerichs,  M.D Beatrice 


M.  Jack  Mathews,  M.D. . 
John  L.  Reed,  M.D 


. Lincoln 
. Lincoln 


AD-HOC  COMMITTEE  ON 


David  L.  Bacon,  M.D.,  NMA  Chairholder .... 
Charles  F.  Damico,  M.D 

...  Kearney 
..  Hastings 

NMA  AD-HOC  COMMITTEE  ON 
VIOLENCE  AND  NEGLECT 

MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder 

Lincoln 

Jack  K.  Lewis,  M.D.,  Chairholder 

...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison 

Bernard  L.  Kratochvil,  M.D 

Omaha 

Robert  G.  Osborne,  M.D.,  Liaison 

...  Lincoln 

Patrick  E.  Brookhouser,  M.D 

Omaha 

Jon  S.  Berlin,  M.D 

Kearney 

John  R.  Mitchell,  M.D 

...  Omaha 

Paul  J.  Nelson,  M.D 

...  Omaha 

Allen  D.  Dvorak  M D 

Matthias  1.  Okoye,  M.D 

...  Lincoln 

Roger  A.  Jacobs,  M.D 

Dwame  J.  Peetz,  M.D 

Neligh 

Dale  E Michels  M D 

Perry  T.  Williams,  M.D 

...  Omaha 

Kenton  L.  Shaffer  M D 

COMMISSION  ON 

John  Walburn,  M.D 

Omaha 

NMA/UNMC 

HOSPITAL  MEDICAL  STAFF 

Eugene  A.  Waltke,  M.D 

Omaha 

COORDINATING  COMMITTEE 

David  H.  Filipi,  M.D.,  Chairholder 

...  Omaha 

Wayne  K.  Weston,  M.D 

....  Lexington 

(NMA  Representatives) 

Chris  C.  Caudill,  M.D.,  Liaison 

...  Lincoln 

David  L.  Bacon,  M.D.,  NMA  Chairholder .... 

...Kearney 

Elvin  G.  Brown,  M.D 

Hastings 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Gordon  D.  Adams,  M.D 

Norfolk 

Paul  E.  Collicott,  M.D.,  Chairholder 

Lincoln 

David  R.  Dyke,  M.D 

Lincoln 

David  R.  Little,  M.D.,  Liaison 

Hastings 

Joel  T.  Johnson,  M.D 

...  Kearney 

Alvin  A.  Armstrong,  M.D 

..  Scottsbluff 

Randy  T.  Kohl,  M.D 

Albion 

Richard  A.  Blatny,  M.D 

Fairbury 

Richard  H.  Meissner,  M.D 

Omaha 

Michael  J.  Duggan,  M.D 

Lincoln 

James  F.  Panzer  M.D 

Gordon 

Hiram  R.  Walker,  M.D 

Kearney 

Kiran  Gangahar,  M.D 

Frederick  F.  Paustian,  M.D 

Omaha 

Herbert  A.  Hartman,  Jr.,  M.D 

Omaha 

Jerald  R Sr.hpnkpn  M D 

Omaha 

COMMISSION  ON  MEDICAL 

Loren  H.  Jacobsen,  M.D 

Broken  Bow 

R C Weldon  M.D  Nehraska  Hi  tv 

SOCIO-ECONOMICS 

Alan  W.  Langvardt,  M.D 

Wpsley  ft  Wilhplm  M n 

Dale  E.  Michels,  M.D.,  Chairholder 

..  Lincoln 

Dwaine  J.  Peetz,  M.D. 

Robert  F.  Shapiro,  M.D.,  Liaison 

..  Lincoln 

Richard  M.  Pitsch,  M.D 

Seward 

COMMISSION  ON  PUBLIC  AFFAIRS 

Paul  E.  Collicott,  M.D 

...  Lincoln 

Rodney  S.  W.  Basler,  M.D.,  Chairholder .... 

Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D 

...  Omaha 

Lawrence  D.  Helmick,  M.D 

Kearney 

Darroll  J.  Loschen,  M.D 

York 

NEBRASKA  PHYSICIAN  ORGANIZATION 

Daniel  R.  Cronk.  M.D Grand  Island 

Harlan  C.  Shriner,  Jr.,  M.D 

...  Lincoln 

ADVISORY  GROUP 

John  Calvin  Davis  III,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Michael  J.  McGahan,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

COMMITTEE  ON  PATIENT  ADVOCACY 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

John  M.  McCammond,  M.D Kearney 

COMMITTEE  ON  PHYSICIAN  ADVOCACY 

John  Calvin  Davis,  III,  M.D., Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Liaison Lincoln 

Gordon  D.  Bainbridge,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

Doublas  J.  Praus,  M.D Kearney 

AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Jeffry  L.  Strohmyer,  M.D.,  Chairholder Papillion 

William  R.  Palmer,  M.D.,  Liaison Omaha 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

R.  Michael  Norris,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 


HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Jehangir  B.  Bastani,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 


Blaine  Y.  Roffman,  M.D 

Omaha 

H.  Russell  Semm,  M.D 

Lincoln 

Robert  F.  Shapiro,  M.D 

Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 


Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D '. Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

November  1995  Nebraska  Medical  Journal  15.4 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1 100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


PEDIATRICS 

family  practice  Agnes  Gomes,  M.D. 

William  J.  Lawton.  M.D.  Karen  M.  Higgins,  M..D. 

Ken  Landm.  M.D.  obstetrics  ■ gynecology  Larry  j.  Marshall,  M.D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D  Stephen  L.  O'Grady,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 


11-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1-402-484-7600 

1500  S.  48TH  ST.,  SUITE  709 
LINCOLN,  NE  68506 

1 -800-MED-LINC 

1-96 


The 

□ 

^ HEART  \ \ \ ] 

■_■■■  CONSULTATIVE 

Center  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.  Box  5345  • Grand  Island,  NE  68802 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

Phone  (402)  466-8259  or  1-800-633-5462  4-96 

David  W.  Swift,  M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O.  Box  2339 

2115  N.  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)382-9266 

(402)462-8990 

If  No  Answer  Call 

(308)384-3199 

6-96 

eye . 


f surgical 
: associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1 -800-633-5462 


Larry  W.  Wood,  M.D. 

Max  W.  Linder,  M D. 
Gregory  E.  Sutton,  M D 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatnce,  Nebraska 
Sa/vard.  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva  Nebraska 
NebraskaOty,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-95 
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PHYSICIAN'S  DIRECTORY,  cont. 

I LINCOLN,  corn.  | | LINCOLN,  cont.  | 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  FAC.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge.  M.D..  FAC.O.G. 

Gregory  W.  Heidnck,  M.D.,  FAC.O.G. 

Yvonne  K.  Davenport,  M.D.,  FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• HIGH  RISK  OBSTETRICS 

| 24  HOURS  - 7 DAYS  A WEEK 1 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

483-7641 

' NEW  PATIENTS  WELCOME  ' 

• MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• LASER  SURGERY 

Suite  200,  301  S.  70th 

• MAMMOGRAPHY 

Lincoln,  NE  68510 

10-96 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

Clyde  R.  Meckel,  M.D. 

(402)489-6554 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-95 

1 wmrt 

402-475-2803 

W>  'Wj  1 1 I 1 Lincoln  OrtlxpH'dic  Center 

| ^3-2130'  | 

Arthroscopic  Surgery 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine 

Board  Certified 

General  Orthopaedic 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Arthritis  Surgery 

Matthew  C.  Reckmeyer,  M.D. 

Fractures  & Trauma 

Board  Certified 

Hand  Surgery 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

Total  Joint  Replacement 

)ohn  C.  Yeakley,  M.D. 

Children's  Orthopaedics 

Board  Certified 

8-96 

1000  South  13th  Street  • 

P.O.  Box  2636  Lincoln,  Nebraska  68542 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Recta)  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Lincoln.  NE  6851 0 11-95 


I NEBRASKA 
I ORTHOPAEDIC 
L.  .ASSOCIATES 
I P.C^ 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 

Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


• GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY-HAND  SURGERY 
1 JOINT  DISEASE&TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 

• SURGERY0F1HEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-96 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 


10-96 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 


Phone:  402-488-3002 


10-96 
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PHYSICIAN'S  DIRECTORY,  cont. 

[ LINCOLN,  cont.  ! 1 LINCOLN,  cont. 


pathology 

medical 

services 

p.c. 


SAMUEL  E BOON.  M.D 
JOHN  H.  CASEY.  M.D 
DEBORAH  K DAVIDSON  D O 
MICHAEL  J DUGGAN.  M D 
DONALD  A DYNEK  M D 
GEORGE  E GAMMEL.  M D 
PATRICK  A KEELAN.  M.D 
STEFFAN  R LACEY  M D 
CHRISTOPHER  T MASADA.  M D 
SCOTT  M.  NOEL.  M D 
MATTHIAS  I OKOYE  MD 
JOHN  F PORTERFIELD.  M D 
ROBERT  F SHAPIRO.  M D 
AINA  I SILENIEKS.  M D 
DANIEL  J.  TILL.  M.D 
LARRY  D TOALSON.  M.D 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 


Plaza  Mall  South.  1919  South  40th  Street.  Suite  333.  Lincoln.  NE  68506-6960 


402483-5053  or  800/742-7414 


6-96 


UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740 ’A*  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 


Q 


PLASTIC  SURGICAL  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 

10-96 


Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 


xRAIRIE  SURGICAL 

A S S 0 C I A T E S P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street.  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX;  486-3344 


O 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson.  M.D.,  FACOG 
James  J.  Maly.  M.D..  FACOG 

Specialists  in  Obstetrics  and  Gynecology 
220  Lyncrest  Drive.  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-96 
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PHYSICIAN'S  DIRECTORY,  cont. 

OMAHA  | OMAHA,  cont.  1 


iT  T^l°gv i 

Adult  & Pediatric 

1 v_^enter.-J 

Urology 

Hal  K.  Mardis,  M.O.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A.  Komgsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoftrey  Deeths,  M.D.,  FAC.S 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S. 90th  Street 

• Satellite  Clinics 

Omaha,  NE  681 14 

Papillion,  NE 

(402)  397-9800 

• Immanuel 

800-882-4770 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY.  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.TIEDEMAN,  M.D. 

scott  t.  mcmullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED24  HOURS 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-96 

CARDIOTHORACIC  & VASCULAR 

Available  for  Consultation, 

jVh  SURGERY 

Richard  H.  Legge,  M.D. 

//r  tI*  Robert  D.  Lynch,  M.D. 

(jp*  fj  Allen  H.  Graeve,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

West  Dodge  Medical  Bldg. 
Phone::  (402)393-6624  8300  Dodge  Street,  Suite  124 

FAX:  (402)393-6635  Omaha,  NE  681 14 

8-96 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 

10-96 

Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

65 10  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

1 1-95 

FiRSTiaraa 

81 1 1 Dodge  St. 
Omaha,  NE 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)  390-81 1 1 

of  Expert  Eye  Care 

Stanley  M Truhlsen,  M.D.. 
emeritus 

210  Regency  Pkwy 
Omaha,  NE 

C.  Rex  Latta.  M.D. 

68114-3726 

! 

(402)  391-3131 

John  W.  Pemberton,  M.D. 

John  T.  Ramsell.  M.D 

4242  Famam  St. 

! . 

.....  I 

Omaha,  NE 

Donald  L Arkfeld.  M.D. 

68131-2810 

Raymond  M.  Crossman.  III.  M.D 

(402)  552-2300 

D.  Francis  Arkfeld.  M.D. 

3353  L St. 

Camilla  R.  Parson,  M.D. 

Omaha.  NE 

Michael  L.  Goldstein.  M.D 

68107-2500 

| 

Since  1886 

(402)  390-81 1 1 5.96 

Midwest  Childrens  Chest  PhysiciansP.C.isatfiliated  with 
Midwest  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L DAVIS,  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.O. 
KEVIN  R.  MURPHY,  M.D. 
MARK  C.  WILSON,  M.D. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG,  M.D. 

6-96 


Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  681 24 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

GRAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

415  East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  LA  51 537 
712-755-5161 
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PHYSICIAN'S  DIRECTORY,  cont. 


i OMAHA,  cont.  I 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-95 


OMAHA,  cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "F*  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  "O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 

11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  8-9< 


JOSEPH  A.  JARZOBSKI,  M.D. 
TIMOTHY  R.  FANGMAN,  M.D 
DENNIS  P.  TIERNEY.  M.D. 

SHIRLEY  LANDEN  HUERTER,  M.D. 
MICHAEL  H.  PETERS.  M.D. 

D.  RANDALL  PRITZA,  M.D 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 
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SCOTTSBLUFF 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-96 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street.  Suite  #225 
P.O  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha.  Nebraska  b8l22 
(402) 572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  primary 
care  trained  or  emergency  physicians  interested  in 
stellar  Emergency  Medicine  practice.  Director  and 
staff  positions.  Full-time,  and  regular  part-time.  8k 
volume/12  & 24  hour  shifts.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul  mal- 
practice with  unlimited  tail,  excellent  benefit  pack- 
age/bonuses to  full-time  physicians.  Numerous  other 
locales.  Contact  Melissa  J.  Milliken,  CMSC,  Director 
of  Professional  Relations,  800-729-781 3,  or  send  CV 
to  P.O.  Box  515,  Ankeny,  I A 50021. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We 
track  every  community  in  the  country.  Call  now  for 
details.  The  Curare  Group,  Inc.,  (800)  880-2028, 
ID#C1 49MT. 

INTERNAL  MEDICINE  AND  FAMILY  PRACTICE 
OPPORTUNITIES:  Rural  Lake  Country  Community  is 
seeking  the  above  practitioners  to  join  an  active  13 
physician  multispecialty  group.  Quality,  comfortable 
living  environment,  multiple  recreational  activities, 
fine  educational  opportunities  and  cultural  activities 
abound.  Opportunity  includes  relaxed  call,  liberal 
salary  and  exceptional  benefits.  Send  curriculum 
vitae  or  inquiries  to:  Lake  Region  Clinic,  P.C.,  Attn.: 
Joel  Rotvold,  P.O.  Box  1100,  Devils  Lake,  ND  58301 
or  call  (800)  648-8898  for  further  information. 

FACULTY  WANTED:  Clarkson  Family  Medicine 
opened  its  doors  July  1,  1991.  We  have  filled  in  the 
Match  Program  every  year  since  then,  and  have 
expanded  from  a twelve  resident  program  to  an 
eighteen  resident  program  in  1995.  We  have  seen 
our  graduates,  as  a group,  score  in  the  top  10% 
nationally  on  the  in-training  exam.  We  currently  have 
four  full-time  family  practice  faculty,  one  obstetrician, 
one  pediatrician  and  full-time  behavioral  science 
coverage,  including  two  part-time  psychiatrists.  In 
order  to  provide  the  training  necessary  to  prepare 
our  residents  for  rural  practice,  including  extensive 
OB  and  procedural  experience,  we  are  recruiting 
two  additional  family  physician  faculty.  Requirements 
include  practice  and/or  teaching  experience,  strong 
OB  background  and  a desire  to  participate  in  a new, 
exciting  and  growing  residency  program.  Responsi- 
bilities and  salary  are  negotiable  and  based  on 
experience.  Clarkson  Hospital  takes  pride  in  being  a 
smoke-free  environment  and  does  not  hire  appli- 
cants who  use  tobacco  products.  EOE.  Send  CV  and/ 
or  letter  of  inquiry  to:  Richard  A.  Raymond,  M.D., 


Director,  Clarkson  Family  Medicine,  4200  Douglas 
Street,  Omaha,  NE  68131,  (402)  552-2045. 

ACUTE  CARE,  INC.  LOCUM  TENENS:  Seeking 
quality  physicians  interested  in  primary  care  and/or 
OB/GYN  locum  tenens  opportunities.  Part-time  and 
full-time.  Numerous  Iowa,  Nebraska  and  Illinois  lo- 
cales. Work  as  much  or  as  little  as  you  desire.  You 
pick  the  hours  and  the  location.  Highly  competitive 
compensation.  Paid  St.  Paul  malpractice  with  unlim- 
ited tail.  Excellent  benefit  package/bonuses  to  full- 
time physicians.  Contact  Melissa  J.  Milliken,  CMSC, 
Director  of  Professional  Relations,  800/729-7813  or 
send  CV  to  P.O.  Box  515,  Ankeny,  I A 50021. 

COUNCIL  BLUFFS  IOWA  - ACUTE  CARE  COUN- 
CIL BLUFFS,  L.C.:  Ambulatory  Care  Clinic  seeking 
quality  physicians  to  practice  either  regular  part-time, 
full-time  or  moonlighting  during  residency.  Primary 
care,  urgent  care,  occupational  and  sports  medicine. 
Weekday,  week  nights  or  weekend  shifts.  Paid  St. 
Paul  malpractice.  Excellent  benefits/bonus  packages 
to  full-time  physicians.  Highly  competitive  salary. 
Contact  Melissa  J.  Milliken,  CMSC,  Director  of  Pro- 
fessional Relations,  800/729-7813  or  send  CV  to 
P.O.  Box  515,  Ankeny,  IA  50021. 

PRIMARY  CARE:  VA  Medical  Center,  Lincoln, 
Nebraska.  Seeking  Board  Certified  internist  to  pro- 
vide primary  care.  Center  is  affiliated  with  two  medi- 
cal schools,  offers  a competitive  benefit  plan  and 
university  community.  Reflects  quality  living.  Reply 
to  Barry  A.  Graham,  M.D.,  Chief  of  Staff,  VA  Medical 
Center,  600  S.  70th  St.,  Lincoln,  NE  6851 0.  (402)  486- 
7803.  English  language  proficiency  required.  EOE. 

PSYCHIATRY:  Director  sought  to  provide  clinical 
leadership  to  a state  mental  health  care  facility 
offering  neurogeriatric  rehab,  acute  care,  after  care 
and  chemical  dependency  treatment  programs.  The 
facility  has  approximately  100  admissions  per  month 
with  an  average  census  of  200  patients.  Director  will 
provide  clinical  and  administrative  direction  to  a staff 
consisting  of  psychiatrists,  physicians,  psychologists, 
pharmacists,  nursing,  social  workers  and  program 
directors.  Totally  monitored  clinical  treatment  pro- 
gram including  lab  monitoring  and  on-going  treat- 
ment outcome  evaluations.  The  facility  is  located  in 
a small  mid-west  community  with  housing  and  cost 
of  living  below  the  national  average  within  a safe 
environment.  The  facility  offers  a negotiable  salary, 
superb  benefits  package,  liberal  vacation  and  sick 
leave,  comfortable  40  hour  week  schedule  with 
rotating  call,  professional  liability  carried  by  state 
statute,  on-campus  housing  reimbursement  and 
moving  allowance.  Please  send  curriculum  vitae  with 
letter  of  interest  to  Box  046,  Nebraska  Medical 
Journal,  233  S.  13th  St.,  #1512,  Lincoln,  NE  68508. 
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Physicians,  Residents,  and  Medical  Students: 


You  know  how  to  protect  yourself 
against  HIV.  But. . . do  you  know  how  to  protect 
yourself  against  the  financial  consequences? 

As  a medical  professional,  you  may  have  increased  exposure  to 
HTV  infection. 

Regardless  of  the  precautions  taken,  members  of  the  medical  community  may 
be  at  higher  risk  for  exposure  to  HIV  infection. 

Traditional  insurance  was  not  designed  to  provide  financial 
protection  against  HTV  infection. 

Although  you  may  have  adequate  amounts  of  life,  health  and  disability  insurance, 
none  are  specifically  designed  to  protect  you  against  the  financial  consequences  of 
HIV  infection.  That  includes  loss  of  income  and  cost  of  treatment. 

The  AMA-Sponsored  HTV  Indemnity  Insurance  Plan  pays  a lump  sum 
benefit  upon  first-time  diagnosis  of  HTV  seropositivity  - up  to  $500.000. 

The  plan  is  designed  to  help  meet  your  financial  needs  if  you  become  infected  with 
HIV,  regardless  of  any  other  insurance  you  may  have. 

The  deadline  for  enrollment  in  the  HTV  Indemnity  Plan 
is  March  1, 1996. 

For  complete  details  and  cost  of  this  coverage,  request  your  FREE,  no-obligation  infor- 
mation about  the  HIV  Indemnity  Plan  today.  Complete  and  return  the  request  form 
below  or  call  the  AMA  Insurance  Agency  toll-free:  1-800-458-5736  (Monday  through 
Friday,  9:00  a.m.  to  4:45  p.m.  Central  time).  Applications  cannot  be  accepted  after  March  1,  1996, 
when  the  current  enrollment  period  ends. 


Co-sponsored  by: 


DON’T  FORGET  — OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1996! 
CALL  1-800-458-5736  OR  COMPLETE  AND  RETURN  THE  REQUEST  FORM  BELOW: 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska. 


□ YES!  I want  FREE  information  about  how  I can  help  protect  myself 
financially  against  HIV.  Please  send  me  complete  details  and  costs 
for  this  coverage.  I understand  that  requesting  this  information 
places  me  under  no  obligation.  However,  my  application  must  be 
received  before  the  current  enrollment  period  ends  — March  1 , 1 996.  ADV9509 


( 


Name 

Business/School  Phone 

Address 

/ 

/ 

City  State  ZIP  Date  of  Birth  Month  Day  Year 


( ) 

Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  □ Physician 

□ Resident 

□ Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  □ Yes  □ No 


! A Subsidary  of  the  American  Medical  Association  , 

i 


A fax  for  medical  offices 
without  patience. 


The  RICOH FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 


• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 


•10  Quick  Dial  and  40  Speed  Dial  keys 
• Automatic  redial  calls  at  two-minute  intervals 


NOV  2 8 1995 


• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations-:*:™ 


Save  $25°°  now  on  the  purchase  of  the  RICOH 


FAX240  with  your  Nebraska  Medical 
Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


certify  th* 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


. . ..a.ral  society 
County  MjgW 


NEBRASKA 


™eS(Riul 


Medical  Services 

Specialists  in 
Medical  Liability 

Insurance 
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IB 

Q. 
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St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul’s  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ’’ 


For  ten  years,  Methodist 
Cardio Vascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 
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Looks  can  be  deceiving 


Mild  traumatic  brain  injuries  can  be  subtle  and  difficult  to  diagnose. 
Yet  left  untreated,  TBI  can  result  in  Attention  Deficit  Disorder,  learning 
disabilities  and  other  complications.  Symptoms  of  mild  TBI  include: 

• headaches  and  neck  pain 

• difficulty  concentrating 

• short-term  memory  problems 

• loss  of  balance 

• behavioral/emotional  changes 

• subtle  hemiparesis 

• seizures 

Madonna  Rehabilitation  Hospital  has  earned  the  highest  CARF 
accreditation  for  its  traumatic  brain  injury  programs.  For  a TBI 
consultation  or  evaluation,  contact  Annamaria  Guidos,  M.D.,  Director 
of  Traumatic  Brain  Injury  programs  at  Madonna,  402-483-9531. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  • 402-489-7102 


Since  1972,  Saint  Elizabeth  Community  Health  Center  has  offered 
the  only  burn  care  center  in  Nebraska.  Now  the  tradition  of  excellence 
continues  with  the  addition  of  wound  care  management  — the  Saint 
Elizabeth  Regional  Burn  & Wound  Care  Center®  — the  first 
combined  burn  and  comprehensive  wound  care  center  in  the 
United  States. 

Saint  Elizabeth  has  treated  over  8,000  patients  with  burns  in  the  past 
23  years.  The  addition  of  the  Wound  Care  Center  advances  this  care 
with  the  experience  of  a network  of  85  wound  care  facilities  across  the 
nation  and  the  successful  treatment  of  1,700  patients  in  the  region  — 
setting  the  standard  in  wound  care.  The  Center  provides  both  inpatient 
and  outpatient  facilities. 

Saint  Elizabeth’s  commitment  to  this  unique  concept  will  continue 
Saint  Elizabeth  Community  Health  Center’s  delivery  of  the  standard 
of  excellence  in  our  region  for  burns  and  wounds. 


1.800.877. BURN  (2876) 


Saint  Elizabeth 

Community  Health  Center 

Regional  Burn  & Wound  Care  Center® 

Lincoln,  Nebraska 
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When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


A change  in  appetite,  loss  of  interest,  disturbed 
or  restless  sleep,  low  energy  level  and  a feeling 
of  hopelessness  are  all  symptomatic  of  depres- 
sion, a readily  treatable  condition.  As  a physician, 
you  can  depend  on  our  professional  staff  of 
physicians,  counselors  and  master's  level  thera- 
pists to  work  with  you  to  help  your  patient.  We 
can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 
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RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


FAMILY  PRACTITIONER 

Want  to  share  call  with  11  other  FPs  and  live  in  the  Brainerd  Lakes  Area? 
Immediate  and  future  openings  available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  P.A. 

• 30  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local  hospital 
- St.  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2xh  hours  from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 


BRAINERD  MEDICAL  CENTER,  P.A. 

Call  Collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  8294901 
2024  South  6th  Street,  Brainerd,  MN  56401 
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Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 

Mr  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
325  Seventh  Street,  N.W.,  Washington,  D C.  20004 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R Nelson,  M.D,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons 

Susan  Moumouris,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Societ 
Thelma  J.  Borresen,  Executive  Director 
P.O  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
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Helen  C.  Redman,  M.D.,  President 
2021  Spring  Road,  Suite  600 
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professional  Protection  Exclusively  since  1839 


To  reach  your  local  office,  call  800-344-1899. 


INTERNIST 

Want  to  share  call  with  8 other  Internists  and  live  in  the  Brainerd  Lake  Area? 
Immediate  and  future  openings  available  at  Brainerd  Medical  Center. 

Brainerd  Medical  Center,  P.A. 

• 30  Physician  independent  multi-specialty  group 

• Located  in  a primary  service  area  of  40,000  people 

• Almost  100%  fee-for-service 

• Excellent  fringe  benefits 

• Competitive  compensation 

• Exceptional  services  available  at  162  bed  local  hospital 
- St  Joseph's  Medical  Center 

Brainerd,  Minnesota 

• In  the  middle  of  the  premier  lakes  of  Minnesota 

• Less  than  2xh  hours  from  the  Twin  Cities,  Duluth  and  Fargo 

• Large,  very  progressive  school  district 

• Great  community  for  families 

Inquiries  from  General  Internists  or  Internist  with  sub-specialty  interest 
in  Pulmonology  or  Rheumatology  welcomed. 

BRAINERD  MEDICAL  CENTER,  P.A. 

Call  Collect  to  Administrator: 

Curt  Nielsen 

(218)  828-7105  or  (218)  829-4901 
2024  South  6th  Street,  Brainerd,  MN  56401 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  lohn  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

Fit- 1 H DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward  Counties:  Butler, Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT : Councilor:  Tamara  R.  Johnson, 
M.D.,  Cambridge.  Counties:  Adams,  Chase, 
Dundy,  Franklin,  Frontier,  Furnas,  Gosper, 
Harlan,  Hayes,  Hitchcock,  Kearney,  Phelps,  Red 
Willow,  Webster. 

ELEVENTH  DISTRICT:  Councilor:  James  Shreck, 
M.D.,  North  Platte.  Counties:  Arthur,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  Elizabeth  P.  Rapier,  Hastings  .... 

Antelope-Pierce David  F.  Johnson,  Jr.,  Osmond  .. 

Box  Butte Ed  J.  Pierce,  Alliance 

Buffalo Jeffrey  P.  Lee,  Kearney 

Butler Gerald  W.  Luckey,  David  City  ... 

Cheyenne-Kimball-Deuel ...  Calvin  W.  Cutright,  Sidney 

Cuming Scott  D.  Green,  West  Point 

Custer Loren  H.  Jacobsen,  Broken  Bow  . 

Dodge  Stephen  V.  Wendt,  Fremont 

Five Benjamin  J.  Martin,  Wayne 

Four Murray  Markley,  Loup  City 

Gage 


Hall Michael  J.  Horn,  Grand  Island 

Hamilton Michael  J.  Sullivan,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury 

Keith-Perkins-Chase Berl  Spencer,  Ogallala 

Knox I)  M.  Laflan,  Creighton  

Lancaster Krynn  K.  Buckley,  Lincoln 

Lincoln  Leland  Lamberty,  North  Platte  ... 

Madison Pradip  Mistry,  Norfolk 

Metropolitan  Omaha John  C.  Sage,  Omaha 

Northeast Tod  Voss,  Pierce 

Northwest Jerry  L.  McLain,  Gordon  

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete 

Saunders Leo  Meduna,  Wahoo 

Scotts  Bluff Richard  Simmons,  Scottsbluff 

Seward  Van  E.  Vahle,  Seward  

South  Central Jeff  Hollis,  Geneva 

Southeast  Nebr Keith  Shuey,  Tecumseh  

Southwest  Nebr John  Grove,  McCook 

Washington-Burt Chauncey  Wilkins,  Blair 

York Darroll  J.  Loschen,  York 


SEC  RETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  C.  Elston,  Alliance 
Clinton  Jones,  Kearney 

Clinton  B.  Dorwart,  Sidney 

N.  Leon  Books,  Broken  Bow 
W.B.  Eaton,  Fremont 

Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
David  Swift,  Grand  Island 
Mark  D.  Jobman,  Aurora 

Richard  A Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Joseph  R.  Gard,  Lincoln 
Newton  Mack,  North  Platte 
Richard  P.  Bell,  Norfolk 
Walter  J O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Diane  E.  Gilles,  Scottsbluff 
Roger  Meyer,  Utica 
Chas.  F.  Ashby,  Geneva 
George  Voigtlander,  Pawnee  City 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Patrick  A.  Hotovy,  York 
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PRESIDENT'S  PAGE 


Nebraska's  Unicameral  System 


DAVID  L.  BACON,  M.D. 


In  November  we  traditionally  pause  to  re- 
flect on  the  good  life  that  we  enjoy  and  the 
bounty  of  the  earth.  Thanksgiving  Day  is  tradi- 
tionally a day  when  we  pause  to  reflect  on 
those  things  that  have  been  good  in  our  lives. 
The  holiday  season  in  December  is  a season 
for  gifts  and  rejoicing.  This  season  has  great 
meaning  for  all  of  us. 

There  is  yet  another  thing  that  we  should 
pause  to  think  about  in  the  months  of  Novem- 
ber and  December,  and  that  is  the  plans  that 
we  want  to  make  for  our  Association  and  what 
our  legislative  agenda  should  be.  Legislators 
have  told  us  that  the  months  of  November  and 
December  are  the  very  best  months  for  us  to 
talk  with  them  regarding  bills  that  are  in  the 
legislature  and  pending  legislation.  This  year  is 
no  exception.  By  the  time  you  read  this 
President's  Page  your  Association  will  have 
had  legislative  seminars  in  Lincoln,  Omaha 
and  Kearney  to  help  educate  physicians  to  be 
better  lobbyists  and  how  to  interact  better  with 
our  legislators.  The  art  and  skill  of  making  laws 
needs  to  be  studied.  Our  particular  type  of 
legislature  is  unique  in  all  the  land  in  that  we 
have  only  a single  house.  This  single  house 
carries  out  all  the  functions  of  two  houses  in 
most  states,  is  more  efficient  than  most  states 
and  because  of  our  size,  the  overall  legislature 
is  closer  to  the  population  in  general.  This 
places  us  in  a unique  position  to  interact  with 
our  legislators  and  to  have  a chance  to  directly 
discuss  the  bill  making  process  with  each  leg- 
islator. The  seminars  contained  written  mate- 
rial. I think  some  items  are  of  real  importance 
and  I would  like  to  include  these  for  your 
information  as  part  of  this  President's  Page. 

The  first  bit  of  information  is  historical  and 
comes  from  the  Unicameral  update  of  April 
30th,  1993: 

Nebraska's  great  experiment  — 
the  Unicameral  Legislature 

The  one-house,  nonpartisan  Legislature  is  a 
system  of  state  government  unique  to  Ne- 
braska. The  other  49  states  have  two-chamber 


David  L.  Bacon,  M.D. 

legislatures  organized  along  political  party  lines, 
as  Nebraska  once  did.  From  the  days  when 
Nebraska  was  a territory  until  1 937,  the  state 
had  a two-house  Legislature,  modeled  after  the 
U.S.  congress  and  the  British  Parliament. 

Proposals  for  change:  Proposals  to  change 
from  the  bicameral  to  a unicameral  Legislature 
failed  in  1913,  1915,  and  1917.  Efforts  to  sup- 
port a unicameral  resolution  also  failed  at  a 
constitutional  convention  in  1919-1920.  An 
initiative  petition  attempt  for  the  proposal  did 
not  succeed  in  1924,  and  two  other  attempts 
to  address  the  unicameral  proposal  failed  in 
1925  and  1933.  But  in  1934,  voters  accepted 
the  amendment  to  establish  a unicameral  leg- 
islature proposed  by  a committee  under  the 
leadership  of  John  N.  Norton.  For  years,  Norton 
and  a United  States  Senator  from  Nebraska, 
George  Norris,  had  been  advocating  the  mer- 
its of  a one-house  nonpartisan  legislature.  Fie 
saw  it  as  a custom  based  on  the  British  class 
system,  which  he  believed  had  no  place  in  a 
democratic  society. 

Conference  committee:  Norris  and  supporters 
of  the  unicameral  system  also  were  critical  of 
another  feature  of  the  two-house  legislature 
known  as  the  conference  committee.  This  com- 
mittee consists  of  a group  of  senators  and 
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representatives  meeting  in  closed  session  to 
work  out  the  differences  in  similar  bills  passed 
by  both  houses.  Norris  said  the  conference 
committee  was  contrary  to  democratic  gov- 
ernment and  led  to  private  negotiation  and 
compromise.  The  nonpartisan  aspect  of  the 
amendment  was  just  as  crucial  to  Norris  as  the 
unicameral  plan.  He  believed  that  partisanship 
was  a barrier  that  stood  between  elected  rep- 
resentatives and  the  people,  and  that  it  must 
be  eliminated  in  order  for  government  to  be- 
come truly  representative. 

Saves  money:  Aside  from  the  philosophical 
issues,  Nebraskans  also  saw  that  paring  down 
the  legislative  branch  of  government  would 
save  the  state  money,  an  important  consider- 
ation during  the  depression  years.  In  the  face 
of  much  editorial  opposition  in  1934,  a major- 
ity of  voters  in  84  of  the  state's  93  counties 
approved  the  unicameral  amendment,  thus 
embarking  upon  what  was  called  a "great  ex- 
periment" in  government.  Nebraska's  first  Uni- 
cameral Legislature  met  in  January  1937. 

Proved  itself:  The  Unicameral  Legislature, 
which  was  ridiculed  and  doomed  to  failure  by 
its  early  critics,  has  proved  itself  to  be  an 
efficient  and  accountable  representative  of  the 
people.  In  fact,  an  independent  study  of  the  50 
state  legislatures  ranked  Nebraska  first  in  ac- 
countability and  ninth  in  overall  structure  and 
organization.  Contributing  to  the  high  marks 
are  Nebraska's  single-member  legislative  dis- 
tricts, open  meetings,  accessible  records  and 
relatively  uncomplicated  procedures.  After 
more  than  50  years  in  action,  the  Unicameral 
Legislature  no  longer  is  an  experiment.  It  is  a 
responsible  system  of  government  that  works 
for  Nebraska. 

The  second  bit  of  information  is  Twelve 
Guides  for  Effective  Lobbying.  I hope  you  will 
take  time  to  read  this  over.  It  was  produced  by 
the  Nebraska  Chamber  of  Commerce  and  In- 
dustry. 

Twelve  Guides  for  Effective  Lobbying 

DON'T'  LOOK  DOWN  ON  GOVERNMENT 
AND  POLITICS.  They  have  their  faults  but  so 
do  all  persons.  A disdainful  attitude  is  an  ex- 
pensive luxury. 

BE  UNDERSTANDING.  Put  yourself  in  a 
legislator's  place.  Try  to  understand  their  prob- 
lems, their  outlooks  and  their  aims.  Then  you 
are  more  likely  to  persuade  them  to  do  the 
same  in  understanding  your  concerns. 

BE  FRIENDLY.  Don't  contact  your  legislators 
only  when  you  want  their  vote.  Invite  him/her 


to  visit  your  place  of  business.  Invite  him/her 
to  be  a guest  at  your  organization  functions. 
Take  pains  to  keep  in  touch  with  him/her 
throughout  the  year. 

BE  REASONABLE.  Recognize  that  there  are 
legitimate  differences  of  opinion.  Never  in- 
dulge in  threats  or  recriminations.  They  are 
confessions  of  your  own  weaknesses. 

BE  THOUGHTFUL.  Commend  the  right  things 
which  your  legislator  does. 

DON'T  BE  A BUSYBODY.  Legislators  don't  like 
to  be  pestered,  or  scolded  or  preached  to. 
Neither  do  you. 

BE  COOPERATIVE.  If  your  legislator  makes  a 
reasonable  request,  try  to  comply  with  it.  Don't 
back  away  from  fear  that  it's  a "deal"  or  that 
you're  "getting  into  politics." 

BE  REALISTIC:  Remember  that  most  contro- 
versial legislation  is  the  result  of  compromise. 
It  always  has  been  so  and  it  always  will  be  so 
in  a democracy.  Don't  expect  that  everything 
will  go  your  way,  and  don't  be  too  critical 
when  it  doesn't. 

PRESENT  ACCURATE  FACTS  AND  GOOD 
ARGUMENTS.  The  mere  fact  that  you  want  or 
do  not  want  a piece  of  legislation  to  go  through 
isn't  enough.  If  an  issue  goes  against  you,  don't 
rush  to  blame  the  Legislature  for  "failing"  to  do 
what  you  wanted.  The  failure  may  be  yours. 
Make  certain  first  that  you  did  a good  job  in 
presenting  your  case. 

GIVE  CREDIT  WHERE  IT  IS  DUE.  If  an  issue 
goes  the  way  you  wanted,  remember  that  leg- 
islators always  deserve  first  credit,  for  their 
votes  decided  the  issue.  And  remember  also 
that  on  all  the  big  issues,  many  organizations 
and  individuals  may  have  participated  on  your 
side.  Do  your  part  to  make  certain  that  credit 
is  shared  by  all  of  them. 

LEARN  TO  EVALUATE  THE  ISSUES.  The  intro- 
duction of  a legislative  bill  doesn't  mean  that  it 
will  become  law.  Whether  you're  for  it  or 
against,  don't  get  excited  about  it  until  you 
learn  the  who,  what  and  why  of  it. 

SUPPORT  YOUR  LEGISLATORS  ACTIVELY  if 
they  run  for  reelection  and  if  you  believe  they 
deserve  it.  Don't  become  aloof  at  the  time 
when  they  need  help  the  most. 

The  third  item  which  I would  like  to  share 
with  you  is  the  position  which  your  focused 
working  groups,  the  Commission  on  Legisla- 
tion and  Governmental  Affairs,  and  the  Board 
of  Directors  have  arrived  at  regarding  the  ma- 
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jor  pieces  of  legislation  which  we  will  be  work- 
ing with  this  session  of  the  legislature. 

MAJOR  BILLS  HELD  OVER  UNTIL  1996 

Independent  Practice  for  Nurse  Practitioners 
(LB414):  Under  this  bill,  as  amended  by  the 
Health  Committee,  nurse  practitioners  would 
be  required  to  have  a cooperative  agreement 
with  a physician;  those  without  a master's  or 
doctor's  degree  in  nursing  would  also  be  re- 
quired to  have  written  protocols;  nurses  would 
be  allowed  to  prescribe,  except  for  Schedule  II 
Controlled  Substances  (which  they  could  pre- 
scribe for  72  hours,  as  is  now  done  with  physi- 
cians assistants):  and  the  cooperative  relation- 
ship would  still  be  subject  to  joint  oversight  by 
the  Board  of  Medical  Examiners  and  Nursing. 
The  NMA  opposes  LB  414. 

Increase  in  Malpractice  Cap  (LB  569):  The 

Nebraska  trial  attorneys  support  LB  569,  which 
would  raise  the  cap  on  medical  malpractice 
awards  from  its  current  level  of  $1.25  million 
to  $2  million.  The  cap  was  last  raised  (from  $1 
million)  in  1992.  Although  the  NMA  opposes 
LB  569,  it  was  advanced  by  the  Judiciary  Com- 
mittee and  will  be  considered  during  the  1 996 
session. 

Expansion  of  Optometric  Practice  (LB  619): 

Once  again  Nebraska  optometrists  are  back  in 
the  Legislature,  asking  to  expand  their  scope 
of  practice  further  into  the  practice  of  medi- 
cine. LB  61 9 would  allow  optometrists  to  treat 
glaucoma  and  give  the  Board  of  Optometry 
the  authority  to  allow  optometrists  to  do  surgi- 
cal procedures.  The  Legislature  has  rejected 


previous  attempts  to  expand  their  practice  to 
glaucoma  and  has  never  considered  a request 
to  do  surgery.  The  Nebraska  Academy  of  Oph- 
thalmology and  the  Nebraska  Medical  Asso- 
ciation strongly  oppose  LB  619,  which  did  not 
advance  out  of  committee  but  could  come  to 
the  floor  this  year. 

Allowing  Nontraditional  and  Experimental 
Therapies  (LB  63):  Advocates  of  nonproven 
medical  therapies,  such  as  chelation  for  cardio- 
vascular disease,  have  requested  that  the  disci- 
plinary laws  be  changed  to  prohibit  disciplin- 
ing physicians  for  "nontraditional"  or  "experi- 
mental" therapies.  The  NMA  opposes  LB  63 
which  remains  in  the  Health  Committee  but 
has  strong  support  from  a small  advocacy 
group. 

Requiring  Insurers  to  Treat  Ob/Gyns  as  Pri- 
mary Care  Physicians  (LB  532):  At  the  request 
of  obstetricians/gynecologists,  LB  532  was  in- 
troduced to  require  insurers  to  treat  them  as 
primary  care  physicians  for  purposes  of  their 
managed  care  plans.  Because  of  conflicting 
positions  between  its  primary  care  and  OB/ 
CYNS  members,  the  NMA  is  monitoring  this 
bill  which  is  being  held  in  the  Banking  Committee. 

I hope  each  of  you  will  take  time  to  study 
this  and  to  contact  your  legislator  between 
now  and  the  first  of  the  year.  It  is  most  impor- 
tant that  we  make  our  positions  known  to  the 
legislators  before  the  session  begins. 

Best  wishes  for  a joyous  holiday  season  and 
may  the  next  year  be  stimulating,  challenging 
and  prosperous. 
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CRANIAL  asymmetry  is  com- 
monly seen  in  infants  in  the 
first  year  of  life.  Many  of 
these  children  have  cranial  asymmetry  due 
to  deformational  forces  occurring  in  utero, 
at  the  time  of  birth,  or  in  the  postnatal 
period.  Treatment  has  usually  involved  sur- 
gical intervention  or  remodeling  of  the  skull 
with  a helmet.  In  most  cases  surgical  therapy 
is  unnecessary;  in  these  cases  active  counter- 
positioning has  been  found  to  be  helpful. 
This  process  involves  placing  the  child  on 
areas  of  bony  prominence  and  allowing  the 
brain  to  actively  remodel  the  skull  from  within 
by  pushing  out  the  areas  of  flattening. 

In  this  retrospective  study,  questionnaires 
were  sent  to  parents  of  25  patients  to  deter- 
mine the  effectiveness  of  this  mode  of  treat- 
ment. Eighteen  patients  participated  in  the 
study,  while  seven  were  lost  to  follow-up. 
Improvement  was  noted  in  1 6 of  the  18 
patients  treated  by  active  counter-position- 
ing. When  contrasted  with  results  from  other 
studies  in  which  different  modes  of  treat- 
ment were  employed,  the  results  of  this 
study  are  comparable.  In  addition,  parents 
find  active  counter-positioning  to  be  an  ac- 
ceptable treatment  option. 

Plagiocephaly  is  a general  term  used  to 
describe  cranial  asymmetry.  The  term 
synostotic  plagiocephaly  specifies  cranial 
asymmetry  due  to  premature  closure  of  the 
coronal  or  lambdoidal  sutures.  The  term 
non-synostotic  plagiocephaly  or  deforma- 
tional plagiocephaly  designates  cranial  asym- 
metry resulting  from  deformational  forces 
occurring  in  utero,  at  the  time  of  birth,  or  in 
the  postnatal  period.  Only  deformational 
plagiocephaly  was  considered  in  this  study. 

Deformational  frontal  plagiocephaly  is  the 
term  that  has  been  used  to  describe  the  type 
of  non-synostotic  plagiocephaly  under  con- 
sideration.1 It  emphasizes  the  distortion  of 
the  forehead  that  accompanies  occipital  flat- 


tening on  the  contralateral  side.  In  this  study, 
the  phenomenon  was  called  deformational 
occipital  plagiocephaly,  because  the  occipi- 
tal defect  was  the  primary  area  of  deforma- 
tion. These  two  terms  identify  the  same 
problem.  However,  the  former  arose  from 
plastic  surgeons  assessing  the  anterior  skull, 
while  the  latter  arose  from  neurosurgeons 
who  have  traditionally  evaluated  the  signifi- 
cant area  of  flattening  on  the  posterior  as- 
pect of  the  skull. 

In  1969,  after  studying  519  patients  with 
craniosynostosis,  Matson  concluded  that 
surgery  should  be  performed  on  all  children 
under  the  age  of  25  months  who  showed 
any  variety  of  premature  suture  closure.2 
Evidence  has  since  shown  that  surgical  inter- 
vention does  indeed  successfully  correct 
cases  of  synostotic  plagiocephaly.3 

In  1981,  Clarren  presented  an  alternative 
to  surgery  for  non-synostotic  plagiocephaly: 
helmet  treatment.4  Clarren  demonstrated 
that  the  helmet  treated  plagiocephaly  effec- 
tively with  only  minor  side  effects. 

Because  of  the  success  of  surgery  in  the 
treatment  of  synostosis,  it  has  been  used  to 
correct  cases  of  nonsynostotic  plagiocephaly 
as  well.5  But  some  cases  of  deformational 
plagiocephaly  are  so  mild  that  even 
helmeting  is  unnecessary. 

Methods 

Subject  selection.  The  histories  were  re- 
viewed of  all  patients  evaluated  by  the 
neurosurgery  service  in  1 2 years  of  practice. 
The  review  concentrated  on  infants  who 
had  been  diagnosed  before  roentgeno- 
graphic  studies  with  positional  molding, 
occipital  flattening,  or  lambdoidal  synostosis. 
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All  parents  stated  that  the  infant  preferred 
to  lie  on  the  flattened  occipital  area.  Parents 
of  the  patients  were  sent  a retrospective 
survey  asking  for  information  concerning 
obstetrical  history,  associated  medical  prob- 
lems, and  specifics  about  the  cranial  defor- 
mity, ear  position  deformity,  and  facial  de- 
formity. Skull  radiographs  and  computer- 
ized tomography  (CT)  scans  of  these  pa- 
tients were  reviewed  and  new  photos  were 
taken  of  as  many  patients  as  possible. 

Twenty-eight  patients  were  originally  se- 
lected as  fitting  the  qualifications.  Three  of 
these  patients  were  immediately  excluded 
because  one  patient  had  a case  of  multiple 
suture  synostosis  due  to  primary  micro- 
cephaly, one  patient's  plagiocephaly  was 
due  to  coronal  synostosis,  and  one  patient 
was  normal. 

Active  counter-positioning.  Parents  were 
instructed  to  position  the  child's  head  so 
that  the  growing  calvarium  could  compen- 
sate for  the  deformities.  Parents  were  told  to 
use  padding  to  position  the  infant  prone, 
supine,  or  on  the  side.  The  goal  of  position- 
ing was  to  apply  pressure  to  the  area  of 
prominence,  while  ensuring  that  the  flat- 
tened area  remained  free  from  pressure. 
Parents  were  warned  to  expect  resistance 
from  the  infant  at  first  but  to  be  persistent  in 
attempting  tolerable  positions  and  to  con- 
tinue this  treatment  for  at  least  3 months. 

Assessment  of  outcome.  Opinions  from 
parents  of  the  patients  were  solicited  re- 
garding the  degree  of  improvement  seen  in 
their  child.  Criteria  used  in  the  evaluation 
included  abnormal  head  shape,  facial  char- 
acteristics, and  ear  position.  Parents  used 
the  same  rating  system  to  describe  their 
child's  plagiocephaly  before  and  after  treat- 
ment. The  parents'  evaluations  of  the 
plagiocephaly  fit  into  one  of  six  categories: 
severe,  moderate-severe,  moderate,  mild- 
moderate,  mild,  and  normal. 

The  degree  of  improvement  was  then 
scaled.  An  excellent  outcome  was  one  in 
which  the  abnormalities  went  from  any 
cateory  of  abnormal  to  normal.  A good  out- 
come was  one  in  which  the  abnormalities 
improved  by  more  than  two  categories  (e.g. 
from  severe  to  mild-moderate).  A satisfac- 
tory outcome  correlated  with  improvement 
of  two  categories  of  less  (e.g.  from  moder- 
ate to  mild).  An  outcome  that  showed  no 
improvement  was  labeled  as  none. 


Results 

Plagiocephaly  was  observed  immediately 
after  birth  in  three  of  the  1 8 children.  In  the 
remaining  15  patients,  plagiocephaly  was 
first  noticed  at  a mean  age  of  2 months. 
Demographic  features  of  the  patients  are 
summarized  in  Table  1. 

TABLE  1 

Demographic  Information  on  Patients 

• Number  of  families  responding  to  follow-up  18/25 

• Age  at  which  deformity  was  first  noted  in  25  patients 

Mean  - 1 .6  months 
Median  - 2 months 

• Age  of  which  patients  were  first  seen  in  the  doctor's 
office 

Mean  - 7.3  months 
Median  - 4 months,  2 weeks 

• Length  of  follow-up 

Mean  - 29.4  months 
Median  - 30  months 

• Number  of  patients  photographed  13/18 

The  status  of  patients  before  treatment 
and  after  follow-up  are  illustrated  in  figure  1 . 
The  improvement  for  6 patients  was  rated  as 
excellent.  Four  patients  exhibited  good  im- 
provement. Six  patients'  degrees  of  improve- 
ment were  satisfactory.  Two  patients  showed 
no  improvement. 


FIGURE  1 
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Parents’  Opinions  of 
Patient’s  Original  Conditions 


Parents'  Opinions  of 
Patient’s  Conditions 
After  Follow-Up 


Degree  of  improvement  in  18  patients  with  occipital 
plagiocephaly. 


Photes  of  patients  in  figures  2 through  8 
provide  examples  of  the  correlation  between 
the  parental  rating  system  and  the  severity 
of  calvarial  deformities. 
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FIGURE  4 


Photograph  of  patient  2 with  right  occipital  flattening: 
cotton  swabs  were  used  as  an  aid  in  detecting  ear  position 
problems.  The  patient's  right  ear  was  slightly  forward 
compared  to  the  left  ear.  The  parents  said  his  cranial 
misshaping  was  moderate 


After  1 0 weeks,  the  parents  changed  their  rating  of  the 
misshaping  of  the  head  of  patient  1 to  mild.  This  change 
corresponds  to  a satisfactory  improvement. 


FIGURE  5 


Photograph  of  patient  1 before  treatment:  the  parents 
rated  the  patient's  head  shape  abnormalities  as  being 
moderate. 
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FIGURE  2 


CT  scan  of  patient  1 with  left-sided  occipital 
plagiocephaly:  both  lambdoidal  sutures  are  open,  despite 
some  ridging  or  sclerosis  around  the  left  suture. 


FIGURE  3 


FIGURE  6 


FIGURE  8 


FIGURE  7 


Posterior 


Photo  of  patient  3 with  right  occipital  flattening  after 
treatment:  the  parents  rated  his  cranial  abnormalities  as 
being  mild-moderate.  Although  the  parents  said  that  he 
showed  no  improvement  after  an  1 1 month  follow-up 
period,  they  were  glad  surgery  wasn't  performed. 


Photo  of  patient  4 with  bilateral  flattening  after  treat- 
ment: his  calvarial  deformities  were  rated  mild.  The  par- 
ents said  that  there  was  no  improvement,  but  after  a four- 
year  follow-up,  plagiocephaly  is  difficult  to  detect. 

Figures  7 and  8 are  the  follow-up  photos  of 
patients  who  were  judged  by  their  parents 
to  have  shown  no  improvement. 

Radiographic  and  CT  signs.  Films  taken  of 
the  25  original  patients  were  reviewed. 
Rentgenograms  alone  were  taken  of  1 7 pa- 
tients. CT  scans  alone  were  taken  of  three 
patients.  CT  scans  and  roentgenograms  were 
taken  of  three  patients.  Roentgenograms 
with  extra  fluoroscopic  views  were  taken  of 
one  patient.  Neither  CT  scans  nor  roent- 
genograms were  taken  of  one  patient,  who 
was  already  two  years  old  at  the  time  of 
examination. 

In  this  study,  all  lambdoidal  sutures  which 
showed  any  radiographic  evidence  of  lu- 
cency  were  considered  open.  During  the  1 2 
year  period  covered  by  the  study,  no  patient 
was  diagnosed  as  having  lambdoidal 
synostosis  using  this  criterion. 

Out  of  18  patients,  16  showed  some  im- 
provement. These  results  are  contrasted  with 
those  from  other  studies  in  Table  2. 
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TABLE  2 

Results  of  Studies  in  the  Treatment  of  Plagiocephaly 


Study 

Method 

#of  Cases  Improvement  Rate 

Hellbush  & 
Hellbusch, 
1995 

Active 

counter- 

positioning 

18 

89% 

Muakkassa, 
et  al.,  1984 

Craniectomy 

65 

96% 

Clarren, 

1981 

Helmenting 

28 

96% 

( 1 00%  when  patients 
completed  treatment) 

Matson, 

1969 

Craniectomy 

12 

61% 

(39%  lost  to  follow-up) 

Discussion 

The  incidence  of  deformational  plagio- 
cephaly has  been  estimated  to  be  between 
5 and  48%  of  otherwise  healthy  newborns.67 
These  cases  have  resulted  from  deform- 
ational forces  occurring  in  utero,  at  the  time 
of  birth,  or  shortly  after  birth.1  The  typical 
child  presents  with  an  asymmetric  head  at 
approximately  two  months  of  age.  Most  of 
these  children  have  worsening  of  their  asym- 
metry from  birth  until  presentation  because 
of  failure  to  identify  severe  molding. 

In  our  study,  3 out  of  18  patients  pre- 
sented with  asymmetry  shortly  after  birth. 
The  remaining  patients  were  noted  to  have 
gradually  worsening  asymmetry  over  the 
course  of  six  to  eight  weeks.  This  phenom- 
enon can  best  be  explained  by  the  tendency 
of  the  child  to  lie  in  the  position  of  comfort 
after  birth,  as  described  by  Clarren  and  Smith 
in  1 977.8  Children  with  cranial  asymmetry 
are  most  likely  to  lie  on  an  area  of  flattening 
rather  than  an  area  of  rounding.  In  our  study, 
the  etiology  of  the  asymmetry  was  thought 
to  be  a deformational  force  in  every  case. 

In  1 959,  Moss  wrote  that  plagiocephaly  is 
not  constantly  associated  with  cranio- 
synostosis.9  A few  years  later  Danby  reported 
that  when  21  plagiocephalic  children  were 
left  untreated,  19  of  them  were  still 
plagiocephalic  at  ten  years  of  age.6  How- 
ever, Danby  also  wrote  that  no  functional 
disability  is  associated  with  plagiocephaly. 

Historically,  many  patients  with 
deformational  plagiocephaly  have  been  di- 
agnosed as  having  primary  lambdoidal 
synostosis.  Graham  discussed  the  fact  that 
the  bones  of  the  coronal  and  lamdoid  su- 
tures are  beveled.10  Thus  these  bones  slide 
over  each  other  more  easily  than  bones  at 


other  sutures.  He  stated  that  this  qualify  of 
lambdoidal  suture  bones  protects  them  from 
premature  synostosis.  Montaut  and  Strieker 
wrote  that  they  never  saw  a case  of  isolated 
lambdoid  synostotis.11  The  authors  of  this 
study  are  in  accordance  with  their  state- 
ment. Unilateral  synostosis  of  the  lambdoidal 
suture  is  not  impossible,  but  it  is  extremely 
rare.  Deformational  occipital  plagiocephaly 
is  therefore  the  most  likely  cause  of  occipital 
flattening  in  a newborn  child. 

Unfortunately,  deformational  occipital 
plagiocephaly  is  likely  to  become  a bigger 
problem  in  the  future.  In  order  to  avoid  the 
danger  of  Sudden  Infant  Death  Syndrome, 
many  authors  have  identified  the  supine 
position  as  the  best  sleeping  position  for  an 
infant  less  than  six  months  of  age.12,13  This 
recommendation  will  undoubtedly  increase 
the  incidence  of  deformational  plagio- 
cephaly. 

The  vast  majority  of  the  brain's  growth 
occurs  by  the  end  of  the  first  year  and  a half 
of  life.4  This  rapid  growth  of  the  brain  is 
essential  for  helmet  therapy  and  active 
counter-positioning  to  be  effective.  These 
treatment  modalities  will  be  less  effective  in 
treating  severe  deformational  plagiocephaly 
in  older  children.  Early  diagnosis  of  this  con- 
dition is  therefore  extremely  important.  Most 
patients  who  have  mild  asymmetry  or  early 
severe  asymmetry  can  be  treated  with  ei- 
ther a helmet  or  active  counter-positioning. 
Further  study  is  necessary  to  determine  the 
circumstances  under  which  each  of  these 
therapeutic  modalities  is  indicated. 

In  the  majority  of  cases  of  deformational 
occipital  plagiocephaly,  active  counter-posi- 
tioning is  a good  prescription  for  improve- 
ment. Helmeting  can  be  considered  as  an 
option  as  well.  Along  with  instances  in  which 
one  or  both  of  the  lambdoid  sutures  are 
definitely  closed,  surgery  is  warranted  in 
cases  of  severe  occipital  plagiocephaly  with 
associated  frontal  asymmetry.  The  spectrum 
of  children  with  deformational  plagiocephaly 
is  best  viewed  as  a continuum  with  regard  to 
severity  and  time  course.  Depending  upon 
the  point  in  time  and  the  severity  of  the 
condition  when  the  phenomenon  is  diag- 
nosed, active  counter-positioning,  helmeting, 
or  surgery  may  be  the  appropriate  treat- 
ment of  choice. 
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INTRODUCTION: 

EACH  year  in  the  United  States, 
25  million  people  undergo 
major  noncardiac  surgery.  Of 
these,  three  million  people  are  at  risk  or  have 
clinical  evidence  of  coronary  artery  disease. 
One  million  people  suffer  from  perioperative 
cardiac  morbidity  and  mortality.13  The  risk  of 
perioperative  myocardial  infarction  with  major 
noncardiac  surgery  is  less  than  1%  in  the  gen- 
eral population  without  any  cardiac  risk  factors. 
However,  people  who  undergo  carotid,  aortic 
and  peripheral  vascular  surgeries  are  consid- 
ered to  have  an  especially  high  risk  for  postop- 
erative cardiac  complications  (5-1 0%),  myocar- 
dial infarction  3-10%  and  cardiac  death  1-5%.3 
In  fact,  up  to  60%  of  people  with  peripheral 
vascular  disease  have  significant  coronary  le- 
sions though  asymptomatic  by  history.4  Further- 
more, over  twelve  billion  dollars  are  spent  each 
year  on  the  cardiac  complications  arising  from 
noncardiac  surgery.5  Therefore,  it  is  imperative 
to  identify  those  who  are  at  high  risk  so  as  to 
modify  and  minimize  the  risk  by  various  mea- 
sures. 


PATHOPHYSIOLOGY 

The  major  cardiac  complications  of  noncar- 
diac surgery  are  mostly  related  to  the  underly- 
ing coronary  artery  disease.  The  factors  respon- 
sible for  increased  myocardial  ischemia  are:  ( 1 ) 
an  increased  adrenergic  drive  resulting  from 
physical  and  emotional  stress,  inadequate  pain 
control  and  withdrawal  of  medications;  and  (2) 
hemodynamic  fluctuations  including  fever,  hy- 
poxia, fluid  shift  and  postoperative 
hypercoaguable  state.  It  is  also  possible  that 
acute  coronary  occlusion  may  result  from  rup- 
ture of  an  unstable  plaque  as  in  the  case  for 
myocardial  infarction  in  nonsurgical  patients.6 
Therefore,  the  presence  of  coronary  artery  dis- 
ease but  not  an  angiographically  significant 
stenosis  may  be  the  substrate  for  perioperative 
ischemic  events. 


PURPOSE  OF  RISK  STRATIFICATION 

There  are  three  main  reasons  why  we  need 
to  risk  stratify  patients  before  major  noncardiac 
surgery.7  First,  we  can  identify  those  patients  at 
high  risk  for  complications  so  that  the  operation 
can  be  cancelled  or  modified.  Secondly,  we  can 
identify  patients  who  could  benefit  from  coro- 
nary revascularization  prior  to  the  planned  sur- 
gery. Thirdly,  we  can  identify  low  risk  patients 
who  would  not  require  invasive  monitoring  or 
other  procedure  before  the  planned  surgery. 

One  should  note  that  the  Bayesian  theorem, 
which  states  that  the  predictive  value  of  any  risk 
stratifying  test  is  influenced  not  only  by  the 
sensitivity  of  the  test  but  also  by  the  pretest 
probability  (i.e.  the  prevalence  of  the  disease  in 
the  population  being  tested),  applies  well  in  this 
situation.  In  other  words,  the  test  is  most  valu- 
able in  further  risk  stratifying  patients  who  are  at 
intermediate  risk  for  cardiac  complications. 

CLINICAL  VARIABLES  FOR 
CARDIAC  RISK  STRATIFICATION 

One  of  the  earlier  tools  used  for  cardiac  risk 
stratification  was  the  multifactorial  index  of 
cardiac  risk  in  noncardiac  surgical  procedures 
proposed  by  Goldman  et  al.8  Basically,  nine 
clinical  variables  with  weighted  scores  were 
identified  which  could  predict  whether  life- 
threatening  or  fatal  cardiac  complications  would 
occur  postoperatively.  These  included  clinical 
signs  of  congestive  heart  failure,  myocardial 
infarction  in  the  previous  six  months,  more  than 
five  premature  ventricular  complexes  per 
minute,  rhythm  other  than  sinus  or  premature 
atrial  complexes  on  surface  electrocardiogram, 
age  over  70  years,  intraperitoneal,  intrathoracic 
or  aortic  surgery,  emergency  operation,  signifi- 
cant aortic  stenosis  and  poor  general  medical 
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conditions  including  presence  of  hypoxia, 
hypercapnia,  hypokalemia,  impaired  liver  and 
renal  functions.  Any  total  score  more  than  15 
would  place  the  patient  at  high  risk  for  noncar- 
diac surgery.  Since  the  Goldman  index  was 
based  on  a group  of  patients  who  had  a rela- 
tively low  prevalence  of  coronary  artery  dis- 
ease, it  has  not  been  useful  in  assessing  cardiac 
risk  in  patients  with  a high  prevalence  of  coro- 
nary artery  disease,  such  as  those  undergoing 
elective  vascular  surgery. 

Eagle9,  on  the  other  hand,  identified  five 
clinical  variables  to  be  the  predictors  of  cardiac 
events  in  patients  undergoing  vascular  surgery. 
They  are  ( 1 ) the  presence  of  Q waves  on  surface 
electrocardiogram,  (2)  a history  of  significant 
ventricular  arrhythmia  and  congestive  heart 
failure  requiring  treatment,  (3)  a history  of  dia- 
betes mellitus,  (4)  age  more  than  70  and  (5)  a 
history  of  angina.  The  presence  of  three  or  more 
clinical  variables  present  identified  patients  at 
very  high  risk  for  postoperative  cardiac  compli- 
cations (50%).  On  the  other  hand,  absence  of 
any  of  these  variables  identified  patients  at  very 
low  risk  for  cardiac  events  (3%).  Those  with  one 
or  two  clinical  variables  present  were  the  most 
likely  to  benefit  from  noninvasive  cardiac  test- 
ing. 

DIPYRIDAMOLE  THALLIUM  TESTING 

Early  studies10'11  indicated  that  dipyridamole 
thallium  imaging  was  very  sensitive  and  specific 
in  predicting  postoperative  cardiac  complica- 
tion. An  abnormal  thallium  test  in  a patient  with 
one  or  more  of  the  clinical  variables  cited  by 
Eagle9  put  him/her  at  30%  risk  of  developing  a 
postoperative  ischemic  cardiac  complications. 
In  contrast,  a normal  thallium  test  put  this  same 
patient  at  only  a 3.2%  risk  of  developing  the 
same  complications.  Extent  of  thallium  redistri- 
butions has  also  been  shown  to  improve  the 
accuracy  of  risk  stratification.12'13  Quantifica- 
tion of  total  number  of  reversible  defects,  as 
well  as  assessment  of  ischemia  in  the  distribu- 
tion of  the  left  anterior  descending  coronary 
artery,  was  found  to  have  a better  predictive 
accuracy  of  subsequent  cardiac  complications.13 

These  early  favorable  results  were  not  sup- 
ported by  a later  study14  in  which  the  investiga- 
tors were  blinded  to  preoperative  thallium  find- 
ings so  as  to  eliminate  the  selection  bias.  Vascu- 
lar surgery  was  neither  cancelled  nor  modified 
secondary  to  the  thallium  results.  In  that  study, 
although  the  combination  of  redistribution  and 
persistent  defects  predicted  adverse  postop- 


erative cardiac  outcomes,  mere  presence  of 
redistribution  defects  failed  to  identify  patients 
at  higher  risk  for  complications. 

DOBUTAMINE  STRESS  ECHOCARDIOGRAPHY 

Various  studies1517  supported  the  use  of 
dobutamine  stress  echocardiography  in  car- 
diac risk  stratification  of  patients  undergoing 
major  noncardiac  surgery.  In  one  study,16  none 
of  the  patients  with  normal  wall  motion  at  peak 
dobutamine  stress  had  a cardiac  event  postop- 
eratively  while  40%  of  patients  with  new  wall 
motion  abnormalities  during  dobutamine  stress 
had  a cardiac  complication  postoperatively.  In 
another  recent  study17  in  which  the  treating 
physicians  were  blinded  to  the  dobutamine 
stress  echocardiography  results  before  the  vas- 
cular surgery,  the  positive  predictive  value  of 
the  test  was  found  to  be  40%  while  the  negative 
predictive  value  was  100%.  With  long  term 
follow  up  more  patients  with  new  wall  motion 
abnormalities  at  stress  had  cardiac  events  than 
those  without  these  abnormalities.16  A possible 
reason  for  the  better  predictive  value  of 
dobutamine  stress  echocardiography  over  thal- 
lium scintigraphy  is  that  the  mechanism  of 
stress  with  dobutamine  is  similar  to  the  circum- 
stances underlying  perioperative  ischemia,  i.e. 
increased  catecholamines. 

Dobutamine  stress  echocardiography  has 
other  advantages  over  nuclear  imaging,  which 
include  being  less  expensive,  ability  tq  detect 
significant  valvular  abnormalities  and  readily 
available  results  after  the  test  without  the  need 
for  delayed  imaging. 

OTHER  PREOPERATIVE  RISK 
STRATIFICATION  TESTS 

Exercise  electrocardiography  stress  testing 
has  a limited  sensitivity  and  specificity  for  pre- 
dicting ischemic  cardiac  complications  postop- 
eratively.18'19 Moreover,  many  patients  with 
peripheral  vascular  disease  cannot  achieve  more 
than  85%  of  the  predicted  maximum  heart  rate 
which  decreases  the  usefulness  of  the  test. 
Assessment  of  ejection  fraction  alone  by  resting 
gated  blood  pool  scanning  has  not  been  found 
to  be  useful  in  predicting  cardiac  complications 
postoperatively.20  The  use  of  ambulatory  elec- 
trocardiographic monitoring  has  been  advo- 
cated. Some  investigators  demonstrated  that 
preoperative  silent  ischemia  was  associated 
with  postoperative  clinical  ischemic  events.21 

The  use  of  Holter  monitoring  for  24-48  hours 
before  surgery  to  risk  stratify  patients  undergo- 
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ing  major  noncardiac  surgery,  however,  is  con- 
troversial.22’23 A randomized  controlled  trail 
comparing  the  use  of  Holter  monitoring  versus 
dobutamine  stress  echocardiography/ 
dipyridamole  thallium  imaging  may  be  required 
to  resolve  this  issue. 

EFFECTS  OF  CORONARY  REVASULARIZATION 
BEFORE  MAJOR  NONCARDIAC  SURGERY 

From  previous  studies,  it  has  been  shown 
that  patients  with  significant  coronary  artery 
disease  and  a positive  stress  echocardiography 
who  undergo  noncardiac  surgery  without  prior 
surgical  revascularization  will  have  a higher 
operative  mortality  and  a poorer  long  term 
prognosis.15  However,  those  patients  who  are 
at  high  risk  for  noncardiac  surgery  such  as  major 
vascular  surgery  are  also  at  high  risk  for  coro- 


nary revascularization.  In  the  Mayo  clinic  se- 
ries,24 the  perioperative  mortality  for  coronary 
bypass  surgery  was  only  4%  in  octogenarians 
without  any  comorbid  medical  conditions,  but 
the  mortality  rose  to  15-17%  in  patients  with 
cerebrovascular  or  peripheral  vascular  disease. 
Just  a positive  dobutamine  stress  echocardio- 
graphic  test  may  not  indicate  the  need  for 
cardiac  catheterization  and  intervention. 

A test  which  is  positive  for  a new  wall  motion 
abnormality  in  a small  vascular  distribution  may 
indicate  the  need  for  only  intravenous  nitro- 
glycerin or  beta  blockers25  during  surgery.  Based 
on  preliminary  data  regarding  thallium  imaging 
and  dobutamine  stress  echocardiographic  find- 
ings and  clinical  factors,  a proposed  algorithm 
for  assessing  cardiac  risk  prior  to  major  noncar- 
diac/vascular surgery  is  demonstrated  in  Figure 
1. 


FIGURE  1 

An  algorithm  showing  a possible  management  strategy  for  a 
patient  undergoing  major  noncardiac/vascular  surgery. 
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CONCLUSIONS 

In  conclusions,  if  the  patient  who  undergoes 
major  noncardiac  surgery  is  at  low  risk  for  the 
surgery  after  clinical  assessment,  no  further 
cardiac  testing  is  indicated.  Dipyridamole  thal- 
lium testing  or  dobutamine  stress  echocardio- 
graphy is  indicated  for  those  who  are  at  inter- 
mediate risk  for  cardiac  complications.  The 
negative  predictive  value  of  either  test  is  excel- 
lent. For  those  patients  who  have  a positive 
study,  the  location  and  extent  of  the  wall  mo- 
tion or  perfusion  abnormalities  needs  to  be 
determined  in  deciding  whether  cardiac 
catheterization  and  intervention  are  necessary 
versus  intravenous  nitroglycerin  or  beta  blockers 
during  surgery.  No  clinical  trials  have  com- 
pletely assessed  the  benefit  derived  from  coro- 
nary revasularization  before  noncardiac  sur- 
gery versus  invasive  hemodynamic  monitoring 
and  aggressive  medical  treatment  of  ischemia. 
Any  claims  of  reduced  cardiac  morbidity  and 
mortality  after  major  noncardiac  surgery  with 
prior  coronary  revascularization  need  to  con- 
sider the  complications  associated  with  the 
revascularization  procedure  itself.  There  is  some 
preliminary  evidence,  however,  to  show  that 
patients  with  significant  cardiac  symptoms  and 
severe  ischemia  on  noninvasivie  testing  should 
undergo  coronary  revascularization  before  a 
major  vascular  surgery  such  as  repair  of  abdomi- 
nal aortic  aneurysm.26 
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INTRODUCTION 

Burst  fractures  at  the  thoracolumbar  junction 
are  common  and  have  approximately  a 20  per- 
cent associated  neurologic  injury.  While  the 
traditional  treatment  has  been  non-operative, 
the  recent  trend  has  been  toward  operative 
stabilization.  With  rods,  hooks,  and  more  re- 
cently pedicle  screw  fixation,  surgical  treatment 
allows  earlier  mobilization  of  the  patient,  easier 
nursing  care,  and  an  opportunity  to  reduce  the 
fracture. 

CASE  REPORT 

A 21 -year-old  unrestrained  male  driver  was 
injured  in  a motor  vehicle  accident  in  which  his 
vehicle  was  airborne  for  approximately  1 00  feet. 
At  the  scene  of  the  accident  the  patient's  only 
complaint  was  back  pain.  He  was  able  to  move 
all  extremities. 

On  admission,  the  large  muscular  6'4"  280  lb. 
patient  was  hemodynarnically  stable.  He  had  a 
superficial  laceration  on  the  vertex  of  the  scalp. 
Palpation  of  the  spine  elicited  tenderness  only  in 
the  thoracolumbar  region.  Extremities  were  with- 
out injuries.  Peripheral  pulses  were  intact.  Motor 
strength,  sensation,  deep  tendon  reflexes  and 
rectal  tone  were  normal. 

X-rays  showed  a burst  fracture  of  the  LI  verte- 
bral body,  a minor  compression  fracture  of  the 
superior  endplate  of  LS  and  32-degrees  kyphosis 
(Fig.  1 A-B).  CT  scan  at  LI  showed  fracture  of  the 
anterior  and  middle  columns  with  minimal 
retropulsion  of  bone  into  the  spinal  canal  (Fig. 
2). 

At  the  time  of  the  surgery,  screws  placed  in 
the  L2  pedicles  were  found  to  have  good  pur- 
chase and  provided  stable  fixation.  Therefore,  it 
was  deemed  unnecessary  to  extend  the  fixation 
and  fusion  to  L3.  The  spinal  canal  was  explored 
and  the  mild  retropulsion  was  reduced  using 
distraction  and  impaction  with  Akbarnia  fracture 
instruments.  The  kyphosis  was  reduced  to  15- 
degrees  using  Isola  rods.  Trans-pedicular  aug- 
mentation grafting  of  the  LI  vertebral  body  and 
posterolateral  fusion  were  done  using  iliac  crest 
graft.  Epidural  catheter  and  drains  were  placed. 


FIGURE  1 A 


Figure  1A  & IB:  Admission  x-rays  showed  LI  burst 
fracture  with  minor  compression  of  the  superior  endplate 
of  L2.  A)  AP.  B)  Lateral. 
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FIGURE  2 

Pre-op 
CT-scan 
showed  burst 
injury  with 
minimal 
canal 

compromise. 


POSTOPERATIVE  COURSE 

The  postoperative  course  was  uncomplicated. 
The  patient  ambulated  in  a TLSO  brace  on  day 
three.  He  was  discharged  on  postoperative  day 
6,  able  to  ambulate  100  feet  with  the  aid  of  a 
wheeled  walker. 

Three  months  postoperatively  the  patient  had 
minimal  pain  and  returned  to  light  duty  at  his 
previous  job  at  a meat  packing  plant.  He  was 
advised  to  continue  wearing  his  brace  while  at 
work. 

Six  months  postoperatively  the  patient  re- 
ported a painful  pop  in  his  back  while  pushing 
300  pounds  of  beef.  The  pain  subsided  after  a 
few  weeks.  He  had  returned  to  full  capacity  in 
spite  of  a light  duty  restriction.  X-rays  showed 
two  broken  screws  and  his  kyphosis  and  in- 
creased to  29-degrees  (Fig.  3A-B).  Although  the 
patient  was  advised  to  return  to  light  duty  until 
radiographic  fusion  could  be  demonstrated,  he 
continued  to  perform  heavy  manual  labor. 

Ten  months  postoperatively  the  patient  had 
minimal  pain,  and  x-rays  showed  no  change  in 
alignment.  He  was  released  to  unrestricted  work. 

Eighteen  months  postoperatively,  the  patient 
experienced  gradual  return  of  pain  sufficient  to 
prevent  him  from  working.  X-rays  showed  no 
interval  change  since  the  initial  breakage  of  the 
screws.  Hardware  removal  was  recommended. 
At  surgery,  there  was  no  difficulty  removing  the 
rods  and  broken  screws.  The  posterior  fusion 
was  found  to  be  solidly  healed.  He  returned  to 
unrestricted  activity,  including  manual  labor, 
without  pain. 


DISCUSSION: 

Both  operative  and  non-operative  treatments 
have  been  successful  in  returning  neurologically 
normal  patients  to  their  previous  work.2'4  Non- 
operative treatment  of  burst  fractures  is  often 
indicated  if  the  kyphosis  is  less  than  15-degrees 
and  there  is  less  than  30%  of  vertebral  height.' 
Surgical  treatment  is  considered  if  kyphosis  and 
displacement  exceed  these  levels,  or  if  there  is  a 
posterior  column  fracture. 

Early  surgical  techniques  using  Harrington 
instrumentation  required  fixation  of  two  levels 
above  and  two  levels  below  the.  unstable  seg- 
ment. This  treatment  resulted  in  a higher  inci- 
dence of  long-term  back  pain  felt  to  be  due  to 
increased  stresses  below  the  long  fusion.2  More 
recently,  fixation  using  pedicle  screws  was  al- 
lowed short-segment  fusions  extending  one  seg- 
ment above  and  one  segment  below  the  frac- 
ture. McCormack3  described  a simple  load-shar- 
ing classification  that  provided  practical  guide- 
lines for  application  of  short  segmental  fixation. 
Typical  implant  constructs  load-share  with  the 
bony  elements.  In  any  fracture  stabilized  with  an 
implant,  there  is  a race  between  healing  of  the 
fracture  and  failure  of  the  implant.  Higher  de- 
grees of  fracture  comminution  result  in  greater 
load  bearing  through  the  implant  and  increased 
likelihood  of  implant  failure  or  screw  fracture. 
Higher  mechanical  stresses  of  high  patient  weight 
and  premature  heavy  lifting  demonstrated  in  this 
case  also  increase  the  probability  of  screw  frac- 
ture. However,  screw  breakage  does  not  neces- 
sarily imply  failure  of  healing  of  the  fusion  or 
fracture. 
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FIGURE  3A 


FIGURE  3B 


FIGURE  3A  & 3B:  At  6-months  post-op,  x-rays  showed  two  broken  screws 
and  recurrence  of  kyphosis  measured  at  29-degrees.  A)  AP.  B)  Lateral. 


CONCLUSION: 

Pedicle  screw  fixation  of  burst  fractures  al- 
lows short-segment  stabilization  that  maintains 
lumbar  motion  and  decreases  long-term  back 
pain  caused  by  long  fusions.  Screw  breakage 
does  not  necessarily  imply  failure  of  the  opera- 
tion. Removal  of  broken  hardware  can  often 
relieve  recurrent  pain. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN  JR.,  Esq. 

1 900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  are  the  duties  of  a physician  when 
a patient  (principal)  has  appointed  a 
health  care  power  of  attorney  (attorney 
in  fact)? 

Any  adult  patient  (principal),  someone  who 
is  nineteen  years  of  age  or  older  or  who  is  or 
has  been  married.  Neb.  Rev.  Stat.  § 30-3402(1 ), 
may  confer  a power  of  attorney  for  health  care 
upon  another  adult  (attorney  in  fact)  giving 
that  individual  health  care  decision  making 
power  for  the  principal.  Neb.  Rev.  Stat.  § 30- 
3403(1). 

Before  the  power  of  attorney  can  be  exer- 
cised, the  principal  must  first  be  determined  to 
be  incapable  of  making  health  care  decisions. 
Neb.  Rev.  Stat.  § 30-341  1 . 

It  is  the  duty  of  the  attending  physician  and 
another  consulting  physician  to  make  the  de- 
termination that  the  principal  is  incapable  of 
making  health  care  decisions.  Neb.  Rev.  Stat.  § 
30-3412.  "Incapable"  shall  mean  the  inability 
to  understand  and  appreciate  the  nature  and 
consequences  of  health  care  decisions,  includ- 
ing the  benefits  of,  risks  of,  and  alternatives  to 
any  proposed  health  care  or  the  inability  to 
communicate  in  any  manner  an  informed  health 
care  decision.  Neb.  Rev.  Stat.  § 30-3402(7).  It 
must  be  made  in  writing  and  the  physicians 
shall  document  the  cause  and  nature  of  the 
principal's  incapacity.  Neb.  Rev.  Stat.  § 30- 
3412(1).  The  written  determination  shall  be 
included  in  the  principal's  medical  record  with 
the  attending  physician  and,  when  applicable, 
with  the  consulting  physician  and  the  health 
care  facility  in  or  of  which  the  principal  is  a 
patient  or  resides,  Jd.  If  a physician  has  been 
designated  a principal's  attorney  in  fact,  that 
physician  cannot  make  the  decision  that  the 
principal  is  incapable  of  making  health  care 
decisions.  Neb.  Rev.  Stat.  § 30-3412(2). 

Once  the  determination  is  made  by  the 
physicians  that  the  principal  is  incapable  of 
making  health  care  decisions,  the  attending 
physician  shall  give  notice  of  the  determina- 
tion to  (1)  the  principal  when  there  is  any 
indication  of  the  principal's  ability  to  compre- 
hend such  notice,  (2)  to  the  attorney  in  fact, 


and  (3)  to  the  health  care  provider.  Neb.  Rev. 
Stat.  § 30-3413. 

After  making  the  initial  determination  that 
the  principal  is  incapable  of  making  health 
care  decisions,  the  attending  physician  shall 
confirm  the  principal  is  still  incapable  when 
making  subsequent  health  care  decisions.  Neb. 
Rev.  Stat.  § 30-341  9.  The  confirmation  must  be 
in  writing  and  included  in  the  principal's  medi- 
cal records.  Jd.  The  notice  requirement  under 
Neb.  Rev.  Stat.  § 30-3413  does  not  apply  to 
this  situation. 

2.  What  is  a physician's  liability  if  he/she 
follows  the  instructions  of  someone 
thought  to  be  the  principal's  attorney  in 
fact  but  is  not? 

Neb.  Rev.  Stat.  § 30-3423  (2)  grants  immu- 
nity from  criminal  and  civil  liability,  and  profes- 
sional disciplinary  action  to  physicians  and 
health  care  providers  who  act  or  decline  to  act 
in  reliance  upon  the  decision  made  by  a per- 
son whom  the  attending  physician  or  health 
care  provider  in  good  faith  believes  to  be  the 
attorney  in  fact.  However,  nothing  in  the  Ne- 
braska statutes  covering  health  care  power  of 
attorney  will  limit  the  liability  of  the  attending 
physician  or  the  health  care  provider  for  a 
negligent  act  or  omission  in  connection  with 
the  medical  diagnosis,  treatment,  or  care  of 
the  principal.  Jd. 

3.  Under  the  conditions  may  a physician 
refuse  to  follow  the  instructions  of  the 
attorney  in  fact? 

The  attorney  in  fact  only  has  authority  to 
make  decisions  for  the  principal  in  issues  of 
health  care  which  the  principal  could  make  for 
himself  or  herself  under  the  law.  Neb.  Rev. 


"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Building,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided 
by  Amy  L.  Yindrick,  a law  student  at  the  University  of  Iowa  College 
of  Law  and  Charles  M.  Pallesen  Jr.,  both  of  the  Cline  Williams  Law 
Firm.  Questions  relating  to  specific  detailed  factual  situations 
should  continue  to  be  referred  to  your  own  counsel. 
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Stat.  § 30-341  7 (1 ) (a).  If  the  principal  is  preg- 
nant, the  attorney  in  fact  may  not  make  deci- 
sions regarding  health  care  that  will  result  in 
the  death  of  the  unborn  child  and  it  is  probable 
that  the  unborn  child  will  develop  to  the  point 
of  live  birth  with  continued  application  of  health 
care.  Neb.  Rev.  Stat.  § 30-3417  (1)  (b).  The 
attorney  in  fact  may  also  not  make  decisions 
regarding  withholding  or  withdrawing  artifi- 
cially administered  nutrition  and  hydration. 
Neb.  Rev.  Stat.  § 30-3417  (1 ) (c). 

Neb.  Rev.  Stat.  § 30-3428  (1)  states  that 
nothing  in  the  Nebraska  statutes  covering  health 
care  power  of  attorney  will  obligate  a health 
care  provider  organization  to  honor  a decision 
made  by  an  attorney  in  fact  if  the  health  care 


provider  organization  would  not  honor  the 
decision  if  made  by  principal.  However,  the 
reason  for  not  honoring  the  decision  must  be 
because  the  decision  is  contrary  to  a formally 
adopted  policy  of  the  health  care  provider 
organization  that  is  expressly  based  on  reli- 
gious beliefs  or  sincerely  held  ethical  or  moral 
convictions  central  to  the  operating  principals 
of  the  health  care  provider  organization.  The 
health  care  provider  organization  may  refuse 
to  honor  the  decision  if  it  has  informed  the 
principal  or  attorney  in  fact  of  such  policy,  if 
reasonably  possible.  If  the  attorney  in  fact  is 
unable  or  unwilling  to  arrange  a transfer  to 
another  health  care  facility,  the  health  care 
provider  may  intervene  to  facilitate  such  a 
transfer. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JANUARY  6-FEBRUARY  1 5, 1 996—  Natural  Fam- 
ily Planning  Practitioner  - Assumption  College, 
Worcester,  MA 

MARCH  2,  1996  — Annual  Colon  & Rectal  Dis- 
eases Program  - Marriott  Hotel,  Omaha,  NE. 

APRIL  26,  1996  — Infectious  Diseases  Sympo- 
sium - Boys  Town  Institute  Auditorium  - St. 
Joseph  Hospital. 

MAY  16-19,  1996  — The  Course:  A Review  of 
Orthopaedics  and  Orthopaedic  Pathology  - 
Creighton  University,  Omaha,  NE. 

MAY  24-26,  1996  — Family  Medicine  Update  - 
Okoboji,  Iowa. 

JUNE  12-15,  1996  — American  Association  of 
Clinical  Anatomists  - Creighton  University, 
Omaha,  NE 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph  D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 


UNIVERSITY  OF  COLORADO 
HEALTH  SCIENCES  CENTER 

FEBRUARY  3-8, 1996  • 22nd  Annual  Rocky  Moun- 
tain Conference,  on  Emergency  Medicine, 
Breckenridge,  Colorado. 

For  information,  please  call:  Colorado  Chapter  ACEP  (800) 
520-ACEP. 


MAYO  FOUNDATION 

JANUARY  8-12,  1996  — Bone  and  Soft  Tissue 
Tumors,  30.5  Category  I hours,  Fee:  $730. 
Mauna  Lani  Bay  Hotel,  Kohala  Coast,  Hawaii. 

FEBRUARY  10-14,  1996  — Selected  Topics  in 
Internal  Medicine,  Rancho  Bernardo  Inn  & 
Resort,  San  Diego,  California,  22  Category  1 
hours.  Registration  fee:  $595. 


FEBRUARY  29-MARCH  2,  1996  — Mayo  Clinic 
State-of-the-Art  Symposium:  Arrhythmia  Man- 
agement, Silverado  Resort,  Napa  Valley,  Cali- 
fornia, 13  Category  1 hours,  Registration  Fee: 
$420. 

Contact:  Registrars,  Mayo  Foundation,  Section  of  Con- 
tinuing Medical  Education,  200  First  St.  S.W.,  Rochester, 

MN  55905,  Phone:  1-800-323-2688,  FAX:  507-284-0532. 

JUNE  25-29,  1 996 — Update  in  Internal  Medicine 
Advances  and  Controversies,  Presented  in  co- 
operation with  Mayo  Clinic  and  the  Depart- 
ment of  Medicine,  Royal  College  of  Surgeons 
in  Ireland  Medical  School.  Program  Site:  Dublin, 
Ireland. 

AUGUST  8-1 0,  1 996  — Third  Annual  Symposium 
on  Biomedical,  Biopharmaceutical,  and  Clini- 
cal Applications  of  Capillary  Electrophoresis. 
Program  Site:  Leighton  Auditorium,  Siebens 
Building,  Mayo  Clinic,  Rochester,  Minnesota. 

OCTOBER  3-5,  1996  — Mayo  Vasular  Sympo- 
sium 1 996.  Advances  and  Controversies  in  the 
Multidisciplinary  Management  of  Vascular  Dis- 
ease, presented  in  cooperation  with  Mayo  Clinic 
and  the  North  American  Chapter  of  the  Interna- 
tional Union  of  Angiology.  Program  Site:  Phillips 
Hall,  Siebens  Building,  Mayo  Clinic,  Rochester, 
Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  International 

Medical  Education,  Mayo  Foundation,  Rochester,  MN 

55905,  USA.  Phone:  Toll  Free  800-323-2688  (U.S.)  or  507- 

284-8399,  Fax:  507-284-0532. 

NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  18-21,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  24-27,  1997  — Annual  Session,  Nebraska 
Center  of  Continuing  Education,  Lincoln. 

SEPTEMBER  18-20,  1997  — Fall  Session, 
Cornhusker  Hotel,  Lincoln  (tentative  date). 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

SUNDAY-FRIDAY,  MARCH  3-8,  1996  — 16th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado,  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400 
before  2/1 5/96,  $450  after. 

THURSDAY-SATURDAY,  MARCH  14-16,  1996 
— National  Association  of  Medical  Directors  of 
Respiratory  Care,  Washington,  DC,  Target  Au- 
dience: Physicians  and  non-physicians  inter- 
ested in  medical  director  and  related  issues. 
Fee:  $200. 

1 1 DAYS,  MARCH  1 8-29, 1 996 — Family  Practice 
Review:  Skills  for  the  21st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants.  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 

11  DAYS,  APRIL  15-26,  1996  — Family  Practice 
Review:  Skills  for  the  21  st  Century,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Family  Physicians, 
Physician  Assistants,  Fee:  $1250  - two  week 
session,  $900  - one  week  session,  $1400  - split 
sessions. 


UNIVERSITY  OF  NEBRASKA  MEDICAL  CENTER 
ONGOING  CONTINUING  MEDICAL 
EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider, Reverification 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  — 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throught  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  681 98-5651 . Call  (402) 
559-4 1 52  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915,  or  e-mail  CONTEDUC  @ 
UNMC.EDU. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

FALL  SESSION 
SEPTEMBER  21-23,  1995 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

David  L.  8acon,  M.D.,  Kearney  • Chairman;  Christopher  C.  Caudill, 
M.D.,  Lincoln;  James  A.  Fosnaugh,  M.D.,  Lincoln;  Frederick  F.  Paustian, 
M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  William  R.  Palmer,  M.D., 
Omaha;  Ronald  W.  Klutman,  M.D.,  Columbus;  Robert  C.  Osborne,  M.D., 
Lincoln;  David  R.  Little,  M.D.,  Hastings;  Patrick  E.  Brookhouser,  M.D., 
Omaha;  Cordon  D.  Bainbridge,  M.D.,  Grand  Island;  Timothy  A.  Burd, 
Omaha. 

The  Board  of  Directors  and  its  Executive  Commit- 
tee have  met  on  several  occasions  since  the  1995 
Annual  Session  and  present  the  following  report  to 
the  House  of  Delegates  for  its  approval. 

1.  RESOLUTION  #1  (A95)  DELEGATE  STATUS  FOR 
FORMER  AMA  DELEGATES  AND  ALTERNATE  DEL- 
EGATES AND  FOR  FORMER  MEMBERS  OF  THE 
AMA  BOARD  OF  TRUSTEES  AND  AMA  COUNCILS 
This  resolution  proposed  that  the  Association  rec- 
ognize its  past  delegates  and  alternate  delegates  to 
the  American  Medical  Association  and  past  members 
of  the  AMA  Board  of  Trustees  and  Councils  as  perma- 
nent delegates  in  the  NMA  House  of  Delegates.  The 
resolution  was  referred  to  the  Board  of  Directors  for 
consideration  at  its  strategic  planning  meeting.  The 
Board  considered  this  resolution  during  its  August 
meeting  and  while  the  Board  sees  the  value  of  guid- 
ance and  input  from  those  physicians  who  have 
served  in  these  various  capacities,  the  Board  did  not 
feel  it  advisable  to  adopt  the  recommendation  in  the 
resolution.  It  was  the  Board's  concern  that  this  pro- 
posal would  increase  the  size  of  the  House  of  Del- 
egates and  could  have  an  impact  on  representation 
within  the  House.  The  Board  therefore  recommends 
that  the  proposed  representation  revisions  as  sug- 
gested in  this  resolution  not  be  implemented. 

2.  RESOLUTION  #2  (A95)  STARK  RELIEF  RESOLUTION 
This  resolution  directed  that  the  NMA  delegates  to 

the  AMA  carry  a resolution  to  the  AMA  annual  meet- 
ing in  June  1995  calling  on  the  AMA  to  work  with 
HCFA,  the  Office  of  Inspector  General,  and  other 
appropriate  federal  agencies  to  urgently  develop  tem- 
porary safe  harbor  guidelines  for  small  group  and 
other  integrated  group  medical  practices  and  aca- 
demic health  centers  for  compliance  with  Stark  II 
laws.  This  resolution  was  adopted  by  the  AMA  House 
of  Delegates. 

3.  RESOLUTION  #3  (A95)  EUTHANASIA  & PHYSICIAN 
ASSISTED  SUICIDE  POLICY  STATEMENT 

The  House  adopted  this  resolution  and  in  its  dis- 
cussion noted  that  the  NMA  has  endorsed  and  adopted 
the  policy  statement  by  the  AMA  which  reads  as 
follows:  "The  AMA  Code  of  Medical  Ethics  explicitly 
states  that  "physician  assisted  suicide"  is  fundamen- 
tally incompatible  with  the  physician's  role  as  healer. 


would  be  difficult  or  impossible  to  control,  and  would 
pose  serious  societal  risks". 

4.  RESOLUTION  #4  (A95)  LACK  OF  DEPARTMENT 

OF  SOCIAL  SERVICES'  FEEDBACK 

This  resolution  directed  that  the  NMA  work  with 
the  Department  of  Social  Services  to  streamline  their 
referral  process,  providing  appropriate  feedback  to 
the  referring  physician.  This  resolution  was  initially 
referred  to  the  NMA  Ad-Hoc  Committee  on  Medicaid 
Services.  The  Board  has  been  asked  by  the  Commit- 
tee to  reassign  the  matter  to  a different  committee 
more  directly  involved  with  the  issue.  The  Executive 
Committee  of  the  Board  will  now  address  this  issue. 

5.  RESOLUTION  #5  (A95)  PRICE  REDUCTION  FOR 

PRACTICE  PARAMETERS  ON  CD-ROM 

This  resolution  called  on  the  NMA  to  submit  a 
resolution  to  the  AMA  House  of  Delegates  proposing 
that  the  AMA  reduce  the  price  for  members  when 
purchasing  the  practice  parameters  on  CD-ROM.  The 
resolution  was  submitted  to  the  American  Medical 
Association  but  subsequently  withdrawn  following  a 
decision  by  the  AMA  to  substantially  reduce  the  cost 
of  this  product. 

6.  RESOLUTION  #6  (A95)  GOOD  SAMARITAN 

HIV  TESTING 

This  resolution  called  on  the  NMA  Board  of  Direc- 
tors to  discuss  with  the  Department  of  Health  the 
releasing  of  HIV/communicable  disease  test  results  of 
trauma  victims  when  blood  exposure  occurs  with 
Good  Samaritans,  when  just  cause  and  concern  is 
evident.  Mark  B.  Horton,  M.D.,  Nebraska  Director  of 
Health,  wrote  to  Senator  Don  Wesely  regarding  this 
issue.  His  opinion  is  that  disclosure  of  HIV  informa- 
tion to  Good  Samaritans  would  require  a statutory 
change  in  current  law.  This  resolution  was  referred  to 
the  NMA  Task  Force  on  AIDS  who  considered  the 
matter  and  will  continue  to  address  the  issue. 

7.  RESOLUTION  #7  (A95)  MEDICARE  GUIDELINES 

FOR  E/M  CODING 

This  resolution  called  on  the  NMA  and  the  AMA  to 
oppose  current  E/M  coding  guidelines  on-  the  basis 
that  they  pose  an  unreasonable  burden  to  the  practic- 
ing physician  and  that  the  NMA  delegation  formulate 
a resolution  for  the  AMA  House  of  Delegates  request- 
ing that  the  AMA  re-evaluate  the  current  E/M  coding 
guidelines  and  work  with  HCFA  in  their  re-formula- 
tion, and  that  the  NMA  Ad-Hoc  Committee  Re:  Medi- 
care express  to  the  carrier  our  concerns  regarding  the 
cumbersome  nature  of  the  E/M  coding  guidelines 
and  work  toward  more  practical  documentation  re- 
quirements. This  resolution  was  referred  to  the  Ad- 
Hoc  Committee  Re:  Medicare,  it  was  provided  to  the 
Medicare  Carrier  Advisory  Committee,  and  a resolu- 
tion was  submitted  to  the  AMA  House  of  Delegates 
which  was  subsequently  referred  to  the  AMA  Board 
of  Trustees. 

8.  RESOLUTION  #8  (A95)  MODEL  LIVING  WILL 

AND  MODEL  POWER  OF  ATTORNEY 

FOR  HEALTH  CARE 

This  resolution  recommended  that  the  NMA  de- 
velop model  living  will  and  power  of  attorney  for 
health  care  documents  and  it  was  suggested  by  the 
reference  committee  that  a joint  venture  with  the 
Nebraska  Bar  Association  might  be  one  way  to  re- 
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solve  this  issue.  The  Association  communicated  with 
the  Nebraska  Bar  Association  relative  to  devising 
model  living  will  and  power  of  attorney  for  health  care 
documents.  NMA  counsel  responded  that  Nebraska 
hospitals  have  a variety  of  practices  in  dealing  with 
advance  directives,  with  some  actually  making  forms 
available  to  patients  while  others  simply  ask  whether 
a patient  has  a living  will  or  other  advanced  directive. 
Hospitals  are  advised  by  the  Nebraska  Association  of 
Hospitals  and  Health  Systems  that  should  they  re- 
ceive inquiries  about  such  documents,  they  should 
urge  the  patients  to  consult  with  their  attorneys.  It 
was  noted  that  the  UNL  Cooperative  Extension  Divi- 
sion has  developed  a publication  on  this  topic  which 
is  considered  to  be  one  of  the  best  descriptions  on 
the  subject  that  has  been  made  available.  The  Board 
plans  to  have  copies  of  this  document  available  at  the 
time  of  the  Fall  Session. 

Counsel  has  noted  that  under  the  living  will  and 
power  of  attorney  statutes  in  Nebraska,  there  are 
suggested  forms,  however,  there  is  no  requirement 
that  the  document  be  in  the  prescribed  form.  As  a 
result,  attorneys  who  draft  such  forms  have  elected  to 
deviate  from  or  add  to  the  suggested  language.  Some 
attorneys  who  practice  in  this  area  stress  the  need  to 
tailor  a living  will  or  power  of  attorney  to  deal  with  the 
particular  needs  and  preferences  of  a client.  The 
Board  feels  that  one  way  to  address  this  issue  might 
be  to  ascertain  the  types  of  problems  which  physi- 
cians are  encountering  with  living  wills  and  powers  of 
attorney  and  devising  ways,  such  as  through  the 
seminar  on  legal  issues  and  the  "Ask  a Lawyer"  col- 
umn in  Nebraska  Medical  lournal  to  inform  physi- 
cians about  these  issues. 

9.  RESOLUTION  #9  (A95)  AMA  - FORMAT  AT 

ANNUAL  LEADERSHIP  CONFERENCE 

This  resolution  called  on  the  AMA  to  return  to  the 
format  of  more  education  and  leadership  training  at 
the  annual  National  Leadership  Conference.  The  AMA 
House  of  Delegates  amended  the  resolution  and 
called  on  the  AMA  to  continue  a format  of  education 
and  leadership  training  at  the  annual  conference. 

10.  RESOLUTION  #10  (A95)  COUNTY 

OFFICER  FORUM 

This  resolution  called  on  the  AMA  to  continue  to 
sponsor  a county  officer  forum  at  the  AMA  National 
Leadership  Conference  and  implement  such  a forum 
at  both  the  AMA  annual  and  interim  meetings.  The 
AMA  House  of  Delegates  adopted  this  resolution. 

11.  RESOLUTION  #11  (A95)  MEDICATION  REFILLS 

UNDER  MANAGED  CARE 

This  resolution  was  referred  to  the  NMA  Ad-Hoc 
Committee  on  Health  Care  Insurance  and  Medical 
Delivery  Systems.  The  Committee  has  discussed  the 
resolution  on  one  occasion  and,  in  its  efforts  to 
address  the  matter,  will  be  soliciting  additional  infor- 
mation regarding  the  situation  as  it  exists.  The  Com- 
mittee will  then  give  further  consideration  to  this 
matter. 

12.  RESOLUTION  #12  (A95)  NMA  LEGISLATIVE 

FAX  UPDATE 

This  resolution  called  on  the  NMA  to  implement 
a plan  to  have  all  physician  members  in  the  state, 
other  than  those  residing  in  Douglas  and  Sarpy  Coun- 


ties, receive  weekly  the  NMA  Legislative  FAX  Update. 
This  resolution  was,  for  the  most  part,  implemented  in 
its  entirety  immediately  following  the  1995  Annual 
Session  when  fax  numbers  of  physicians  across  the 
state  were  compiled  by  the  Greater  Nebraska  Caucus 
for  purposes  of  contacting  as  many  physicians  as 
possible  relative  to  issues  being  considered  in  the 
Nebraska  Legislature.  Electronic  communication  ca- 
pabilities of  the  Association  are  currently  under  study 
and  refinements  will  be  completed  prior  to  the  end  of 
the  year  which  will  extend  the  NMA  faxing  capabili- 
ties to  the  extent  possible.  The  Board  feels  that  the 
NMA  Legislative  FAX  Update  provides  a very  effec- 
tive, efficient  mechanism  for  rapid  communication 
with  members  of  the  Association. 

13.  RESOLUTION  #13  (A95)  NMA 
MEMBERSHIP  RECRUITING 

This  resolution  called  on  the  Association  to  plan 
and  implement  an  ongoing  membership  recruitment 
and  retention  plan.  The  Board  considered  a proposed 
plan  for  recruiting  members  which  was  based  on  a 
pilot  project  carried  out  in  the  Kearney  area.  The 
outline  of  the  program  includes  identifying  non-mem- 
bers of  a locale,  gaining  consent  of  an  NMA  member 
to  be  a contact  person,  sending  letters  with  brochures 
and  an  application  to  non-members,  contact  by  an 
NMA  member,  sending  a follow-up  letter  with  an 
application  within  one  month  to  those  physicians 
who  have  not  sent  back  an  application,  having  an 
NMA  officer  make  contact  with  those  former  mem- 
bers who  have  not  renewed  NMA  membership,  and 
sending  an  end  of  the  year  report  card  on  NMA 
activities  to  members  when  the  next  year's  dues 
statements  are  mailed.  In  addition,  a new  recruitment 
brochure  was  developed  as  was  background  informa- 
tion for  those  physicians  making  follow-up  contacts. 
The  Board  adopted  the  proposed  membership  recruit- 
ment model. 

14.  RESOLUTION  #14  (A95)  NMA  NOMINATING 
COMMITTEE 

Resolution  #14  was  referred  to  the  Board  for 
consideration.  The  resolution  directed  that  the  Nomi- 
nating Committee  meet  one  time  only  during  an 
Annual  Session  in  association  with  the  first  session  of 
the  House  of  Delegates  which  takes  place  on  the 
Friday  of  each  Annual  Session.  The  NMA  Bylaws 
currently  specify  that  the  Nominating  Committee  shall 
hold  at  least  two  previously  announced  meetings, 
one  on  the  first  day  and  one  on  the  second  day  of  the 
Annual  Session.  The  Board  considered  this  matter  and 
passed  a motion  that  there  be  one  meeting  of  the 
Nominating  Committee  on  the  day  of  the  first  session 
of  the  House  of  Delegates  at  a time  which  will  have 
minimal  impact  on  reference  committee  activities.  As 
this  action  will  require  a bylaw  amendment,  the  Board 
proposes  that  the  House  of  Delegates  adopt  the 
following  revision  in  the  NMA  Articles  and  Bylaws: 

CHAPTER  VIII,  SECTION  1. 

The  House  of  Delegates  on  the  first  day  of  the 
Annual  Session  shall  elect  a Nominating  Commit- 
tee consisting  of  one  delegate  from  each  coun- 
cilor district.  This  committee  shall  hold  at  least  two 
one  previously  announced  meetings  of  not  less 
than  one  hour  each  ■ one  on  the  first  day  and  one 
on  the  second  day  of  the  Annual  Session  - for  the 
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purpose  of  receiving  nominations  for  officers  for 
the  ensuing  year.  These  This  meetings  shall  not 
conflict  with  the  scientific  meetings  of  the  Annual 
Session  and  shall  be  at  a time  which  will  have 
minimal  impact  on  reference  committee  activities. 
However,  the  Nominating  Committee  mav.  bv 
majority  vote,  call  a second  meeting  of  the  Nomi- 
nating Committee  on  the  second  dav  of  the  An- 
nual Session  should  the  need  arise.  Any  member 
of  the  Association  may  appear  before  this  commit- 
tee and  present  nominations  for  any  of  the  elec- 
tive offices. 

15.  RESOLUTION  #15  (A95)  PHYSICIAN  AND 
PHYSICIAN  SPOUSE  PARTICIPATION  IN  GRASS 
ROOT  CAMPAIGNS  THROUGHOUT  THE  STATE 
This  resolution  called  on  the  Association  to  en- 
courage and  abet  physician  and  physician  spouse 
participation  in  grass  roots  campaigns  throughout  the 
state.  This  resolution  has  been  addressed  by  a working 
group  appointed  under  the  structure  of  the  NMA 
Commission  on  Legislation  and  Governmental  Affairs. 
The  Legislative  Workshop  Development  Committee 
has  met  to  discuss  this  issue  and  is  structuring  the 
mechanism  of  communication  through  a workshop 
process  which  will  carry  out  the  intent  of  the  resolu- 
tion. The  Development  Committee  will  also  use  the 
workshop  approach  to  inform  physicians  and  spouses 
of  the  entire  legislative  process,  and  to  present  mecha- 
nisms of  how  they  can  be  involved  both  during  the 
legislative  session  and  throughout  the  remainder  of 
the  year. 

16.  RESOLUTION  #16  (A95)  SILENT  PPOs 

This  resolution  directed  that  the  Association  evalu- 
ate the  problems  of  silent  PPOs,  help  members  define 
these  issues  and  educate  our  members  in  how  to  deal 
with  them.  The  matter  was  presented  in  an  issue  of  the 
NMA  newsletter  and  an  article  on  the  subject  devel- 
oped by  the  American  Medical  Association  and  the 
American  Hospital  Association  was  made  available  to 
members  of  the  NMA. 

17.  RESOLUTION  #17  (A95)  VIOLENCE  IN  AMERICA 
The  House  adopted  this  resolution  which  called 

on  the  NMA  to  recognize  the  role  of  the  physician  in 
the  solution  to  the  problem  of  violence  in  America 
and  to  take  action  to  educate  NMA  members  to 
become  more  involved  in  the  solution  of  violence  in 
America.  This  matter  was  referred  to  the  NMA  Ad-Hoc 
Committee  on  Violence  and  Neglect  and  is  currently 
being  addressed  by  that  group  in  conjunction  with  the 
Nebraska  Medical  Association  Alliance.  The  Board 
considered  a request  from  the  Nebraska  Medical 
Association  Alliance  that  $2,000  from  the  earnings  of 
the  accumulating  Health  Gallery  funds  be  used  for 
programs  which  address  domestic  abuse.  The  Board 
approved  the  utilization  of  $2,000  from  the  earnings 
of  the  Health  Gallery  fund  for  this  purpose. 

18.  RESOLUTION  #18  (A95)  ESTABLISHMENT  OF 
800  NUMBER 

This  resolution  directed  that  the  NMA  promptly 
establish  an  800  number.  The  800  number  line  was 
installed  in  the  Association  office  and  became  active 
on  July  1 . 

19.  RESOLUTION  #19  (A95)  EXEMPTION  OF  POL'S 
FROM  CLIA  '88 


This  resolution  called  on  the  Association  to  con- 
tact the  Nebraska  representatives,  encouraging  their 
support  of  the  exemption  of  POL's  from  the  provision 
of  CLIA  '88  and  encouraging  Nebraska's  senators  to 
introduce  a similar  bill  in  the  U.S.  Senate  or  to  co-sign 
a similar  bill  if  one  is  already  being  introduced.  The 
Association  coordinated  this  effort  with  the  American 
Medical  Association  and  as  this  report  is  being  pre- 
pared, we  await  an  additional  response  from  the  AMA 
regarding  the  exact  timing  of  our  contact  with 
Nebraska's  Congressional  delegation  regarding  this 
issue. 

20.  RESOLUTION  #20  (A95)  DEVELOPMENT  OF 
STANDARD  OF  CARE 

The  House  referred  this  resolution  to  the  Board 
for  further  study.  The  resolution  called  on  the  Associa- 
tion to  develop  a standard  of  care  which  gives  the 
patient  and  the  physician  a choice  and  a voice  in 
medical  treatment  and  medical  implants.  The  Board 
feels  that  this  resolution  proposes  a responsibility  or 
scope  of  function  which  is  far  too  broad  for  the 
Association  to  undertake.  The  Board  recommends 
that  specific,  singular  standards  of  care  can  appropri- 
ately be  addressed  by  the  NMA  Technical  Advisory 
Committee  as  it  works  with  third  party  carriers. 

21.  RESOLUTION  #21  (A95)  DEVELOPMENT  OF 
STATEWIDE  EMERGENCY  MEDICAL 
TRANSPORTATION  SYSTEM 

This  resolution  directed  that  the  Association  sup- 
port studying  the  development  of  a statewide  emer- 
gency medical  transportation  system,  and  that  the 
Association  work  with  the  Nebraska  Hospital  Associa- 
tion, the  Governor's  Blue  Ribbon  Coalition,  the  State 
Department  of  Health  and  other  interested  parties 
toward  that  end.  The  Board  referred  this  resolution  to 
the  Committee  on  Health  Planning  and,  at  this  time, 
awaits  a response  from  the  Committee. 

22.  RESOLUTION  #22  (A95)  MANAGED  CARE  STUDY 
This  resolution  directed  that  the  Association  com- 
municate to  the  Health  and  Human  Services  Commit- 
tee of  the  Legislature  the  Association's  willingness  to 
support  and  participate  as  extensively  as  possible  in 
any  study  dealing  with  the  implementation  of  the 
mandated  Medicaid  Managed  Care  Program.  The 
Association  stands  ready  to  participate  in  a study  of 
the  Medicaid  Managed  Care  Plan  should  one  be 
scheduled  by  the  Health  and  Human  Services  Com- 
mittee or  by  another  state  government  agency.  The 
Association  has  held  several  meetings  with  represen- 
tatives of  the  Nebraska  Department  of  Social  Services 
for  purposes  of  discussing  the  matter,  specifically 
problems  that  have  arisen  regarding  implementation 
of  the  Medicaid  Managed  Care  Program. 

23.  NOMINATIONS  AND  APPOINTMENTS 

• CHILD  AND  FAMILY  LEADERSHIP 
COMMISSION 

The  Board  nominated  Todd  P.  Henderson,  M.D., 
Omaha,  to  serve  on  the  Child  and  Family  Lead- 
ership Group  as  formed  by  Governor  Nelson. 

• BOARD  OF  EXAMINERS  IN 
MEDICAL  NUTRITION  THERAPY 

The  Board  has  nominated  Eamonn  M.  Quigley, 
M.D.,  Omaha,  to  serve  on  the  Board  of  Examin- 
ers in  Medical  Nutrition  Therapy. 
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24.  NEBRASKA  CARRIER  ADVISORY  COMMITTEE 
The  Association  received  a request  from  Patrick 

Price,  M.D.,  who  serves  as  Medical  Director  Part  B 
Medicare  that  the  NMA  supply  a list  of  nominees  for 
service  on  the  Nebraska  Carrier  Advisory  Committee. 
A list  of  nominees  for  those  specialty  areas  desig- 
nated was  supplied  to  the  carrier  in  August. 

25.  NATIONAL  PHYSICIAN  HEALTH 
INSURANCE  COMPANY 

The  Medical  and  Chirurgical  Faculty  of  Maryland 
contacted  the  Association  to  determine  whether  the 
NMA  would  be  willing  to  co-sponsor  a resolution  to 
the  AMA  House  of  Delegates  dealing  with  a National 
Physician  Health  Insurance  Company.  The  Board 
considered  this  matter  and  favored  the  resolution  and 
determined  that  it  should  be  submitted  to  the  NMA 
House  of  Delegates  for  approval.  The  Board  of  Direc- 
tors determined  that  a second  "resolved"  should  be 
added  to  the  resolution.  The  Board  recommends  to 
the  House  of  Delegates  that  the  Nebraska  Medical 
Association  co-sponsor  the  resolution,  that  the  NMA 
recommend  the  addition  of  the  second  "resolved" 
and  that  the  Medical  and  Chirurgical  Faculty  of  Mary- 
land be  notified  of  our  action.  The  resolution  as 
amended  with  the  second  "resolved"  is  as  follows: 

WHEREAS,  enrollment  in  health  maintenance 
organizations  (HMOs)  is  rapidly  approaching  ap- 
proximately 50  percent  of  the  U.S.  population, 
and 

WHEREAS,  their  profits  in  excess  of  nine  billion 
dollars  are  not  being  returned  to  the  health  care 
systems,  and 

WHEREAS,  approximately  25  to  30  percent  of 
the  health  care  dollar  is  spent  for  administration 
and  profit,  and 

WHEREAS,  many  state  medical  societies  and 
physician  groups  are  involved  in  setting  up  physi- 
cian-run health  insurance  companies,  and 

WHEREAS,  many  national  companies  would 
prefer  dealing  with  a single  insurance  entity,  and 

WHEREAS,  the  AMA  evaluated  the  feasibility  of 
establishing  a national  health  insurance  program 
in  1 985,  and 

WHEREAS,  the  AMA  Board  of  Trustees  felt  that 
the  financial  risk  was  too  great  at  that  time,  and 

WHEREAS,  there  are  approximately  300,000 
members  of  the  AMA,  and 

WHEREAS,  if  each  member  purchased  $5,000 
worth  of  stock  it  would  result  in  1 .5  billion  dollars; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ameri- 
can Medical  Association  Board  of  Trustees  study 
the  feasibility  of  establishing  a national  physician 
owned  and  operated  health  insurance  company, 
and 

BE  IT  FURTHER  RESOLVED,  that  such  a national 
physician  owned  and  operated  health  insurance 
company  should  be  also  structured  to  serve  as  a 
TPA  (Third  Party  Administrator)  for  POs  (Physician 
Organizations). 

26.  AMA  DELEGATE  ALLOCATION 

Since  the  1984  Interim  Meeting  of  the  AMA 


House  of  Delegates,  the  Nebraska  Medical  Associa- 
tion has  had  an  additional  delegate  seat  due  to  the 
fact  that  75%  of  the  NMA's  members  are  also  mem- 
bers of  the  AMA.  As  of  December  31,  1994,  the 
percentage  of  Nebraska  Medical  Association  mem- 
bers who  are  also  members  of  the  American  Medical 
Association  had  dropped  to  73%.  AMA  Bylaws  specify 
that  states  in  which  this  occurs  will  be  allowed  to 
retain  the  additional  delegate  if  the  state  promptly 
files  with  the  Office  of  the  Executive  Vice  President  of 
the  AMA  a written  plan  of  intensified  AMA  member- 
ship development  activities.  The  NMA  Board  of  Direc- 
tors has  reviewed  and  approved  a written  plan  of 
intensified  AMA  membership  development  activities, 
and  has  submitted  it  to  the  AMA. 

In  addition,  the  Board  considered  whether  the 
AMA's  75%  rule  is  still  appropriate  and  determined 
that  this  House  of  Delegates  should  be  asked  to 
consider  the  following  resolution  for  possible  submis- 
sion to  the  AMA  House  of  Delegates  for  consider- 
ation during  its  1995  Interim  Session  in  December. 
The  Board  therefore  recommends  that  the  House  of 
Delegates  adopt  the  following  resolution  and  that  the 
NMA  Delegates  to  the  AMA  House  of  Delegates 
submit  the  resolution  for  consideration  by  the  AMA 
House  of  Delegates  in  December  of  1995. 

WHEREAS,  the  % of  membership  in  the  AMA  by 
state  association  members  is  lower  than  in  previ- 
ous years,  and  is  likely  to  remain  so,  and 

WHEREAS,  this  is  a nationwide  rather  than  a 
regional  trend,  and 

WHEREAS,  AMA  Bylaws  Amendment  Section 
2.1 12  stipulates  that  a constituent  association  shall 
be  entitled  to  an  additional  delegate  and  alternate 
in  the  House  of  Delegates  if  75%  or  more  of  its 
members  are  also  members  of  the  American  Medi- 
cal Association,  and  this  criteria  may  be  unlikely  to 
be  met  by  any  state  associations  in  the  future,  and 

WHEREAS,  the  reasons  for  implementing  AMA 
Bylaws  Amendment  Section  2.112  have  not 
changed; 

THEREFORE,  BE  IT  RESOLVED,  that  the  AMA 
House  of  Delegates  update  Bylaws  Amendment 
Section  2.112  by  changing  the  75%  requirement 
to  662/3%  so  the  revised  AMA  Bylaws  Amendment 
Section  2.1  12  would  read  as  follows: 

A constituent  association  shall  be  entitled  to  an 
additional  delegate  and  alternate  in  the  House  of 
Delegates  if  662  3%  or  more  of  its  members  are 
also  members  of  the  American  Medical  Associa- 
tion. and 

BE  IT  FURTHER  RESOLVED,  that  the  AMA  ex- 
tend the  remedial  time  required  to  re-attain  the 
662  3%  membership  level  from  1 year  to  3 years, 
while  continuing  to  require  the  submission  of  a 
written  plan  of  intensified  AMA  membership  devel- 
opment activities  by  the  state,  prepared  with  the 
assistance  of  the  AMA's  marketing  strategists. 

27.  AMBULATORY  SURGICAL  CENTER  REGULATIONS 
During  the  1995  Annual  Session,  the  House  of 
Delegates  referred  the  report  of  the  Ad-Hoc  Commit- 
tee on  Ambulatory  Surgical  Center  Regulations  back 
to  the  Board  and  to  the  Ad-Hoc  Committee  for  further 
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study  and  reconsideration.  This  matter  has  been  un- 
der study  by  the  Ad-Hoc  Committee  subsequent  to 
the  1995  Annual  Session. 

28.  PRO  CARDIOVASCULAR  STUDY  PROGRAM 

The  Board  reviewed  the  minutes  of  the  PRO 

Overview  Committee  in  which  the  PRO  Cardiovascu- 
lar Study  Program  was  discussed.  In  an  effort  to 
maintain  communication  and  information  on  this 
project  between  the  NMA  and  the  Sunderbruch  Cor- 
poration, it  was  determined  that  Bruce  Gfeller,  M.D., 
would  become  a member  of  the  Task  Force  and 
Joseph  Gard,  M.D.,  was  appointed  to  serve  on  the 
NMA  PRO  Overview  Committee.  It  was  felt  that 
having  these  physicians  serve  on  both  committees 
would  be  of  informational  value  to  both  organiza- 
tions. 

29.  FOCUSED  WORKING  GROUPS 

Several  focused  working  groups  were  appointed 
to  review  and  study  various  legislative  issues  and 
advise  the  NMA  Commission  on  Legislation  and 
Governmental  Affairs  as  to  what  the  Association's 
approach  should  be  regarding  each  issue.  The  fo- 
cused working  groups  include  the  subjects  of  ob-gyn 
as  primary  care  for  insurance  (LB  532),  nurse  practi- 
tioner issue  (LB  414),  optometry/chiropractic/407 
process,  peer  review  confidentiality  in  outpatient 
setting,  professional  liability  fund  cap  (LB  569),  HMO/ 
PPA  legislation,  non-traditional  therapies  (LB  63), 
Parkinson's  Disease  Registry  (LB  496)  and  a legislative 
workshop  development  committee.  The  Board  feels 
that  this  process  is  a worthwhile  endeavor  and  looks 
forward  to  reviewing  the  reports  of  the  working  groups 
as  they  are  submitted  to  the  Commission  on  Legisla-  -1 
tion  and  Governmental  Affairs. 

30.  FORUM  OF  MEDICAL  SPECIALTIES 

The  Board  considered  the  feasibility  of  establish- 
ing a forum  of  medical  specialties  in  the  State  of 
Nebraska  and  this  matter  is  still  under  study.  The 
Board  has  determined  that  it  will  be  the  final  authority 
regarding  the  structure  of  such  a combined  specialty 
group  mechanism  should  it  be  determined  that  the 
formation  of  such  a forum  should  proceed. 

31.  MULTI-PROVIDER  DATA  COLLECTION 

AND  ASSESSMENT  SYSTEM 

The  Board  of  Directors  reviewed  a request  from 
the  Nebraska  Association  of  Hospitals  and  Health 
Systems  regarding  a proposal  for  a multi-provider  data 
collection  and  assessment  system.  The  Board  referred 
this  matter  to  the  Commission  on  Medical  Socio- 
Economics  for  study  and  a report  back  to  the  Board. 

32.  AMA  CONTRIBUTION  REQUEST 

The  Board  considered  a request  from  the  Ameri- 
can Medical  Association  that  the  NMA  provide  a 
voluntary  contribution  to  enable  the  AMA  to  expand 
its  advertising  efforts  during  consideration  of  profes- 
sional liability  reform  legislation  in  the  Congress.  After 
review  of  the  matter,  the  Board  determined  that  the 
NMA  would  not  provide  financial  support  to  the  tort 
reform  activities  of  the  AMA  at  this  time,  however,  the 
Association  did  maintain  contact  with  Nebraska's 
Congressional  delegation  to  support  the  effort. 


33.  AMA  LITIGATION  CENTER 

The  AMA  contacted  the  Association  requesting 
that  consideration  be  given  to  assist  in  funding  an 
AMA/State  Medical  Society  Litigation  Center.  It  was 
noted  that  the  Litigation  Center  would  be  formed  as 
a joint  venture  between  the  AMA  and  state  medical 
associations  to  conduct  joint  litigation  activities,  fa- 
cilitate better  communication  on  legal  issues,  and 
share  the  benefits  of  the  legal  work  product.  The  AMA 
proposed  that  the  center  be  funded  by  an  annual 
commitment  by  the  AMA  of  $250,000,  and  an  assess- 
ment of  the  state  medical  associations  in  the  amount 
of  $1  per  member  with  a cap  of  $12,000.  Due  to 
budget  restrictions,  the  Board  of  Directors  deter- 
mined that  the  Association  would  not  financially  sup- 
port the  AMA's  Litigation  Center  at  this  time. 

34.  RECOGNITION  AWARDS 

The  Board  considered  whether  the  Association 
should  implement  an  award  program  which  would 
annually  recognize  one  or  more  members  of  the 
Association  for  particular  achievements.  It  was  deter- 
mined that  this  matter  should  be  studied  and  was 
therefore  referred  to  the  Commission  on  Association 
Affairs  for  recommendation.  It  is  anticipated  that  the 
Commission  will  review  this  matter  in  the  near  future 
and  provide  recommendations  to  the  Board. 

35.  TECHNICAL  SUPPORT  COMMITTEE 

The  Board  discussed  the  use  and  possible  expan- 
sion of  electronic  media  for  expedient  dissemination 
of  information  to  the  Association  membership.  An 
advisory  committee  to  the  Association's  staff  has 
been  established  to  recommend  electronic  systems 
of  communication  to  enhance  the  electronic  commu- 
nication capabilities  of  the  Association. 

36.  PREVENTIVE  LAW  SEMINAR 

The  second  Cline,  Williams/Nebraska  Medical 
Association  Physician  and  Staff  Preventive  Law  Semi- 
nar is  scheduled  to  take  place  on  September  22, 
1995,  the  first  day  of  the  Fall  Session.  The  Cline, 
Williams,  Wright,  Johnson  and  Oldfather  Law  Firm 
serves  as  NMA  counsel.  The  success  of  the  seminar 
scheduled  during  the  1994  Fall  Session  prompted  the 
scheduling  of  such  a program  during  this  meeting. 

37.  MEMBERSHIP  ACKNOWLEDGMENT 

The  Board  considered  whether  to  develop  some 
type  of  acknowledgement  of  membership  other  than 
the  membership  card  which  is  currently  provided 
upon  the  receipt  of  a member's  dues.  The  Board 
determined  that  it  would  be  more  appropriate  to 
issue  a certificate  of  membership  rather  than  to  con- 
tinue utilization  of  the  card.  The  process  for  imple- 
menting this  mechanism  in  1996  is  currently  being 
refined.  It  was  decided  that  the  certificate  would  be 
provided  to  each  member  at  no  cost. 

In  addition,  the  Board  considered  whether  to 
develop  a membership  plaque  which  would  be  made 
available  to  each  member  at  cost  should  they  wish  to 
purchase  it.  A sample  membership  plaque  will  be 
presented  to  the  House  of  Delegates  during  the  Fall 
Session  as  the  board  desires  a response  from  the 
House  regarding  this  matter. 
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38.  MEMBERSHIP 

In  addition  to  the  membership  recruitment  activi- 
ties as  carried  in  Item  #13  of  this  report  dealing  with 
Resolution  #13  (A95),  the  Board  of  Directors  and  the 
county  medical  societies  continually  strive  to  increase 
total  membership.  The  Board  maintains  data  on  mem- 
ber and  non-member  lists  and  makes  contacts  to 
augment  the  mailings  which  invite  membership  in  the 
Association.  The  Association  had  gained  86  new 
members  as  of  June  30,  1995.  In  addition,  19  former 
members  have  re-established  membership.  There  are 
currently  1655  dues-paying  members  of  the  Associa- 
tion and  280  Life  & Associate  Members.  Our  total 
membership  is  1939  which  comprises  65.1  % of 
Nebraska's  2,979  physicians.  The  Association  contin- 
ues to  experience  an  increase  in  total  membership 
each  year.  It  is  imperative  that  members  of  the  House 
of  Delegates  and  all  Association  members  continue 
to  encourage  their  non-member  colleagues  to  join 
the  federation  of  medicine  as  we  continue  to  face 
major  changes  in  the  health  care  system. 

39.  NMA  BLUE  CROSS/BLUE  SHIELD  GROUP 

HEALTH  INSURANCE  PLAN 

The  Board  of  Directors  monitors  the  NMA  Blue 
Cross/Blue  Shield  group  health  insurance  plan.  The 
Board  is  pleased  to  report  that  there  will  be  no  rate 
increase  for  the  next  policy  year  which  begins  Octo- 
ber 1,  1995. 

The  Board  recently  added  the  drug  card  benefit  to 
the  program  and  has  authorized  the  addition  of  dental 
coverage  to  the  PPO  Nebraska  coverage  option.  It 
would  appear  that  a sufficient  reserve  in  the  program 
will  allow  for  another  premium  holiday  month  in 
1996.  These  benefits  are  brought  about  by  the  fact 
that  the  Board  authorized  discussions  with  Blue  Cross/ 
Blue  Shield  in  1992  which  investigated  the  implemen- 
tation of  a settlement  agreement  which  allows  the 
Association  to  be  involved  in  decisions  regarding 
how  any  excess  premiums  would  be  disbursed  follow- 
ing the  completion  of  a plan  year.  We  encourage 
members  of  the  Association  to  review  this  group 
health  insurance  plan  as  we  feel  it  is  very  competitive 
premium  and  coverage  wise. 

40.  FINANCES 

The  1995  Budget  of  the  Association  is  $771,389. 
This  reflected  a 7.4%  increase  over  the  1994  Budget, 
including  the  addition  of  a new  employee.  The  Board 
spends  a considerable  amount  of  its  time  monitoring 
and  analyzing  the  Association's  financial  status,  re- 
garding both  the  categories  of  income  and  the  expen- 
ditures necessary  to  operate  the  NMA. 

The  Board  recently  reviewed  the  financial  status 
of  the  Association  based  upon  June  30,  1995,  figures, 
and  projected  year  end  cash  balance  computations. 
The  Board  anticipates  a sufficient  cash  balance  as  of 
December  31,  1995,  to  apply  towards  an  anticipated 
1 996  deficit  and  to  allow  for  no  increase  in  1 996  dues 
levels  for  NMA  membership.  The  Board  will  continue 
to  closely  monitor  the  situation  and  report  back  to  the 
House  of  Delegates  in  1996  whether  or  not  a dues 
increase  will  be  necessary  for  the  1997  membership 
year. 

41.  FISCAL  NOTE  ON  RESOLUTIONS 

The  Board  noted  that  resolutions  submitted  to  the 


House  of  Delegates  often  may  present  fiscal  impact 
to  the  Association.  It  was  noted  that  when  the  House 
takes  an  action  which  requires  fiscal  support,  rarely  is 
a provision  made  to  fund  it.  It  was  noted  that  the 
NMA's  budget  is  quite  frugal  and  the  Board  makes 
every  effort  to  maintain  a very  conservative  budget. 
The  Board  therefore  recommends  to  the  House  of 
Delegates  that  a requirement  be  made  that  the  spon- 
sor include  a fiscal  note  on  resolutions  submitted  to 
the  House  of  Delegates,  indicating  the  dues  impact 
and  authorizing  an  appropriate  dues  revision. 

42.  LONG  RANGE  PLANNING  SESSION 

The  Board  of  Directors  invited  25  Association 
representatives  to  participate  in  an  NMA  Long  Range 
Planning  Retreat  on  July  8.  The  facilitator  for  the 
retreat  was  Judith  S.  Magel,  Ph.D.,  MBA,  MCP,  Direc- 
tor, Division  of  Strategic  Planning  of  the  American 
Medical  Association.  Following  the  retreat,  Judith 
Magel  prepared  a detailed  report  of  the  activity  which 
was  subsequently  reviewed  in  detail  by  the  Board  of 
Directors  during  its  August  meeting. 

The  primary  areas  as  considered  and  defined 
during  the  July  8 retreat  were  as  follows: 

Major  Area  of 

Member  Need:  Representation/Advocacy 

Member  Need  Issue:  Physician  autonomy 

Priority  Rationale:  Impact  of  managed  care  enti- 

ties on  physician's  ability  to  dic- 
tate the  nature  of  their  practice 
and  the  scope,  intensity  and 
duration  of  treatment  plans  for 
patients  is  a growing  concern 
of  Nebraska  physicians. 

Individually  physicians  can  not 
do  much  to  effectively  oppose 
inappropriate  incursions  by 
managed  care  entities  and  other 
payers  on  their  patient  man- 
agement activities. 

Nebraska  physicians  look  to 
their  State  Medical  Association 
to  represent  their  interest  in  the 
public  policy  arena  and  may 
increasingly  expect  the  NMA 
to  advocate  on  their  behalf  in 
both  public  and  private  policy 
making  forums  in  which  deci- 
sions are  made  that  affect  the 
availability  and  quality  of  care 
of  patients  and  the  ability  of 
physicians  to  provide  quality 
care  to  patients. 

Strategy/Program:  Adopt  AMA  policy  on  Patient 

Protection  Act  and  take  neces- 
sary actions  to  have  the  patient 
protection  act  incorporated  into 
state  insurance  statutes. 

Educate  Nebraska  physicians  to 
the  pros  and  cons  of  managed 
care  affiliations. 

Survey  NMA  members  to  see  if 
they  are  happy  with  their  man- 
aged care  arrangements  and  to 
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identify  what  problems  or  ques- 
tions they  have  in  dealing  with 
these  entities. 

Identify  strategies  physicians 
may  pursue  to  disengage  them- 
selves from  unsatisfactory  ar- 
rangements. 

Provide  referral  for  contract 
review:  Investigate  and,  if  ap- 
propriate, pursue  ways  the 
NMA  may  facilitate  timely  legal 
review  of  HMO  etc.  contracts 
for  NMA  members. 

Investigate  possibility  of  NMA 
"certifying"  HMO  plans. 

Hire  staff  or  consulting  talent 
with  Managed  Care  expertise: 
investigate  possibility  of  shar- 
ing this  expertise  with  nearby 
states  with  developing  or  ma- 
ture HMO  markets. 

Communicate  to  Nebraska  phy- 
sicians that  NMA  is  a resource 
for  information  on  managed 
care  arrangements  in  Nebraska: 
Organize  NMA  staff  and  com- 
munication resources  to  sup- 
port this  effort. 

Major  Area  of 

Member  Need:  Information  and  Training 

Member  Need  Issues:  Negotiating  with  managed  care 
and  other  health  care  systems 

Priority  Rationale:  Managed  care  encroachment 

on  patient  care  activities  in 
Nebraska. 

Patient  expectations  that  physi- 
cians will  be  their  advocates  in 
health  care  delivery  ensuring 
patients  get  the  most  appropri- 
ate quality  care. 

Strategy/Program(s):  Unify  physicians  (employed, 
academic,  private  practice,  spe- 
cialists, managed  care)  around 
shared  set  of  values  that  define 
the  profession  and  the  manage- 
ment of  patient  care.  Use  that 
set  of  values  to  develop  a set  of 
principles  in  negotiating  with 
managed  care  and  other  health 
delivery  systems. 

Major  Area  of 

Member  Need:  Professional  Image/Identify 

Member  Need  Issue:  Communicate  a more  positive/ 
credible  image  of  the  profes- 
sion to  the  public. 

Priority  Rationale:  There  has  been  a deterioration 

in  the  public's  image  of  the 
medical  profession.  This  dete- 
rioration is  evidenced  by  the 
medical  liability  situation  and 
the  increased  willingness  of 


many  patients  to  leave  their 
personal  physician  for  lower 
health  insurance  costs. 

A poor  public  image  for  the 
profession  undercuts  NMA's 
advocacy  efforts,  discourages 
talented  young  people  from 
going  into  the  profession,  en- 
courages experienced  physi- 
cians to  leave  the  profession. 

Nebraska  physicians  look  to 
their  State  Medical  Association 
to  represent  their  profession  in 
a positive  way. 

Strategy/Programfs):  Develop  a focused  public  rela- 
tions effort  toward  promoting 
to  the  public,  a more  positive 
image  for  the  medical  profession. 

Identify,  reward  and  make 
known  to  media  outlets  the 
charity  care  and  community 
service  activities  of  NMA  mem- 
bers. 

Encourage  community  service 
activities  among  Nebraska  phy- 
sicians by  acknowledging  these 
activities  through  a reward  or 
certificate.  Incorporate  such 
recognition  into  major  NMA 
meetings  that  attract  public 
media  attention. 

Include  an  acknowledgment  of 
physician  community  service 
efforts  in  NMA  publications. 
Have  the  NMA  President  or 
Board  Chair  write  a personal 
letter  and/or  make  a phone  call 
to  a physician  who  has  volun- 
teered his  or  her  time  in  com- 
munity service. 

Provide  patients  With  a 800#  to 
ask  for  medical  information. 

Use  state  programs  already  in 
place  (e.g.,  Every  Woman  Mat- 
ters) and  find  ways  the  NMA 
and  its  members  can  support 
these. 

Develop  a better  rapport  with 
the  press  - make  this  a specific, 
assigned  responsibility  of  NMA 
officers  as  NMA  and  medical 
profession  ambassadors. 

On  August  18,  the  Board  of  Directors  considered 
the  information  emanating  from  the  July  retreat,  as 
well  as  supplemental  information  including  a strate- 
gic issues  document  prepared  by  NMA  and  compo- 
nent medical  society  staffs  and  results  of  a survey  of 
greater  Nebraska  physicians  and  developed  the  fol- 
lowing action  plan  for  the  Association: 

NMA  Action  Plan 

Board  of  Directors 
Strategic  Planning  Session 

August  18,  1995 
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STRATEGY 

Empower  physician  members  to  define  and  con- 
trol the  health  care  agenda  in  Nebraska  through 
focused  activity  by  the  Nebraska  Medical  Association. 

ACTION  ITEMS 

I.  Medicaid  Managed  Care  Program 

II.  Managed  Care/Third  Party  Carriers 

III.  Legislation 

IV.  Public  Relations 

V.  Health  Manpower 

TACTICS 

I.  Medicaid  Managed  Care  Program 

A.  Engage  the  Medicaid  Managed  Care 
Commission  to: 

1.  Make  recommendations  for  ensuring 
preservation  of  the  physician/patient 
relationship 

2.  Make  recommendations  for  physician 
contract  design,  specifically  address- 
ing the  issues  of  number  of  patients 
per  physician  and  the  time  require- 
ments for  scheduling  services 

3.  Find  ways  to  reduce  the  paperwork 
required  for  participating  in  the  pro- 
gram 

4.  Thoroughly  review  the  contracting  and 
payment  system  for  mental  health  ser- 
vices which  are  being  instituted  by 
Options,  Inc. 

B.  Initiate  contact  with  the  Governor  regard- 
ing items  A.  1-4  above 

C.  Continue  dialogue  with  NDSS  officials  to 
resolve  administrative  problems  with  the 
program 

II.  Managed  Care/Third  Party  Carriers 

A.  Establish  an  NMA  staff  member  with  re- 
sponsibility for  managed  care  issues 

1.  Act  as  a liaison  for  members  on  man- 
aged care  issues 

2.  Business  background,  not  legally  ori- 
ented 

3.  Act  as  a resource  to  the  Board  on 
managed  care  issues 

B.  Develop  a plan  for  the  collaboration  and 
integration  of  the  diverse  physician  orga- 
nizations in  Nebraska-NMA  MC  staff  to 
recommend  time  line  and  action  steps  to 
the  Board 

III.  Legislation 

A.  Continue  utilization  of  focused  working 
groups  to  develop  NMA  legislative  strat- 
egy and  tactics  for  recommendation  to 
the  Commission  on  Legislation  and  Gov- 
ernmental Affairs 

B.  Strengthen  NMA  ability  to  respond  effec- 
tively to  pressing  legislative  concerns 

1 . Coordinate  Association  and  Alliance 
legislative  activity 

2 Develop  and  present  legislative  work- 
shops to  Alliance  and  Association 
membership 

3.  Enhance  NMA  key  contact  system 


4.  Augment  NMA  communications  sys- 
tem with  members  regarding  pressing 
legislative  issues 

IV.  Public  Relations 

A.  Focus  on  statewide  issues  and  ask  that 
county  medical  societies  focus  on  local 
issues 

B.  Seek  out  natural  allies  on  issues  of  impor- 
tance to  the  Association 

C.  Public  Health  messages-continue  current 
low-cost  methods  of  distributing  public 
health  information 

D.  Political  messages-develop  clear,  concise 
political  messages  for  delivery  to  the  pub- 
lic and  recognize  there  may  be  cost  in- 
volved in  ensuring  the  delivery  of  these 
messages 

E.  Ask  the  Commission  on  Public  Affairs  to 
develop  a plan  for  Association  public  rela- 
tions activity  which  addresses  the  above 
concerns 

V.  Health  Manpower 

A.  Recognize  that  many  of  the  political/eco- 
nomic issues  which  are  being  addressed 
by  the  Association  are  being  driven  by 
public  and  governmental  concerns  regard- 
ing access  to  care,  particularly  in  rural 
areas  of  Nebraska 

B.  Ask  the  NMA  Committee  on  Health  Plan- 
ning to  formulate  a recommendation  re- 
garding development  of  some  type  of 
health  manpower  referral  system  which 
will  encompass  all  critical  professions  in 
the  provision  of  health  care 

The  Board  will  review  this  document  at  subse- 
quent meetings  to  ensure  implementation  and  make 
modifications  as  are  necessary  and  prudent. 

Greater  Nebraska  Caucus 

The  survey  results  of  Association  members  in  the 
Greater  Nebraska  area  did  not  show  support  for 
redistricting  of  the  greater  Nebraska  area.  The  Board 
determined  that  the  existing  county  medical  society 
structure  should  be  retained,  and  the  organizational 
structure  of  the  Greater  Nebraska  Caucus  should  be 
better  defined.  Therefore,  the  Board  of  Directors 
presents  the  following  resolutions  to  the  House  of 
Delegates: 

WHEREAS,  there  is  an  increasing  demand  for 
administrative  services  for  physician  groups  and 
county  medical  societies,  and 

WHEREAS,  a potential  conflict  of  interest  is 
present  when  NMA  staff  acts  as  executive  staff  for 
a region  or  a component  society,  and 

WHEREAS,  the  Board  of  Directors  is  of  the 
opinion  that  increased  activity  in  component  soci- 
eties is  desireable; 

THEREFORE,  BE  IT  RESOLVED,  that  consider- 
ation be  given  to  the  Greater  Nebraska  Caucus 
organizing  itself  into  a regional  organization  to 
provide  administrative  services  for  the  component 
societies  in  the  greater  Nebraska  area. 
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NMA  Mission  Statement 

During  the  July  retreat,  the  existing  NMA  mission 
statement  was  considered  and  it  was  felt  that  the 
statement  should  be  brought  up  to  date  and  revised 
consistent  with  the  current  medical  climate. 

The  Board  presents  the  following  statement  for 
consideration  and  approval  by  the  House  of  Del- 
egates: 

The  mission  of  the  Nebraska  Medical  As- 
sociation is  to  serve  the  citizens  of  Ne- 
braska by  promoting  both  public  and  per- 
sonal good  health  practices  and  advanc- 
ing scientifically-based  health  care.  The 
Association  will  support  physician  mem- 
bers by  promoting  the  public  image  of  the 
profession,  by  encouraging  continuing 
medical  education,  by  promoting  clinical 
and  basic  research  and  by  addressing  cur- 
rent and  future  member  needs.  The  Asso- 
ciation will  coordinate  and  cooperate  with 
local  and  national  physician  organizations 
as  well  as  other  health  care  provider  groups 
who  share  our  common  goals. 

The  Board  of  Directors  presents  the  action  plan,  the 
resolution  regarding  the  Greater  Nebraska  Caucus, 
and  the  mission  statement  to  the  House  of  Delegates 
for  approval. 

The  Board  presents  this  report  to  the  House  of 
Delegates  for  its  approval  and  stands  ready  to  con- 
sider matters  which  may  be  referred  to  it  during  this 
session  of  the  House  of  Delegates. 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  American  Medical  Association  House  of  Del- 
egates met  in  Chicago,  June  18-22,  1995.  The  House 
agenda  contained  87  reports  and  233  resolutions.  In 
addition,  Mr.  Newt  Gingrich,  Speaker  of  the  U.S.  House 
of  Representatives,  spoke  to  and  answered  questions 
on  Medicare  reform  from  the  House  of  Delegates  via 
live  satellite  hook-up. 

MEDICARE  TRANSFORMATION: 

The  AMA  Board  of  Trustees  submitted  a compre- 
hensive report  reviewing  the  current  status  of  the 
Medicare  Transformation  Debate,  outlining  current 
strategy  and  policy  approaches  on  this  issue,  and 
recommending  policy  changes  to  enhance  advocacy 
efforts  in  this  important  legislative  initiative.  The  Board 
stated  "Medicare  must  be  transformed  by  reducing  the 
growth  rate  of  program  expenditures  and  by  fully 
funding  its  promise  to  beneficiaries.  These  goals  can- 
not be  met  through  failed  policies  of  the  past.  They 
must  be  achieved  through  shared  sacrifice." 

The  AMA's  goals  are  to: 

1.  Enhance  personal  responsibility  and  cost  con- 
sciousness. 

2.  Enhance  intergenerational  equity  in  financing. 

3.  Enable  and  facilitate  price  competition  among 
providers. 

4.  Reduce  regulatory  and  administrative  complexity. 

The  following  policy  statements  were  adopted  by 
the  House  of  Delegates  by  amending  the  Board's 
recommendations: 


1 . That  the  AMA  reaffirm  that  the  fundamental  goal 
of  transforming  Medicare  should  be  to  assure 
the  health  of  the  elderly  and  disabled  popula- 
tions. 

2.  That,  in  the  context  of  changes  that  enhance  the 
fiscal  solvency  of  Medicare,  increase  beneficiary 
choice,  and  encourage  program  privatization, 
AMA  policy  should  accept  a defined  contribu- 
tion by  the  federal  government  toward  the  pur- 
chase of  private  health  care  coverage  by  Medi- 
care beneficiaries. 

3.  That  AMA  policy  should  include  approaches 
that  restructure  Medicare  beneficiary 
deductibles,  coinsurance,  premiums,  and 
Medigap  insurance  to  enhance  the  effectiveness 
of  cost  sharing,  increase  patient  choice,  main- 
tain beneficiary  financial  protection,  and  reduce 
costs  to  Medicare  and  beneficiaries  from 
Medigap  coverage. 

4.  That,  consistent  with  current  AMA  policy.  Medi- 
care should  eliminate  price  and  regulatory  con- 
trols on  charges  and  payments,  including  limit- 
ing charges  for  physicians'  services  and  the  flawed 
Medicare  Volume  Performance  Standard. 

5.  In  the  context  of  an  all-payor  funding  pool  for 
graduate  medical  education,  Medicare  contri- 
butions for  direct  and  indirect  costs  of  graduate 
medical  education  should  be  reduced  consis- 
tent with  the  need  to  improve  Medicare  fiscal 
solvency  and  with  the  proviso  that  these  funds 
be  replaced,  in  aggregate,  with  contributions 
from  the  all-payor  funding  pool  sufficient  to 
maintain  adequate  funding  for  graduate  medical 
education. 

6.  That  AMA  policy  should  accept  a gradual  reduc- 
tion in  the  number  of  PGY-1  residency  positions 
funded  through  the  Medicare  direct  and  indirect 
medical  education  adjustments. 

7.  That,  consistent  with  existing  policies,  patient 
and  physician  interests  in  high-quality  care  should 
be  protected  through  non-intrusive  regulatory 
approaches  and  existing  or  enhanced  private 
sector  efforts. 

8.  That  the  Board  submit  a progress  report  on 
Medicare  transformation,  providing  details  on 
mechanisms  and  criteria  by  which  the  Medicare 
defined  contribution  would  be  established  ini- 
tially and  updated  over  time  to  take  into  consid- 
eration patient  access,  changing  demographics, 
and  the  effect  of  inflation. 

MEDICAID 

The  House  considered  two  resolutions  regarding 
legislative  proposals  to  reform  the  Medicaid  program 
by  turning  it  into  a Block  Grant  Program.  The  House 
adopted  a substitute  resolution  that  calls  on  the  AMA 
to: 

1.  Seek  to  assure  that  any  restructuring  of  Medic- 
aid, including  block  grants,  preserve  the  safety 
net  function  of  Medicaid. 

2.  Seek  to  identify  and  support  alternatives  that 
promote  flexibility  and  innovation  in  the  Medic- 
aid program,  such  as  programs  allowing  indi- 
viduals to  buy-in  to  Medicaid  on  a sliding  scale 
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based  on  income  level,  while  ensuring  quality 
and  improving  access  to  health  care  services. 

THE  CRIMINALIZATION  OF 
HEALTH  CARE  DECISIONMAKING: 

The  House  adopted  a substitute  resolution  regard- 
ing the  current  trend  among  courts  and  state  legisla- 
tures to  attempt  to  criminalize  health  care 
decisionmaking.  The  AMA  will: 

1.  Oppose  the  attempted  criminalization  of  health 
care  decisionmaking  especially  as  represented 
by  the  current  trend  toward  criminalization  of 
malpractice;  it  interferes  with  appropriate 
decisionmaking  and  is  a disservice  to  the  Ameri- 
can public. 

2.  Develop  model  state  legislation  properly  defin- 
ing criminal  conduct  and  prohibiting  the 
criminalization  of  health  care  decisionmaking, 
including  cases  involving  allegations  of  medical 
malpractice,  and  implement  an  appropriate  ac- 
tion plan  for  all  components  of  the  Federation  to 
educate  opinion  leaders,  elected  officials  and 
the  media  regarding  the  detrimental  effects  on 
health  care  resulting  from  the  criminalization  of 
health  care  decisionmaking. 

PROFESSIONAL  LIABILITY: 

The  House  adopted  a substitute  resolution  calling 
on  the  AMA  to: 

1.  Support  professional  liability  reform  on  the  fed- 
eral level  that  will  preempt  state  constitutional, 
statutory,  regulatory  and  common  laws  that  pro- 
hibit a cap  on  liability  awards. 

2.  Support  federal  legislation  which  shall  not  pre- 
empt state  constitutional,  statutory,  regulatory 
and  common  laws  that  set  caps  or  other  restric- 
tions on  liability  awards  which  are  lower  or  more 
comprehensive  than  the  caps  on  liability  awards 
established  by  such  federal  legislation. 

OPPOSITION  TO  PAYMENT  FOR 
PRESCRIPTION-SWITCHING: 

A resolution,  introduced  by  the  South  Dakota  Del- 
egation, addressed  the  issue  of  pharmaceutical  com- 
panies notifying  pharmacists  that  they  will  pay  to  the 
pharmacist  a fee  to  provide  counseling  services  re- 
garding their  product,  causing  patients  to  ask  their 
physicians  to  change  their  prescriptions  to  one  recom- 
mended by  the  pharmacist.  In  turn,  the  pharmacist 
receives  a counseling  fee  from  the  pharmaceutical 
company. 

The  House  of  Delegates  adopted  a substitute  reso- 
lution strongly  denouncing  this  practice,  calling  on  the 
AMA  to: 

1.  Reaffirm  policies  which  oppose  the  practice  of 
therapeutic  substitution  by  pharmacists. 

2.  Denounce  the  practice  of  pharmacists  recom- 
mending to  patients  that  prescriptions  be 
changed  to  products  manufactured  by  compa- 
nies which  pay  pharmacists  upon  completion  of 
such  prescription-switching. 

3.  Denounce  the  practice  by  companies  of  offering 


payments  to  pharmacists  in  exchange  for  recom- 
mending changes  in  prescriptions. 

4.  Reaffirm  current  policy  which  opposes  the  prac- 
tice of  prescription-switching  for  payment  by 
pharmacists. 

5.  Denounce  the  practice  of  medicine  by  pharma- 
cists. 

6.  Notify  the  American  Pharmaceutical  Associa- 
tion of  these  actions  and  encourage  that  associa- 
tion to  adopt  similar  policies. 

POINT  OF  SERVICE: 

The  Council  on  Medical  Service  submitted  a com- 
prehensive report  entitled,  "Health  Benefits  Plans  and 
Point  of  Service",  that  reviewed  current  policy  that 
provided  a basis  for  the  AMA's  Patient  Protection  Act 
and  recommended  a policy  change.  The  modification 
would  clarify  the  Council's  original  intent  and  current 
belief  that  all  health  plans  or  sponsors  of  such  plans 
that  restrict  patient  choice  should  be  required  to  offer 
an  optional  Point  of  Service  feature  at  the  time  of 
enrollment  and,  at  least,  for  a continuous  one-month 
period  annually  thereafter. 

The  House  adopted  the  Council's  recommenda- 
tion. 

NEBRASKA  RESOLUTIONS: 

Resolution  221  entitled  "Stark  Relief"  asked  that  the 
AMA  work  with  the  Health  Care  Financing  Administra- 
tion, the  Office  of  Inspector  General  and  other  appro- 
priate federal  agencies  to  urgently  develop  temporary 
safe  harbor  guidelines  for  small  group  and  other  inte- 
grated group  medical  practices  and  academic  health 
centers  for  compliance  with  Stark  II  laws  that  ban  self- 
referral. This  resolution  was  adopted. 

Resolution  615  entitled,  "AMA  Format  at  National 
Leadership  Conference"  called  upon  the  AMA  to  re- 
turn to  the  format  of  more  education  and  leadership 
training  at  the  annual  National  Leadership  Confer- 
ence. 

The  House  of  Delegates  amended  Resolution  615 
to  read  as  follows: 

Resolved,  That  the  American  Medical  Association 
continue  a format  of  education  and  leadership  training 
at  the  annual  National  Leadership  Conference.  Reso- 
lution 615  was  adopted  as  amended. 

Resolution  616  entitled  "County  Officer  Forum" 
called  upon  the  AMA  to  sponsor  a county  officer 
forum  at  the  AMA  National  Leadership  Conference, 
and  to  implement  a county  officer  forum  at  both  the 
AMA  Annual  and  Interim  Meetings.  Resolution  616 
was  adopted. 

Resolution  618  entitled  "Centennial  Recognition  of 
Discovery  of  X-Ray"  asked  that  the  AMA  recognize  the 
occasion  of  the  100th  anniversary  of  the  discovery  of 
x-rays  and  the  contribution  of  radiological  scientists, 
and  express  its  expectation  that  the  contributions  of 
radiology  and  radiation  medicine  will  continue  into 
the  second  century  of  medical  achievements.  Resolu- 
tion 618  was  adopted. 

Resolution  815  entitled  "Medical  Guidelines  for 
Evaluation  and  Management  Coding"  called  upon  the 
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AMA  to  oppose  current  evaluation  and  management 
coding  guidelines  on  the  basis  that  they  pose  an 
unreasonable  burden  to  the  practicing  physician,  and 
to  reevaluate  the  current  evaluation  and  management 
coding  guidelines  and  work  with  the  Health  Care 
Financing  Administration  in  their  reformulation.  Reso- 
lution 815  was  referred  to  the  Board  of  Trustees. 

Thank  you  for  giving  me  this  opportunity  to  present 
this  report.  Doctors  Dvorak,  Collicott,  Bacon  (substi- 
tuting for  Doctor  Loschen)  and  I appreciate  the  oppor- 
tunity you  have  given  us  to  represent  you  at  the  AMA 
House  of  Delegates.  Please  feel  free  to  ask  any  of  us 
questions  regarding  these  items  or  any  other  items  of 
interest. 

Respectfully  submitted, 

Blaine  Y.  Roffman,  M.D. 


REPORT  OF  THE  DELEGATE 
TO  AMA  YOUNG  PHYSICIANS  SECTION 

The  Young  Physicians  Section  of  the  AMA  met  June 
15-17,  1995,  at  the  Chicago  Hilton  and  Towers  in 
Chicago,  Illinois.  Twenty-one  resolutions  were  debated, 
three  reports  considered  and  six  informational  reports 
filed. 

The  delegation  began  with  a long  term  planning 
session,  Thursday,  June  1 5.  The  session  was  scheduled 
to  discuss  managed  care  and  any  willing  provider 
legislation.  It  was  an  interesting  debate  with  informa- 
tion from  experience  from  the  managed  care  areas  of 
the  nation.  It  was  enlightening  to  hear  the  direction 
they  have  gone  and  what  might  be  ahead  for  Ne- 
braska. 

Of  the  resolutions,  five  were  referred  to  the  House 
of  Delegates  for  action  A-95.  One  resolution  was 
referred  for  introduction  to  the  1-95  session.  Six  reso- 
lutions were  not  adopted,  4 were  referred  for  study 
and  one  reaffirmed  current  policy.  The  remaining  4 
resolutions  were  amended  and  adopted,  one  resolu- 
tion was  split  with  one  of  3 resolves  referred  for  study. 
One  of  the  reports  was  referred  for  consideration  at 
the  A-95  session. 

In  the  House  of  Delegates,  we  were  pleased  to 
have  a YPS  representative  elected  to  the  Board  of 
Trustees.  Dr.  Regina  Benjamin  and  Dr.  Tama  Abel 
were  the  candidates.  Both  are  Family  Practice  physi- 
cians and  were  both  excellent  people.  Dr.  Regina 
Benjamin  was  elected  and  should  serve  the  Young 
Physician  Section  well. 

At  the  A-95  HOD,  3 resolutions  were  introduced 
from  the  1-94  YPS.  The  resolution  involving  ethical  use 
of  placebos  was  passed  as  written.  The  YPS  asked  the 
AMA  to  study  the  working  relationships  between  phy- 
sicians and  physician  extenders.  This  resolution  was 
considered  along  with  two  similar  resolutions  and  was 
ultimately  referred  for  study.  However,  guidelines  for 
these  relationships  were  defined  in  Board  of  Trustees 
Report  6 indicating  that  the  physician  remains  respon- 
sible for  supervision  and  coordination  of  patient  care. 
The  third  resolution  requested  the  AMA  support  out- 
reach programs  to  women  and  under  represented 
minorities.  The  resolution  was  modified  to  "encourage 
local,  state  and  specialty  societies  to  work  with  medi- 
cal educators  to  develop  community  outreach  pro- 


grams to  increase  the  number  of  women  and  under 
represented  minority  physicians  and  the  Participation 
in  leadership  roles."  It  was  adopted  as  amended. 

During  the  YPS,  resolution  9 involving  tobacco 
advertising  and  teenagers  received  much  support  and 
was  referred  to  the  HOD  for  consideration.  This  reso- 
lution requested  the  AMA  to  draft  model  legislation  to 
ban  tobacco  advertising  visible  from  schools  and  facili- 
ties where  minors  are  known  to  congregate.  It  was 
considered  in  combination  with  2 other  resolutions 
and  a substitute  was  adopted.  This  directed  the  AMA 
"to  seek  and  support  legislation  that  would  restrict  the 
display  of  tobacco  products  and  would  permit  sales  of 
tobacco  only  with  the  assistance  of  a sales  person; 
work  with  the  Federation  to  seek  implementation  of 
laws  based  on  existing  model  state  legislation  'to  pro- 
hibit the  sale  to  or  purchase  of  tobacco  products  by 
individuals  under  21  years  of  age';  and  encourage 
strict  enforcement  of  existing  laws  to  restrict  access  to 
tobacco  products  by  minors". 

Resolution  10  involving  hyponatremic  seizures  and 
commercial  bottle  water  provoked  much  debate  on 
labeling  requirements  and  parent  compliance.  This 
resolution  was  passed  and  forwarded  the  HOD.  The 
resolution  was  referred  to  the  Committee  on  Scientific 
Affairs  to  be  investigated  with  cooperation  of  the 
American  Academy  of  Pediatrics. 

Resolution  8 involved  Board  certification  and  Board 
eligibility  as  criteria  for  "report  cards"  in  managed  care. 
This  topic  was  discussed  during  the  long  range  plan- 
ning session  as  well.  It  was  felt  by  the  majority  of  the 
physicians  that  board  certification  should  be  a "volun- 
tarily sought  and  achieved  validation  of  excellence" 
but  should  not  "be  used  as  the  sole  measure  of  quality 
of  care,  eligibility  to  contract  with  managed  care, 
competence  to  practice  medicine,  or  to  determine 
hospital  privileges".  It  was  also  discussed  that  this 
criteria  unfairly  discriminates  against  the  young  physi- 
cians as  board  eligibility  varies  from  specialty  to  spe- 
cialty. Some  physicians  are  "grand-fathered"  and  have 
not  gone  through  the  certification  process,  some  elect 
NOT  to  become  certified.  This  discrepancy  was  dis- 
cussed. The  resolution  called  for  the  "AMA-YPS  ask  the 
AMA  to  urge  the  American  Board  of  Medical  Special- 
ties and  its  constituent  boards  to  establish  new  guide- 
lines for  board  eligibility  as  a measure  of  excellence, 
such  that  young  physicians  are  not  unfairly  discrimi- 
nated against  during  the  time  period  between  resi- 
dency and  board  certification".  This  section  was  re- 
ferred for  study  by  the  Governing  Board  with  report 
at  the  1-95  session. 

I was  pleased  to  be  a part  of  Reference  Committee 
B involving  managed  care  and  related  issues.  The 
committee  members  were  congenial  and  we  worked 
hard  with  good  results.  It  was  a greatly  appreciated 
learning  experience.  We  tackled  some  difficult  issues 
and  resolutions  with  commendations  both  from  the 
Governing  Council  and  from  many  resolution  authors 
as  well  as  the  Section. 

I have  been  in  contact  with  Pat  Stein  with  the 
American  Academy  of  Pediatrics  (AAP)  and  Jon 
Burkhart  from  the  AMA-YPS  to  establish  a representa- 
tive in  the  YPS  by  the  AAP.  I am  pleased  to  say  that 
Stuart  Cohen,  M.D.,  a pediatrician  from  California,  was 
present  as  the  AAP  representative  with  observer  status 
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at  the  A-95  session.  Dr.  Cohen  had  also  been  working 
with  the  AAP  for  this  appointment.  I was  able  to  meet 
and  welcome  him  at  the  meeting. 

I have  enjoyed  representing  the  Nebraska  Medical 
Association  and  the  NMA-YPS  as  the  Young  Physician 
Delegate.  It  has  been  a wonderful  experience,  allow- 
ing me  to  talk  with  young  physicians  around  the  nation 
to  learn  how  important  our  impact  can  and  should  be. 
Thank  you  for  that  opportunity.  I look  forward  to  the 
Interim  Session. 

Respectfully  submitted, 
Michelle  B.  Petersen,  M.D. 

REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

A number  of  changes  pertaining  to  educational 
programs  have  been  put  into  place  in  the  College  of 
Medicine.  A new  grading  system  for  medical  students 
is  being  developed  which  will  provide  a more  defini- 
tive and  objective  measure  of  student  performance. 
Emphasis  continues  to  be  placed  on  the  recruitment  of 
students  from  rural  areas  to  the  RHOP  and  RHEN 
programs.  Dean  Maurer  has  visited  the  program  sites 
where  the  current  focus  of  recruitment  efforts  is  on 
junior  high  students. 

The  M.D./Ph.D  Scholars  Program  progresses  well 
as  very  strong  candidates  are  being  attracted.  The 
college  is  making  a concerted  effort  to  obtain  signifi- 
cant grant  support  for  this  program. 

As  a result  of  a recent  assessment  of  manpower 
needs,  more  primary  care  residency  slots  are  now 
available  due  to  reallocation  of  funding. 

The  changing  landscape  of  the  campus  will  soon 
include  a new  student  center.  Currently  under  con- 
struction, this  facility  will  house  student  administrative 
offices  as  well  as  extensive  fitness/workout  areas. 

Efforts  to  obtain  extramural  funding  continue  to  be 
successful  as  grant  holdings  in  the  College  of  Medi- 
cine for  FY  94-95  exceeded  $20  million.  The  Eppley 
Institute  is  currently  in  a competitive  renewal  cycle  for 
funding.  A new  seed  grant  program  has  been  started 
to  support  research  in  primary  care  with  emphasis  on 
collaboration  between  basic  scientists  and  clinicians. 
The  Olson  Center  for  Women's  Health  is  moving  for- 
ward with  a basic  laboratory  and  research  area. 

In  recognition  of  the  high  quality  found  in  its  pro- 
grams, UNMC  is  now  part  of  a national  cancer  net- 
work - the  only  institution  in  the  Midwest  to  have 
achieved  this  distinction. 

The  clinical  practice  group.  University  Medical  As- 
sociates, has  been  reorganized  to  be  a single-payor, 
non-profit  organization. 

Diversity  training  has  been  conducted  for  all  em- 
ployees of  the  College  of  Medicine  in  recognition  of 
the  major  changes  in  our  society  and  the  populations 
we  serve. 

My  best  wishes  for  a challenging  and  successful  fall 
meeting. 

Respectfully  submitted, 

Harold  M.  Maurer,  M.D. 

Dean,  College  of  Medicine 
University  of  Nebraska  Medical  Center 


REPORT  OF  THE  NEBRASKA  MEDICAL 
ASSOCIATION-MEDICAL 
STUDENT  CHAPTER,  CREIGHTON 

Creighton  University  has  a new  group  of  individu- 
als involved  in  the  Medical  Student  Section  of  the 
NMA  and  AMA.  They  are  motivated,  energetic  and 
determined  - they  are  leaders. 

With  the  new  officers  in  place,  the  chapter  sent  six 
members  to  Chicago  for  the  Annual  AMA  Assembly 
Meeting  last  June.  David  Zieg,  Chapter  President, 
served  on  the  Credentials  Committee  and  involved 
himself  in  many  other  assembly  processes.  Philip 
Mongelluzzo,  Chapter  Delegate,  enthusiastically  inte- 
grated himself  into  the  political  processes  and  debates 
and  later  produced  a written  report  on  the  meeting.  All 
of  the  members  attending  took  an  active  and  visible 
role  throughout  the  weekend. 

Several  chapter  members  are  currently  applying  for 
leadership  positions  at  the  national  AMA  level  and  for 
upcoming  convention  committee  positions. 

David  Zieg  continues  to  produce  The  Stethoscoop, 
the  Section  II  newsletter  distributed  to  27  schools  in 
the  Midwest.  Ann  Anderson,  Secretary,  will  be  put- 
ting out  a chapter  newsletter  containing  announce- 
ments, stories,  hot  political  issues,  as  well  as  AMA  and 
NMA  announcements. 

The  Creighton  Chapter  is  looking  forward  to  work- 
ing closely  with  UNMC  on  future  projects  and  social 
functions.  They  will  be  hosting,  in  association  with 
UNMC,  the  Annual  Section  II  Meeting  in  1996. 

Chapter  officers  are  currently  discussing  possible 
community  projects  for  the  future.  Several  plans  are 
on  the  table,  but  they  would  like  to  include  Ml  in- 
volvement in  planning  the  projects. 

They  are  currently  focusing  most  of  their  energy  on 
member  recruitment.  Chapter  Vice  President,  Brenda 
Ourada,  produced  an  effective  summer  mailing  and 
organized  a booth  during  Ml  orientation  week  where 
officers  worked  hard  getting  new  members  signed  up 
and  selling  this  year's  new  chapter  t-shirts.  A chapter 
bulletin  board  is  now  in  place  where  announcements, 
etc.  are  highly  visible  to  the  Ml  class. 

Recruitment  efforts  are  working  well  and  are  con- 
tinuing. We  expect  to  soon  have  a chapter  not  only 
large  in  number,  but  strong  in  participation  and  moti- 
vation as  well.  The  Creighton  Chapter  is  looking  for- 
ward to  a very  productive  year. 

Respectfully  submitted, 
David  A.  Zieg 
President, 
Creighton-Medical 
Student  Chapter 


REPORT  OF  THE  NEBRASKA 
MEDICAL  ASSOCIATION-MEDICAL 
STUDENT  CHAPTER,  UNMC 

The  primary  objectives  of  the  Nebraska  Medical 
Association-Medical  Student  Chapter  (NMA-MSC)  are 


372  Nebraska  Medical  Journal  December  1995 


to  implement  programs  which  expose  its  members  to 
the  various  aspects  of  organized  medicine  and  to 
actively  serve  the  community.  Throughout  the  upcom- 
ing year,  we  will  seek  to  actively  expand  on  the  suc- 
cesses and  accomplishments  of  years  previous  in 
meeting  these  objectives. 

We  continue  to  strive  to  increase  medical  student 
involvement,  particularly  in  the  third  and  fourth  years 
of  medical  school.  Three  third  year  students  are  serv- 
ing in  our  chapter's  executive  offices  this  year,  and 
several  others  will  be  actively  involved  in  various 
chapter  projects  throughout  the  year.  Further,  Liesl 
Coering,  M-3,  continues  as  our  NMA-MSC  State  Chair- 
person for  1995.  We  alternate  representation  in  this 
position  and  also  the  Medical  Student  Representative 
to  the  NMA  Board  of  Directors  position  with  Creighton's 
NMA-MSC.  We  look  forward  to  working  with  the  NMA 
in  developing  a package  to  encourage  medical  stu- 
dents to  join  NMA  for  all  four  years  of  their  schooling. 

NMA-MSC  (UNMC)  members  continue  to  be  ac- 
tive at  the  national  level.  In  the  past  year,  sufficient 
funding  was  secured  from  the  NMA,  AMA,  and  several 
departments  at  UNMC  for  our  chapter  to  be  repre- 
sented at  the  1995  AMA  Annual  Meeting  in  Chicago, 
and  for  the  upcoming  Interim  Meeting  in  Washington, 
D.C.  The  Annual  Meeting  was  attended  by  our  two 
AMA  delegates  and  twelve  non-voting  participants. 
Chapter  member,  Jeff  Hannel,  was  selected  to  be  the 
Vice-Speaker  of  the  AMA-MSS  House  of  Delegates  for 
95-96.  We  congratulate  him  on  this  accomplishment. 
We  are  working  with  the  Creighton  NMA-MSC  in 
hopes  of  hosting  the  AMA-MSS  Section  II  meeting  in 
the  fall  of  '96. 

Chapter  plans  for  the  upcoming  year  include  assist- 
ing with  the  VNA  Flu  Shot  Program,  educating  teen- 
agers in  area  schools  with  our  Youth  Out-Reach 
Program  and  its  anti-drug,  anti-smoking  message,  once 
again  sponsoring  the  "UNMC  Run  for  the  Hills"  — a 1 5 
km  community  run  starting  and  ending  on  campus 
with  proceeds  going  to  multiple  sclerosis  research, 
and  our  ever  popular  litter  control  "Adopt-a-Highway" 
project  for  a stretch  of  Highway  275  outside  of  Valley, 
NE.  These  programs  enable  our  students  to  see  the 
community  in  a non-clinic  environment,  and  enable 
the  community  to  see  up  close  the  high  quality  of 
students  studying  medicine  at  UNMC. 

Our  chapter  will  again  be  appointing  student  repre- 
sentatives to  attend  NMA  commission  meetings,  pro- 
viding a link  between  our  chapter  and  the  current 
workings  of  the  NMA  in  state  medical  affairs.  Similar 
representation  will  be  rejuvenated  with  the  Metro 
Omaha  Medical  Society's  committees. 

We  are  indebted  to  the  Nebraska  Medical  Associa- 
tion for  its  continued  support  and  guidance  of  our 
student  chapter.  This  dedication  to  tomorrow's  physi- 
cians serves  the  profession  and  the  community  well, 
now  and  in  the  future. 

Respectfully  submitted, 

Daniel  J.  Tomes,  M-3 

President,  NMA-MSC  (UNMC) 


REPORT  OF  THE  STATE 
DEPARTMENT  OF  HEALTH 

HEALTH  POLICY  PROJECT 

An  announcement  about  the  plans  developed  by 
the  Nebraska  Health  Policy  Project  is  expected  to 
occur  in  mid-September.  Governor  Ben  Nelson  estab- 
lished the  project  by  executive  order  last  January.  The 
goal  of  the  project  is  to  develop  a plan  for  five  major 
code  agencies  (Health,  Insurance,  Social  Services, 
Public  Institutions  and  Aging)  to  more  effectively  pro- 
mote the  health,  safety,  self-sufficiency  and  general 
welfare  of  Nebraskans.  The  project  seeks  to  achieve 
improved  coordination  of  health  and  human  service 
policy,  enhanced  integration  of  resources,  more  effi- 
cient delivery  of  health  and  human  services,  and  an 
operational  system  based  on  performance  outcomes. 

EVERY  WOMAN  MATTERS  PROGRAM 

The  Nebraska  Department  of  Health  and  the  Ne- 
braska Medical  Association  will  kick  off  an  intensive 
enrollment  campaign  in  September  and  October  for 
the  Every  Woman  Matters  Program.  This  program  for 
the  early  detection  of  breast  and  cervical  cancer  is 
now  in  its  fifth  year  of  funding  by  the  federal  Centers 
for  Disease  Control  and  Prevention. 

The  initial  phase  of  this  campaign  will  be  a multi- 
media  outreach  effort  to  encourage  women  to  ask 
their  physicians  about  mammograms.  Public  service 
announcements  on  radio  and  TV  and  in  newspapers 
will  urge  women  to  bring  up  the  subject  of 
mammograms  with  their  physicians. 

The  second  phase  of  the  campaign  will  be  a profes- 
sional educational  component.  The  Nebraska  Medical 
Journal  will  have  a special  edition  early  next  year  that 
will  focus  exclusively  on  breast  cancer.  This  edition 
will  include  a pull-out  test  that  can  be  returned  for 
continuing  medical  education  units. 

Every  Woman  Matters  now  has  over  1 1,000  women 
enrolled.  So  far,  23  breast  cancers  have  been  de- 
tected. Thirteen  of  the  23  were  in  women  over  the  age 
of  50;  seven  were  in  women  between  ages  40  and  49, 
and  three  were  under  the  age  of  40. 

In  addition,  82  cervical  cancers  have  been  diag- 
nosed. Three  of  these  cases  were  invasive.  Of  the 
three  invasive  cases,  one  was  in  a woman  over  50.  Of 
the  in  situ  cases,  only  two  were  in  women  over  50. 
One  case  was  in  a 16-year-old. 

Approximately  300  physician  offices,  mammography 
units,  hospitals,  clinics  and  laboratories  have  joined 
the  program  to  offer  free  or  low-cost  Pap  tests  and 
mammograms  to  low-  or  middle-income  Nebraska 
women. 

Data  from  the  Nebraska  Cancer  Registry  show  that 
breast  cancer  was  the  most  common  site  for  new 
cancer  cases  diagnosed  among  Nebraska  women  in 
the  period  1989-1993.  During  the  same  period,  breast 
cancer  was  also  the  most  frequent  cause  of  cancer 
deaths  among  women. 

Data  from  the  Behavioral  Risk  Factor  Survey  show 
that  the  trend  for  mammography  usage  in  the  state  has 
increased  from  24  percent  in  1988  to  43  percent  in 
1993. 
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The  Nebraska  Department  of  Health  and  the  staff  of 
the  Every  Woman  Matters  Program  appreciate  the 
support  of  the  Nebraska  Medical  Association. 

MANDATORY  REPORTING  REGULATIONS 

The  Nebraska  Department  of  Health  is  offering 
informational  sessions  in  August  and  September  at 
locations  across  the  state  to  explain  new  reporting 
requirements  for  health  professionals.  Regulations 
which  became  effective  May  8 require  health  profes- 
sionals and  others  to  report  certain  kinds  of  miscon- 
duct to  the  Nebraska  Department  of  Health  within  30 
days  of  occurrence.  Professional  associations,  health 
facilities,  peer  review  organizations,  the  clerks  of  the 
county  or  district  court,  health  professionals,  and  in- 
surers are  required  to  report.  These  regulations  were 
developed  in  compliance  with  LB  1223  which  was 
passed  by  the  Legislature  in  1994. 

Health  professionals  must  report  members  of  their . 
own  profession  who  commit  acts  of  gross  incompe- 
tence or  unprofessional  conduct,  exhibit  patterns  of 
negligent  conduct,  practice  while  impaired  by  alcohol, 
drugs  or  disability,  or  who  commit  other  violations  of 
regulations.  Professionals  of  one  profession  must  re- 
port others  of  a different  profession  for  acts  of  gross 
incompetence  and  practice  while  impaired  by  alcohol, 
drugs  and  disability. 

Individuals  practicing  a health  profession  must  re- 
port themselves  for  loss  of  hospital  privileges,  resigna- 
tion from  staff,  loss  of  employment,  licensure  denial, 
loss  of  membership  in  a professional  organization,  an 
adverse  action  pertaining  to  professional  liability  cov- 
erage (when  such  actions  were  due  to  incompetence, 
negligence,  unethical  or  unprofessional  conduct,  or 
physical,  mental,  or  chemical  impairment),  licensure 
discipline  in  any  other  state,  and  conviction  of  a felony 
or  misdemeanor. 

SPECIAL  INITIATIVE  GRANT  AWARDS  ANNOUNCED 

The  Nebraska  Department  of  Health  has  made 
awards  totaling  $170,000  to  nine  projects  in  the  state 
to  promote  health  and  healthy  lifestyles.  The  award 
was  part  of  a grant  from  the  U.S.  Department  of  Health 
and  Human  Services. 

The  purpose  of  the  Preventive  Health  and  Health 
Services  Block  Grant  is  to  help  states  promote  healthy 
lifestyles.  Based  on  input  from  a public  advisory  com- 
mittee, the  Department  of  Health  has  chosen  to  use 
these  block  grant  funds  to  address  five  major  causes  of 
death  and  disability  in  Nebraska:  cancer,  heart  disease 
and  stroke,  unintentional  injuries,  and  violent  and 
abusive  behavior. 

The  recipients,  a short  description  of  their  projects 
and  the  amount  of  their  awards  follows: 

Lincoln-Lancaster  County  Health  Department: 
$27,132 

"Preventing  Violence  to  Women:  A Public  Health 
Model" 

This  project  will  develop  a screening  tool  to  assess 
the  incidence  of  domestic  violence,  sponsor  a family 
violence  conference,  and  develop  a public  informa- 
tion campaign  to  increase  the  number  of  women 
requesting  assistance  for  early  domestic  violence  in- 
tervention. 


$andh ills  District  Health  Department  and  Volun- 
teers of  America  in  Lewellen:  $25,670 

"Rural  Injury  Prevention:  Western  Nebraska" 

This  project  will  provide  education  to  increase  the 
number  of  parents  who  know  how  to  correctly  use  a 
child/infant  safety  seat,  to  increase  the  number  of 
participants  who  discuss  home  safety  and  stranger 
danger  with  their  children,  and  to  conduct  farm  safety 
presentations.  This  project  will  serve  Arthur,  Deuel, 
Grant,  Garden,  Hooker,  Keith,  and  Thomas  counties. 

University  of  Nebraska  Medical  Center,  Family  Medi- 
cine Department:  $25,000  (jointly  with  the  Nebraska 
Department  of  Health) 

"Put  Prevention  into  Nebraska  Practice:  A Project 
to  Address  Patient,  Clinician,  and  $ystem  Barriers  to 
the  Implementation  of  Preventive  5ervices" 

This  project  will  increase  clinicians'  awareness  of 
preventive  services  guidelines  for  mammography 
screening,  clinical  breast  exams,  Pap  smears,  smoking 
cessation  counseling  and  cholesterol  screening. 

Central  Nebraska  Community  $ervices:  $20,000 
(jointly  with  the  Nebraska  Department  of  Health) 

This  project  will  sponsor  a home  safety  assessment 
program  to  reduce  the  number  of  residential  injuries 
requiring  medical  attention  arising  from  falls,  fires, 
burns,  poisoning  and  firearm  storage  in  Custer,  Garfield, 
Valley,  $herman,  Greeley,  and  Howard  counties. 

Lincoln-Lancaster  County  Health  Department: 
$19,500 

"Community  Based  Preventive  Health  5ervices  for 
Minorities" 

This  project  will  conduct  health  screenings  for  hy- 
pertension and  cholesterol,  facilitate  group  educa- 
tional programs  and  provide  training  in  physical  activ- 
ity in  order  to  reduce  the  incidence  of  heart  disease- 
related  deaths.  $creenings  will  be  held  at  churches, 
community  centers  and  businesses  serving  minority 
persons.  It  will  also  develop  two  minority  church- 
based  preventive  health  services  centers,  conduct  dia- 
betes screenings  and  sponsor  a conference  on  diabe- 
tes among  minority  populations. 

Douglas  County  Health  Department:  $12,530 
"Child  Care  Peer  Coaching  Program" 

This  project  will  provide  training  to  day  care  cen- 
ters, use  model  day  care  centers  to  work  with  others 
to  improve  their  practices,  and  develop  a health  activi- 
ties book. 

American  Heart  Association  (Nebraska  Chapter): 
$15,000 

"Heart  at  Work,  $chool  and  in  the  Media" 

This  project  will  produce  an  educational  supple- 
ment on  the  warning  signs  of  heart  attack  and  stroke 
for  local  newspapers,  reach  30,000  Nebraska  employ- 
ees with  information  on  high  blood  pressure,  smoking, 
nutrition,  physical  activity,  and  the  warning  signs  of 
heart  disease  and  stroke,  and  provide  educational  kits 
to  Nebraska  schools  in  order  to  increase  knowledge  of 
the  benefits  of  avoiding  smoking  and  of  getting  regular 
exercise. 

Johnson  County  Health  Department:  $10,000 
"Preventive  Health  Education” 
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This  project  will  train  health  professionals  to  iden- 
tify, treat  and  refer  victims  of  abuse,  provide  education 
to  elementary  students  on  conflict  resolution,  conduct 
health  promotion  programs  at  workouts,  increase  the 
number  of  health  programs  offered  to  the  public,  offer 
a bicycle  rodeo  to  increase  safety  awareness,  support 
seat  belt  use,  and  organize  walking  programs  in  order 
to  help  reduce  the  risk  of  heart  disease. 

Douglas  County  Health  Department:  $15,000 
"A  Theater-based  Peer  Education  Approach  to  Ado- 
lescent Violence  Prevention" 

This  project  will  develop  and  conduct  multi-media 
performances  and  interactive  theater  for  high-risk  youth 
with  the  goal  of  increasing  the  proportion  of  youth 
who  would  choose  an  alternative  to  violence  as  a 
method  of  conflict  resolution. 

VITAL  RECORDS  TO  IMPROVE  RECORD  STORAGE 
An  increase  in  fees  will  pay  for  an  optical  imaging 
system  which  will  store  a major  portion  of  the  5.5 
million  records  on  file  at  the  Bureau  of  Vital  Statistics. 
One  disc  can  store  195,000  records.  The  imaging 
system  will  save  space,  protect  documents  and  enable 
staff  to  locate  and  make  copies  of  records  more  quickly 
than  is  presently  possible. 

The  fees  for  copies  of  certificates  of  birth,  death, 
marriage  and  divorce  increased  July  1 by  $2.  The  fee 
for  a certified  copy  of  a birth  certificate  is  now  $10;  the 
fee  for  certified  copies  of  death  certificates  and  certifi- 
cates of  marriage  and  divorce  or  annulment  is  $9.  The 
fee  increase  will  sunset  in  mid-1  999  as  provided  by  LB 
406E. 

NURSING  HOME  REFORM 
The  final  rule  implementing  provisions  of  the  Nurs- 
ing Home  Reform  sections  of  OBRA  1987  became 
effective  July  1.  These  provisions  significantly  change 
the  survey  and  certification  process  for  nursing  homes 
and  Medicaid  and/or  Medicare  certification.  The  Ne- 
braska Department  of  Health  provides  survey  and 
certification  services  under  agreement  with  the  Health 
Care  Financing  Administration  and  the  Nebraska  De- 
partment of  Social  Services. 

The  final  rule,  among  other  things,  defines  substan- 
dard quality  of  care,  establishes  two  civil  money  pen- 
alty ranges,  and  explains  "repeat  deficiencies"  for  pur- 
poses of  increasing  a civil  money  penalty  when  defi- 
ciencies are  found  on  a subsequent  standard  survey.  In 
addition  to  setting  notice  requirements  and  penalty 
categories,  the  regulations  provide  that  the  state  must 
disclose  certain  information  to  the  state's  long-term 
care  ombudsman  and  must  notify  the  state  board  for 
licensing  nursing  home  administrators  and  the  attend- 
ing physician  of  survey  results  involving  substandard 
quality  of  care. 

The  regulations  set  remedy  categories  that  deter- 
mine what  penalties  shall  be  imposed  on  nursing  homes 
for  certain  types  of  deficiencies  (immediate  jeopardy, 
actual  harm,  etc.).  Denial  of  payment  for  new  admis- 
sions must  be  imposed  when  a facility  is  not  in  substan- 
tial compliance  within  three  months  after  being  found 
out  of  compliance.  Denial  of  payment  and  state  moni- 
toring must  be  imposed  when  a facility  has  been  found 
to  have  provided  substandard  quality  of  care  on  three 
consecutive  standard  surveys.  The  current  numbers  of 


participating  facilities  in  Nebraska  are:  129  Medicaid, 
103  combined  Medicaid  and  Medicare,  and  two  Medi- 
care facilities. 

The  Department's  Health  Facility  Licensure  and 
Inspection  Section  conducted  provider  education 
meetings  in  August  about  the  new  regulations. 

HIV/AIDS 

Fifty-nine  cases  of  AIDS  were  reported  during  the 
first  six  months  of  this  year,  an  increase  of  seven  over 
the  first  half  of  1994.  A total  of  646  cases  have  been 
reported  in  Nebraska  since  the  first  case  was  reported 
in  1983. 

Amendments  to  rules  and  regulations  concerning 
the  reporting  and  control  of  communicable  disease 
and  poisonings  became  effective  July  10.  The  amend- 
ments added  HIV  infection  and  immunosuppression 
documented  by  a total  CD4  count  under  800  to  the  list 
of  diseases  and  conditions  required  to  be  reported  by 
physicians,  hospitals  and  laboratories  to  the  Nebraska 
Department  of  Health  within  seven  days  of  detection. 

HIV  reporting  will  allow  the  Department  to  more 
accurately  estimate  the  impact  that  HIV  and  AIDS  has 
on  individuals  in  the  state  and  assist  in  planning  to 
meet  the  needs  of  those  individuals.  Reporting  will 
allow  staff  to  offer  supportive  services,  partner  notifi- 
cation services,  and  referrals  to  HIV  positive  persons 
earlier  in  the  disease  process.  It  will  improve  the 
Department's  ability  to  document  the  movement  of 
the  epidemic  through  the  Nebraska  population  with 
greater  accuracy,  allowing  more  accurate  targeting  of 
prevention  efforts. 

These  revisions  to  the  regulations  were  the  result  of 
LB  819  which  took  effect  in  January  of  this  year.  The 
law  also  requires  that  any  person  tested  for  HIV  must 
give  written  informed  consent  (with  a few  exceptions). 
The  consent  must  include  an  explanation  of  HIV  and 
AIDS  and  the  relationship  between  the  test  result  and 
the  disease;  the  fact  that  the  test  is  voluntary;  that  any 
person  tested  has  the  right  to  be  tested  anonymously 
at  any  of  the  state-funded  counseling  and  testing  sites; 
and  information  on  how  HIV  is  transmitted  and  how 
individuals  may  protect  themselves  from  exposure  to 
the  virus. 

The  law  also  specifies  procedures  to  follow  when  a 
health  care  provider  experiences  a significant  expo- 
sure to  bodily  fluids  of  a patient  in  their  care. 

The  HIV/AIDS  Program  has  sent  out  an  informa- 
tional mailing  about  these  changes  to  physicians,  hos- 
pitals, laboratories,  clinics  and  other  interested  parties. 

TUBERCULOSIS 

The  federal  Centers  for  Disease  Control  and  Preven- 
tion currently  recommends  that  persons  diagnosed 
with  HIV  infection  be  evaluated  for  tuberculosis  and 
that  persons  with  tuberculosis  be  evaluated  for  HIV 
infection. 

Nebraska  has  not  experienced  the  increased  inci- 
dence of  tuberculosis  that  has  occurred  in  other  parts 
of  the  country  over  the  last  ten  years.  The  state  has 
averaged  23  persons  per  year  diagnosed  with  tubercu- 
losis since  1984,  ranging  from  16  reported  in  1988  to 
28  reported  in  both  1991  and  1992.  Last  year  the 
Department  received  22  case  reports. 
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In  1993  the  Department  adopted  a detailed  case 
report  form  promulgated  by  the  Centers  for  Disease 
Control  and  Prevention.  This  form  is  routinely  com- 
pleted on  all  patients  with  tuberculosis  and  reported 
to  the  Department.  It  facilitates  the  study  of  a variety 
of  emerging  concerns  regarding  the  epidemiology  of 
this  disease. 

For  1 993  and  1 994  there  were  23  and  22  persons, 
respectively,  reported  with  this  disease  for  a state 
annual  incidence  rate  of  1.43  per  100,000.  Of  the  50 
states,  Nebraska  ranked  45th  and  47th  in  1992  and 
1993,  respectively,  in  the  incidence  of  tuberculosis. 
For  the  nation  as  a whole,  the  tuberculosis  rate  for  the 
four-year  period  from  1990-1993  was  10.45  per 

100.000.  The  United  States  Public  Health  Service  has 
established  a Year  2000  objective  of  3.5  cases  per 

100.000,  a target  already  achieved  in  Nebraska. 

Of  the  45  cases  reported  to  the  Nebraska  Depart- 
ment of  Health  during  1 993  and  1 994,  27  (60  percent) 
were  males  and  18  (40  percent)  were  females.  The 
disease  was  more  frequent  in  the  30-49  and  70-79  age 
groups.  Hispanic,  Native  American,  and  Asian  popula- 
tions in  Nebraska  were  disproportionately  affected 
compared  to  the  overall  population.  Whites  were  un- 
der-represented in  the  case  counts  while  the  percent- 
age of  blacks  contracting  tuberculosis  was  propor- 
tional to  their  presence  in  the  population. 

Of  the  45  cases,  9 (20  percent)  were  born  outside 
the  United  States.  The  interval  between  date  of  entry 
into  the  United  States  until  onset  of  active  tuberculosis 
ranged  from  nine  months  to  ten  years. 

CHILD  DEATH  REVIEW  TEAM 

The  Child  Death  Review  Team  was  created  by  the 
Legislature  two  years  ago  to  review  and  evaluate  the 
causes  of  death  among  children  from  birth  to  age  18 
in  the  state. 

The  team  is  charged  with  developing  an  under- 
standing of  the  causes  and  incidence  of  child  deaths  in 
Nebraska.  Based  on  information  obtained  in  its  re- 
views, the  team  will  recommend  changes  for  agencies 
and  organizations  that  might  help  prevent  child  death 
and  advise  the  Governor,  the  Legislature,  and  the 
public  on  changes  to  law,  policy  and  practice. 

The  team  will  undertake  statistical  studies  of  the 
causes  and  incidence  of  child  deaths,  including  but 
not  limited  to  an  analysis  of  the  records  of  community, 
public  and  private  agency  involvement  with  the  chil- 
dren and  their  families. 

Two  meetings  have  been  held  since  the  team  was 
first  created.  At  the  next  meeting,  which  is  scheduled 
in  September,  the  protocols  for  investigation  of  child 
deaths  by  the  team  and  for  collection  of  data  will  be 
reviewed  and  approved.  The  team  will  begin  to  exam- 
ine selected  death  certificates  of  approximately  300 
children  who  died  in  Nebraska  in  1994. 

A child  death  review  team  composed  of  experts  in 
child  welfare,  law  and  medicine  is  a valuable  tool  to 
find  ways  to  prevent  children's  deaths.  A significant 
proportion  of  infant  and  child  deaths  are  preventable. 
Deaths  from  injuries,  both  intentional  and  uninten- 
tional, can  be  addressed  by  public  health  advocates 
and  the  medical  community. 


The  result  of  this  team's  work  will  be  a better 
understanding  of  causes  of  child  death  in  Nebraska 
and  effective  proposals  to  prevent  unnecessary  deaths. 

IMMUNIZATIONS 

The  Immunization  Program  shipped  over  32,000 
doses  of  vaccine  to  physicians  in  April,  enough  to 
immunize  6,750  children.  The  vaccine  was  mailed  or 
delivered  to  over  200  pediatricians,  family  practitio- 
ners, physician  assistants,  and  nurse  practitioners  who 
agreed  to  participate  in  the  program.  Each  provider 
who  signed  up  received  enough  vaccine  to  give  thirty 
children  the  immunizations  they  need  in  the  next  year. 
This  $300,000  purchase  of  vaccine  was  a result  of  the 
Governor's  proposal  for  state-supplied  vaccine  for 
children  who  otherwise  could  not  afford  immuniza- 
tions and  would  not  be  eligible  for  the  federal  vaccine 
program. 

The  federal  Vaccine  for  Children  Program  will  make 
vaccines  available  through  physicians'  offices  for  four 
categories  of  children  for  whom  the  cost  of  vaccines 
might  be  a barrier  to  being  appropriately  immunized  - 
those  who  do  not  have  insurance  coverage  for  immu- 
nizations, Native  American  and  Eskimo  children,  and* 
children  who  are  Medicaid-eligible.  The  program  will 
be  initiated  in  Nebraska  in  the  next  few  months  after 
an  appropriate  shipper  for  the  vaccine  can  be  found. 

The  Nebraska  Department  of  Health  and  the  Dou- 
glas County  Health  Department  have  received  fund- 
ing from  the  federal  Centers  for  Disease  Control  for  a 
pilot  project  to  develop  an  immunization  registry  in 
Douglas  County.  The  project  will  begin  with  children 
immunized  in  public  clinics. 

BLOOD  LEAD  LEVELS  IN  CHILDREN 
Lead  poisoning  became  a reportable  disease  in  Ne- 
braska in  April  1 993.  Last  year  was  the  first  full  year  of 
lead  poisoning  surveillance  in  Nebraska.  In  1994,  677 
Nebraska  children  under  18  years  of  age  with  blood 
lead  levels  at  or  above  10  micrograms/deciliter  were 
reported  to  the  Nebraska  Department  of  Health.  Five 
children  required  medical  treatment. 

The  levels  were  so  high  in  two  children  that  they 
constituted  a medical  emergency  with  hospitalization. 
The  following  25  Nebraska  counties  reported  elevated 
lead  levels  in  children  and  adolescents:  Buffalo,  Da- 
kota, Dawes,  Dodge,  Douglas,  Furnas,  Gage,  Hall, 
Hamilton,  Hooker,  Lancaster,  Madison,  Merrick,  Morrill, 
Nemaha,  Pawnee,  Phelps,  Platte,  Polk,  Sarpy,  Saunders, 
Scotts  Bluff,  Sheridan  and  Sherman. 

The  blood  lead  level  considered  to  indicate  lead 
toxicity  has  progressively  shifted  downward.  In  the 
past  several  years,  evidence  has  shown  that  some 
adverse  health  effects  occur  at  blood  lead  levels  as 
low  as  10  ug/dL  in  children. 

The  Department  of  Health  recommends  that  all 
children,  especially  those  living  or  spending  time  in 
old  homes  with  deteriorating  paint,  be  screened  for 
blood  lead  levels. 

REORGANIZATION  COMPLETED 

The  reorganization  of  the  department  initiated  in 
March  is  now  basically  complete.  A restructuring  of 
the  department  was  necessary  because  the  external 
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environment  for  health  programs  has  become  more 
complex.  There  is  a need  to  be  more  efficient,  effec- 
tive and  community-oriented  and  to  better  integrate 
public  health  programs  into  the  health  care  delivery 
system.  The  department's  new  organizational  struc- 
ture has  enhanced  our  focus  on  key  activities,  im- 
proved communication  and  decision-making,  and 
placed  a greater  emphasis  on  data  to  drive  department 
decisions.  Enclosed  with  this  report  is  a copy  of  the 
department's  new  organization  chart. 

One  of  the  changes  implemented  by  the  reorgani- 
zation plan  was  the  establishment  of  a department 
administrator  position.  In  that  capacity,  E.  Howard 
Boardman  joined  the  department  on  June  26.  Mr. 
Boardman  has  1 5 years  of  management  experience  as 
a health  care  executive.  He  was  previously  vice  presi- 
dent of  Children's  Hospital  in  Omaha.  He  has  master's 
degrees  in  health  care  management  and  in  psychol- 
ogy/counseling. 

FEDERAL  BLOCK  GRANT  ISSUES 

There  has  been  a great  deal  of  discussion  on  the 
federal  level  about  taking  categorical  programs  and 
funding  them  with  block  grants  to  states.  The  Nebraska 
Department  of  Health  supports  the  block  grant  ap- 
proach if  it  offers  simplicity  in  grants  management, 
flexibility  in  the  states'  use  of  funds,  and  lower  admin- 
istrative costs. 

There  is  a proposal  for  a federal  block  grant  for 
WIC,  the  Supplemental  Food  Program  for  Women, 
Infants  and  Children.  The  House  of  Representatives 
has  passed  HR  4,  which  includes  Title  III  block  grants 
for  child  care  and  for  nutrition  assistance.  The  Senate 
is  now  considering  HR  4's  provisions.  We  believe  the 
WIC  Program  should  be  administered  by  the  same 
state  agency  that  is  responsible  for  administering  health 
care  programs.  HR  4 would  allow  states  to  determine 
which  agency  will  be  responsible  for  administration  of 
WIC  programs.  In  Nebraska,  WIC  serves  over  35,000 
women  and  children,  including  one-third  of  all  Ne- 
braska infants.  Of  the  24,722  infants  born  in  the  state 
in  1994,  approximately  8,107  of  them  received  juice, 
cereal  and  other  foods  from  the  program. 

There  is  also  a proposal  for  block  grants  for  the 
federal  Centers  for  Disease  Control  and  Prevention. 
Senator  Kassebaum's  proposal  would  take  current 
categorical  grants  to  CDC  and  collapse  them  into 
block  grants  supporting  core  functions,  with  allotment 
determined  by  formula. 

The  Department  of  Health  has  suggested  that  the 
following  factors  be  considered  in  a CDC-block  grant 
funding  formula:  poverty  based  on  per  capita  income; 
population  in  the  age  groups  1-64,  65-84,  and  85  and 
over;  children  not  covered  by  insurance;  and  access 
based  on  health  professional  per  1,000  population. 

One  option  is  to  take  current  categorical  programs 
and  rewrite  them  to  provide  more  state  flexibility  by 
allowing  approval  of  projects  on  a five-year  basis,  with 
funds  awarded  annually  upon  proof  of  satisfactory 
performance.  Categorical  programs  could  join  together 
to  allow  states  to  submit  a single  application. 

President  Clinton's  administration  has  developed 
the  Performance  Partnership  Proposal,  which  would 
impact  the  Substance  Abuse  and  Mental  Health  Ser- 
vices Administration  (SAMHSA),  the  Centers  for  Dis- 


ease Control  and  Prevention  (CDC),  and  the  Health 
Resource  Services  Administration  (HRSA).  Current 
categorical  programs  in  these  three  areas  would  be 
consolidated  under  the  block  grant  concept.  Funds  to 
states  would  be  allocated  based  on  a funding  formula 
and  performance  standards  would  be  developed  to 
measure  the  short-term  impact  of  expended  grant 
funds  in  achieving  the  performance  partnership  grant 
goals. 

VITAL  STATISTICS  REPORT  FOR  1994 

Last  year  the  number  of  live  births  in  Nebraska 
declined  for  the  fourth  consecutive  year.  A total  of 
23,131  live  births  were  recorded  among  Nebraska 
women  in  1994.  Nebraska's  live  birth  rate  of  14.5  per 
1,000  residents  is  to  the  lowest  recorded  since  1925, 
the  first  year  birth  rates  are  available.  The  national  birth 
rate  was  15.3  per  1,000  residents. 

The  average  age  of  Nebraska  women  who  gave 
birth  to  their  first  child  declined  slightly  from  24.3 
years  in  1993  to  24.2  years  in  1994.  Live  births  to 
teenage  women  increased  from  2,118  in  1987  to 
2,551  last  year.  Births  to  teens  comprised  1 1 percent 
of  the  state's  total  number  of  live  births  in  1 994,  which 
is  the  highest  figure  recorded  since  1981. 

Nebraska  recorded  a low  birth  weight  rate  for 
1994  of  61.3  per  1,000  live  births,  an  increase  from 
the  1992  figure  of  58.2.  The  1994  rate  marks  the 
state's  highest  low  birth  weight  rate  since  1973.  The 
rate  for  very  low  weight  births  was  1 0.2  per  1 ,000  live 
births,  an  increase  over  10.0  in  1993. 

In  Nebraska  tobacco  usage  of  the  mother  has  been 
reported  on  birth  certificates  since  1989.  Results  of 
these  data  indicate  that,  in  1994,  a low  birth  weight 
baby  was  born  to  one  out  of  every  20  pregnant  women 
who  did  not  smoke.  In  comparison,  a low  birth  weight 
baby  was  born  to  one  out  of  every  nine  pregnant 
women  who  smoked  half  a pack  of  cigarettes  or  more 
per  day. 

Prenatal  care  began  during  the  first  trimester  of 
pregnancy  for  83.1  percent  of  all  1994  Nebraska  live 
births.  This  percentage  is  the  highest  recorded  since 
the  state  began  collecting  this  information  two  de- 
cades ago. 

A total  of  1,91 5 birth  defects  were  diagnosed  among 
885  children,  a rate  of  38.3  per  1,000  resident  live 
births.  Defects  of  circulatory  system  were  the  most 
frequently  diagnosed  conditions,  accounting  for  34 
percent  of  all  defects  reported.  Three  conditions  (ven- 
tricular septal  defect,  atrial  septal  defect,  patent  duc- 
tus arteriosus)  accounted  for  nearly  half  of  all  reported 
circulatory  system  defects.  Musculoskeletal  conditions 
were  the  second  most  frequently  reported  defect 
among  Nebraska  children,  followed  by  genitourinary 
system  defects.  Considered  together,  defects  of  the 
circulatory,  musculoskeletal  and  genitourinary  systems 
accounted  for  about  two-thirds  of  all  birth  defects 
reported  in  Nebraska. 

A total  of  1 4,974  deaths  occurred  among  Nebraska 
residents  in  1994,  which  translates  into  a rate  of  9.4 
deaths  per  1,000  residents,  the  same  as  the  previous 
year.  The  average  age  at  death  was  74.2  years,  a slight 
increase  from  the  1993  figure  and  the  second  highest 
figure  in  the  state's  history.  Unlike  previous  years,  the 
increase  last  year  was  confined  exclusively  to  men. 
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Their  average  age  at  death  rose  from  70.2  years,  in 

1993  to  70.5  years  in  1994.  For  women,  the  average 
age  of  death  failed  to  increase  for  the  first  time  since 
1 986,  dropping  from  78  years  in  1 993  to  77.8  years  in 
1994.  The  gap  between  the  sexes,  which  is  still  over 
seven  years,  has  nearly  doubled  in  Nebraska  since 
1960. 

The  state's  leading  cause  of  death  in  1 994  was  heart 
disease,  which  accounted  for  5,018  resident  deaths. 
This  figure  represents  just  over  one-third  of  all  deaths 
among  Nebraskans  in  1994.  As  in  the  rest  of  the  U.S., 
heart  disease  has  been  the  most  frequent  cause  of 
death  among  Nebraskans  forseveral  decades,  although 
mortality  rates  have  fallen  in  recent  years.  Since  1 984, 
the  heart  disease  mortality  rate  in  Nebraska  has  de- 
clined by  over  20  percent. 

Cancer  was  the  second  leading  cause  of  death, 
accounting  for  3,273  deaths.  This  figure  represents 
over  one-fifth  of  all  deaths  among  Nebraska  residents 
in  1994.  Cancer  of  the  lung  remained  the  leading 
cause  of  cancer  deaths  among  both  men  and  women, 
accounting  for  882  deaths.  Until  last  year,  breast  can- 
cer had  long  been  the  leading  cause  of  cancer  death 
among  Nebraska  women.  Prostate  cancer  was  the 
second  most  frequent  cause  of  cancer  deaths  among 
Nebraska  men.  Colon  cancer  was  the  third  leading 
cause  of  death  among  men  and  women  separately  and 
the  second  leading  cause  for  both  sexes  combined, 
with  a total  of  359  deaths  in  Nebraska  in  1994. 

The  third  most  common  cause  of  death  among 
Nebraskans  in  1 994  was  cerebrovascular  disease,  which 
accounted  for  1,1  37  of  all  resident  deaths  in  Nebraska. 
Although  the  number  and  rate  of  deaths  attributed  to 
cerebrovascular  disease  declined  steadily  in  Nebraska 
throughout  the  1970s  and  1980s,  this  trend  has  not 
continued  into  the  1 990s.  In  fact,  the  number  of  cere- 
brovascular disease  deaths  recorded  in  Nebraska  in 

1994  was  the  state's  highest  figure  since  1989. 

Unintentional  injuries  were  the  fifth  leading  cause 
of  death  among  Nebraskans  in  1994,  claiming  568 
lives.  Nearly  half  of  the  state's  total  number  of  acciden- 
tal deaths  were  attributed  to  motor  vehicle  accidents, 
accounting  for  273  lives  lost  in  1994.  Falls  were  the 
second  most  frequent  cause  of  accidental  death,  claim- 
ing 107  lives.  Accidents  continue  to  be  responsible  for 
a disproportionate  share  of  deaths  among  children 
and  young  adults.  In  Nebraska,  accidents  were  the 
leading  cause  of  death  in  1994  among  those  younger 
than  45  years  of  age  (excluding  infants),  accounting 
for  267  of  the  964  deaths  in  this  age  group. 

There  has  been  a substantial  increase  in  the  number 
of  deaths  attributed  to  AIDS.  The  number  of  AIDS 
deaths  among  Nebraskans  nearly  doubled  from  1993 
to  1994,  from  44  to  82.  AIDS  deaths  were  concen- 
trated among  young  adult  males  (55  occurred  among 
men  15-44  years  of  age)  and  AIDS  became  the  fifth 
leading  cause  of  death  in  1 994  among  Nebraska  men 
15-44  and  was  responsible  for  about  one  of  every 
eight  deaths  in  1994  among  Nebraska  men  30-44. 

A total  of  177  infant  deaths  occurred  among  Ne- 
braska residents,  which  translates  into  an  infant  mor- 
tality rate  of  7.7  per  1,000  live  births.  This  figure  is 
considerably  lower  than  the  1993  rate  of  9.1  and 


represents  the  third  lowest  annual  infant  mortality  rate 
ever  recorded  in  the  state's  history.  The  leading  cause 
of  infant  deaths  in  Nebraska  was  birth  defects,  which 
resulted  in  37  infant  deaths.  Low  birth  weight  babies 
accounted  for  over  half  (54.8  percent)  of  infant  deaths. 

COMMUNITY  HEALTH  SERVICES 

Department  staff  have  been  meeting  with  repre- 
sentatives from  community  action  agencies,  local 
health  departments,  the  Nebraska  Association  of 
Hospitals  and  Health  Systems,  and  the  Nebraska 
Medical  Association  to  discuss  plans  for  community 
health  services  in  Nebraska. 

This  group  has  named  itself  "Health  Partners  of 
Nebraska.'1  Their  goal  and  vision  is  that  "all  partnership 
members  will  work  together  with  communities  to  im- 
prove the  health  status  of  all  people." 

In  the  coming  months  the  Health  Partners  plan  to 
use  a health  needs  assessment  tool  which  was  devel- 
oped by  the  Missouri  Department  of  Health.  The  tool 
provides  a road  map  to  initiating,  developing  and 
sustaining  a community-based  initiative  to  improve 
community  health.  Its  components  include:  building  a 
community  health  strategy,  assessing  community 
health,  prioritizing  community  health  issues,  and  de- 
veloping and  implementing  a community  health  strat- 
egy. 

This  effort  will  be  an  innovative,  unifying  force  in 
the  state  as  we  develop  a community-based,  outcome- 
oriented  and  integrated  health  services  delivery  system. 

MEDICAID  MANAGED  CARE  COMMISSION 

The  Medicaid  Managed  Care  Plan  was  implemented 
July  1.  The  role  of  the  Medicaid  Managed  Care  Com- 
mission is  to  evaluate  the  performance  of  the  program 
to  assure  that  quality  care  is  being  provided  and  that 
health  care  services  are  accessible.  In  the  coming 
months  the  Commission  will  examine  data  and  progress 
reports  provided  by  the  vendors.  An  independent 
third-party  review  is  required  by  the  Health  Care  Fi- 
nancing Administration  and  the  Commission  may  be 
able  to  play  a role  in  this  review.  Another  meeting  of 
the  Commission  will  be  held  this  fall. 

LEGISLATION 

The  legislative  session  earlier  this  year  resulted  in 
these  bills  being  passed: 

LB  406: 

Requires  physicians  and  dentists  to  report  to  the 
Cancer  Registry  those  cases  which  would  not  be  re- 
ported by  a hospital. 

Requires  the  Nebraska  Department  of  Health  to 
establish  requirements  for  qualifications  of  persons 
practicing  medical  radiography;  establish  rules  and 
regulations  for  examination  requirements  for  licensure, 
education,  training,  continuing  education  and  license 
renewal. 

Requires  the  Nebraska  Department  of  Health  to 
license  medical  nutritionists;  establishes  the  Medical 
Nutrition  Therapy  Board  which  includes  five  members 
- 2 lay  persons,  2 medical  nutritionists,  and  one 
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physician;  requires  the  Nebraska  Department  of  Health 
to  set  qualifications  for  licensure  and  continuing  edu- 
cation and  to  develop  rules  and  regulations  for  re- 
newal of  licenses. 

Allows  prescriptions  to  be  faxed  to  pharmacies; 
requires  prescriptions  for  schedule  II  controlled  sub- 
stances to  be  followed  by  a written  prescription. 

LB  214: 

Allows  physician  assistants  and  nurse  practitioners 
to  do  school  physicals;  allows  them  to  sign  a statement 
that  immunizations  would  be  injurious  to  the  health  of 
a child. 

LB  68: 

Allows  the  Nebraska  Department  of  Health  to  es- 
tablish a statewide  program  providing  mammography 
screening  and  definitive  diagnostic  procedures.  The 
department  is  permitted  to  obtain  donations  and  grants 
and  expend  funds  to  pay  for  definitive  diagnostic 
procedures.  Requires  insurance  companies  to  pay  for 
mammography  screening.  (Small  businesses  which  self- 
insure  are  exempt  from  this  provision.) 


LB  563: 

Names  in  statute  the  Nurses  Practice  Act;  provides 
that  the  Board  of  Nursing  and  others  can  maintain  an 
action  to  enjoin  a person  from  practicing  professional 
or  practical  nursing  if  they  do  not  ha”e  a valid  license; 
increases  maximum  amount  for  license  fee;  increases 
Board  of  Health  members  by  adding  a person  licensed 
to  practice  nursing  in  the  state. 

LB  172: 

Changes  provisions  relating  to  liens  of  a physician, 
nurse  or  hospital;  provides  that  a physician,  nurse  or 
hospital  claiming  a lien  under  the  Medical  Lien  Act 
shall  not  be  liable  for  attorney's  fees  or  costs  when 
there  is  a settlement  of  a lawsuit;  and  that  the  attorney 
for  the  injured  person  has  precedence  over  other  liens 
that  may  have  been  filed  by  a health  care  provider  or 
hospital. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 
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REPORT  OF  THE  STUDY  OF  THE 
FEDERATION  OF  MEDICINE 

The  Study  of  the  Federation  of  Medicine  (SFM),  an 
effort  by  organized  medicine  to  develop  recommen- 
dations to  meet  the  future  needs  and  concerns  of 
physicians  . . . continues.  The  SFM  has  been  officially 
underway  for  a year  now,  and  some  real  progress  has 
begun  to  emerge.  The  next  Consortium  Meeting  of  the 
SFM  is  scheduled  for  October  6-7,  1995  in  Chicago. 

In  previous  reports  to  the  Nebraska  Medical  Asso- 
ciation House  of  Delegates,  I provided  information 
regarding  the  background  for  the  SFM,  a short  sum- 
mary of  the  research  findings  and  the  design  criteria 
used  to  guide  the  SFM. 

SPECIFIC  PROPOSALS 

Based  on  the  points  of  consensus,  the  Consortium 
has  identified  five  elements  which  could  define  a new 
federation  of  medicine: 

1 .  Formalizing  thenew  Federation  within  the  frame 
work  of  the  AMA;  the  Consortium  concluded 
that  the  AMA  is  the  logical  element  to  serve  as 
the  frame  work  for  a new  Federation  of  Medi- 
cine; however,  the  AMA  will  have  to  change  in 
some  ways  to  fulfill  that  role  successfully. 


2.  The  establishment  of  a mechanism,  tentatively 
called  the  Federation  Coordinating  Committee 
(FCC),  which  would  serve  as  a transitional  agent 
to  facilitate  the  development  of  a new  Federa- 
tion of  Medicine. 

3.  Representational  changes:  support  of  the  con- 
cept that  the  representational  mechanisms  of  all 
elements  of  organized  medicine  should  reflect 
the  diversity  of  physicians'  professional  lives. 

4.  Collaborative  efforts:  investigation  of  collabora- 
tive efforts  such  as  a physicians'  electronic  bulle- 
tin board,  physicians'  purchasing  service  and 
practice  support  services,  among  medical  asso- 
ciations. 

5.  Participatory  enhancements:  a new, 

nongovernance  organizational  element  tenta- 
tively called  Topic  Interest  Groups  (TIG). 

FOCUS  ON  IN  THE  YEAR  2000 

What  should  the  AMA,  County,  State  and  specialty 
societies  focus  on  in  the  year  2000?  The  Consortium 
participants  were  asked  on  what  they  thought  the 
AMA,  State,  County  and  specialty  societies  should 
focus  in  the  year  2000.  They  said. 

1 . The  AMA  Should 

a.  focus  on 

(1)  practice  standards  and  outcomes 

(2)  coordinating  specialty  efforts 

(3)  improving  physicians  image 

(4)  ethics 

(5)  acting  as  the  voice  of  physicians 

(6)  public  policy 

(7)  asking  physicians  what  they  want 

(8)  being  an  information  source 

b.  reduce  focus  on 

(1)  ancillary  businesses 

(2)  internal  politics 

(3)  leader  driven,  ivory  tower  thinking 

(4)  efforts  to  maintain  the  status  quo 

2.  State  medical  societies  should 

a.  focus  on 

(1)  political  influence  on  the  State  level 

(2)  maintaining  standard  and  quality 

(3)  communication  links 

(4)  forming  networks  of  physicians  to  solve 
common  problems 

(5)  forums  for  discussion  among  specialities 

(6)  State  and  public  health  issues 

b.  reduce  focus  on 

(1)  peer  review 

(2)  a country  club  atmosphere 

(3)  high  membership  fees 

(4)  scientific  and  clinical  education 

(5)  State  journals 

(6)  internal  politics 

3.  County  medical  societies  should 

a.  focus  on 

(1)  public  education  and  advocacy 

(2)  peer  review 

(3)  information  exchange 

(4)  community  action 

b.  reduce  focus  on 

(1)  club  atmosphere 

(2)  high  membership  fees 
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4.  Specialty  medical  societies  should 

a.  focus  on 

(1)  continuing  medical  education 

(2)  practice  parameters,  guidelines,  quality 
outcomes  and  related  research 

(3)  communication  with  the  AMA,  States  and 
other  specialty  societies 

(4)  national  training  standards 

(5)  interspecialty  cooperation 

b.  reduce  focus  on 

(1)  self  interest  activities 

(2)  income  protection  for  subspecialties 

NEXT  STEPS  OUTLINED 

During  the  remainder  of  1995  the  Consortium  will 
focus  on  refining  its  concept  of  a new  Federation  of 
Medicine.  Issues  which  will  be  discussed  include: 

1.  The  specific  changes  in  structure  and  gover- 
nance that  will  enhance  the  ability  of  the  AMA 
to  serve  as  the  framework  for  a new  Federation 
of  Medicine. 

2.  The  best  way  to  provide  representation  to  phy- 
sicians by  practice  arrangement  and  demographic 
category. 

3.  The  methods  for  Apportioning  Delegates  to  the 
organizations  and  bodies  represented  in  the  AMA 
House  of  Delegates. 

4.  The  specific  roles,  responsibilities,  composition, 
structure  and  reporting  relationships  of  the  Fed- 
eration Coordinating  Committee. 

5.  The  practical  aspects  of  initiating  collaborative 
efforts  including  joint  ventures,  among  medical 
associations. 

6.  Extending  the  Consortium's  concepts  related  to 
roles,  relationships,  structure  and  governance  to 
all  of  the  organizations  that  comprise  the  Fed- 
eration of  Medicine. 

CONCLUSION 

The  continuation  of  the  SFM  is  important  to  the 
strength  and  focus  of  organized  medicine  in  the  fu- 
ture. As  the  Nebraska  Medical  Association  representa- 
tive to  the  SFM,  I would  encourage  members  of  the 
Nebraska  Medical  Association  HOD  to  carefully  re- 
view this  report  and  to  provide  input  and  suggestions 
to  me  as  I prepare  to  attend  the  next  Consortium 
Meeting,  October  5-7,  1995  in  Chicago. 

Respectfully  submitted, 

Allen  D.  Dvorak,  M.D.,  F.A.C.R. 


REPORT  OF  THE  NEBRASKA 
DEPARTMENT  OF  SOCIAL  SERVICES 

The  Nebraska  Department  of  Social  Services  is 
pleased  to  submit  this  report  to  the  Nebraska  Medical 
Association  for  review  at  the  Fall  Session  Meetings  of 
the  NMA  Board  of  Councilors  and  the  House  of 
Delegates.  While  the  primary  focus  of  this  report  will 
cover  the  Nebraska  Medicaid  Program,  the  Depart- 
ment would  also  like  to  offer  additional  information 
related  to  current  initiatives  within  the  Department  of 
Social  Services. 


NEBRASKA  HEALTH  CONNECTION 
(MEDICAID  MANAGED  CARE) 

On  July  3,  1995,  enrollment  into  "Basic  Benefits 
Package",  (i.e.,  medical/surgical  services)  of  the  Ne- 
braska Health  Connection  began  for  Medicaid  cus- 
tomers in  Douglas,  Sarpy  and  Lancaster  counties. 

Customers  applying  for  Medicaid  after  July  3,  1 995, 
will  complete  enrollment  activities  at  the  time  of  the 
application  for  assistance. 

Currently,  eligible  customers  will  complete  enroll- 
ment activities  during  the  first  six  months  of  implemen- 
tation. 

During  enrollment  activities,  the  customer  will  be 
asked  to  select  a Primary  Care  Physician  and  Health 
Plan. 

Primary  Care  Physicians  must  contract  with  one  or 
more  of  the  three  health  plans  in  order  to  participate 
in  Nebraska  Health  Connection  and  be  available  for 
customer  choice. 

PROVIDER  INFORMATION 

Communication  with  providers  is  important  to  the 
success  of  the  transition  into  managed  care  for  the 
Medicaid  Program. 

To  facilitate  communication,  one  of  the  methods 
that  the  Department  is  utilizing  is  a newsletter  called 
the  "Nebraska  Health  Connection  Provider  Update". 
Newsletter  mailings  have  been  going  to  providers 
earlier  this  year.  The  Department  will  continue  these 
newsletters  throughout  the  transition  period  and  after- 
wards to  alert  providers  to  information  which  is  impor- 
tant to  have  when  providing  services  to  Medicaid 
patients  who  are  enrolled  into  the  Nebraska  Health 
Connection.  In  addition  to  the  newsletter,  the  Depart- 
ment will  use  Provider  Bulletins,  and  various  speaking 
forums  to  relay  information  to  providers  and  clients 
about  the  changes  in  the  Medicaid  Program. 

RESERVATION  PLAN 

Because  continuity  of  care  for  customers  is  impor- 
tant, the  Nebraska  Department  of  Social  Services  will 
ensure  that  Medicaid  customers  remain  with  primary 
care  physicians  where  possible  and  when  that  is  the 
customer's  choice. 

The  Department  is  offering  a "reservation"  plan 
whereby  customers  will  be  given  a "first”  choice  of 
remaining  with  his/her  existing  Medicaid  enrolled 
physician.  Participation  in  the  reservation  plan  will 
allow  primary  care  physicians  to  maintain  their  exist- 
ing caseload  of  Medicaid  patients  in  their  practice. 

Medicaid  recipients  who  are  eligible  for  Managed 
Care,  may  enroll  into  the  Nebraska  Health  Connection 
at  any  time  during  August,  1995,  through  February, 
1995,  and  still  retain  their  "reserved"  slot  with  his/her 
primary  care  physician.  The  reservation  plan  will  pri- 
marily be  utilized  for  currently  eligible  Medicaid  cus- 
tomers; however,  customers  applying  for  Medicaid 
will  also  be  given  the  opportunity  to  remain  with  their 
existing  physician,  if  the  physician  is  participating  in 
Nebraska  Health  Connection. 

TRANSITION  PROCESS  INTO  MANAGED  CARE 

Customers  will  continue  to  see  their  physicians  on 
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the  regular  "fee-for-service"  basis,  (if  they  are  Medicaid 
eligible)  until  the  customer's  enrollment  into  Nebraska 
Health  Connection  is  complete. 

When  the  customer  becomes  enrolled  in  Man- 
aged Care,  the  physician  will  either  bill: 

1.  The  Department  for  services  provided  to  a cus- 
tomer enrolled  with  Primary  Care  + (the  Primary 
Care  Case  Management  Network),  or 

2.  One  of  the  Health  Maintenance  Organizations, 
(i.e.,  The  Wellness  Option  or  Share  Advantage) 
depending  on  which  HMO  the  customer  is  en- 
rolled with. 

REMEMBER:  Some  Medicaid  customers  will  be  ex- 
cluded from  Managed  Care  and  will  continue  to  re- 
ceive services  on  a fee-for-service  basis,  as  they  do 
now. 

The  primary  care  physician  may  verify  the  Managed 
Care  status  of  the  Medicaid  customer  by: 

1.  Calling  the  Nebraska  Eligibility  Verification  Sys- 
tem (NMES)  at  1-800-642-6092  or  in  Lincoln  at 
(402)  471-9580. 

2.  Viewing  the  customer's  Nebraska  Health  Con- 
nection Identification  (ID)  document,  or 

3.  Calling  the  NHC  Helpline  at  1-800-569-0866. 

OPEN  PRACTICES 

To  account  for  customer  turnover  and  to  prevent  a 
practice  from  prematurely  being  deemed  "closed"  to 
new  customers,  primary  care  physicians,  who  are  par- 
ticipating in  the  reservation  plan,  will  be  encouraged 
to: 

1.  Add  an  additional  10%  to  their  existing  number 
of  Medicaid  customers,  and 

2.  Fill  vacated  Medicaid  slots  with  "new"  Medicaid 
customers. 

Primary  care  physicians  will  also  be  encouraged  to 
contract  with  as  many  of  the  health  plans  as  possible, 
to  ensure  adequate  customer  choice. 

Each  primary  care  physician  may  choose  any  num- 
ber of  "customers"  up  to  the  maximum  allowable  (i.e., 
1200  per  primary  care  physician,  plus  an  additional 
500,  if  any  physician  extenders  are  utilized). 

PRIMARY  CARE  PHYSICIANS 

Primary  care  physicians  are  defined  to  be  Medicaid 
enrolled  providers  who  can  provide  the  services  in- 
cluded in  the  basic  benefits  package  or  medical/surgi- 
cal care,  and  who  are  in  one  of  the  following  areas  of 
medical  practice. 

1 . General  Practice 

2.  Family  Practice 

3.  Internal  Medicine 

4.  Doctor  of  Osteopathy 

5.  Pediatrics 

6.  Obstetrics  & Gynecology 

To  ensure  only  those  patients  with  a pre-existing 
relationship  remain  with  the  physician,  if  that  is  the 
patient's  choice,  the  primary  care  physician  must  sub- 
mit a listing  of  Medicaid  patients  (and  subsequent 
changes  to  the  listing)  to  the  Nebraska  Health  Connec- 
tion. For  additional  information  about  the  reservation 
plan,  contact  Betty  Ferdinand  at  (402)  471-9643. 


It  is  acceptable  for  the  primary  care  physician  to 
notify  their  patients  of  the  reservation  plan  and  to 
encourage  them  to  remain  within  his/her  practice.  A 
sample  letter  which  may  be  used  by  the  physician  to 
notify  his/her  patients  of  the  reservation  plan  may  be 
requested  from  the  Department  by  contacting  Betty 
Ferdinand  at  (402)  471-9643. 

MEDICAID  FEE  SCHEDULE 

A fee  schedule  update,  effective  July  1,  1995, 
includes  a 3.5%  overall  increase  in  conversion  factors 
for  physician  services.  Another  increase  is  expected  in 
July  1996. 

With  this  update,  a revised  fee  schedule  has  been 
mailed  to  all  currently  enrolled  providers,  during  the 
month  of  August,  1995.  Providers  who  have  not  re- 
ceived an  updated  fee  schedule  may  contact  Judy 
Ewell,  R.N.,  in  the  Medical  Services  Division  at  (402) 
471-9368  for  a copy. 

CHANCES  IN  PUBLIC  ASSISTANCE 

1.  The  1995  Legislature  increased  the  income  limit 
for  pregnant  women  and  infants  (up  to  the  1 2th 
month  of  age)  from  133%  of  the  federal  poverty 
limit  to  1 50%  of  the  FPL.  This  was  effective  July 
1,  1995.  The  Department  estimates  an  addi- 
tional 360  pregnant  women  and  360  infants  will 
qualify  for  Medicaid  with  this  change  in  income 
limits. 

2.  The  state  received  $2.7  million  in  crisis  energy 
funds  because  of  the  increased  heat  this  summer. 
These  funds  are  to  be  used  prior  to  9/30/95.  The 
agency  is  planning  to  make  additional  payments 
to  the  elderly  and  those  susceptible  to  increased 
heat  because  of  illness  or  physical  condition, 
and  those  clients  with  zero  income. 

CHANGES  IN  HOSPITAL  REIMBURSEMENT 
FOR  MEDICAID  SERVICES 

The  Department  of  Social  Services  has  developed  a 
prospective  payment  plan  for  hospital  inpatient  ser- 
vices for  Nebraska  Medicaid  discharges  on  or  after 
July  25,  1995.  The  plan  was  developed  with  the  assis- 
tance of  the  Medicaid  Hospital  Advisory  Committee, 
which  is  composed  of  rural  and  urban  Medicaid  Hos- 
pital providers,  the  Nebraska  Association  of  Hospitals 
and  Health  Systems,  and  a representative  from  Blue 
Cross/Blue  Shield  of  Nebraska.  The  prospective  pay- 
ment plan  reimburses  most  hospitals,  by  Diagnosis 
Related  Groups  (DRG's)  and  some  hospitals,  by  a 
prospective  per  diem. 

Six  peer  groups  were  developed  in  the  prospective 
payment  plan.  The  peer  groups  are  composed  of  hos- 
pitals with  similar  characteristics  such  as  a geographic 
location  (metropolitan  or  rural),  costs  of  providing 
care,  number  of  Nebraska  Medicaid  discharges  in  the 
base  year  (1991)  and  type  of  services  provided  (medi- 
cal/surgical, psychiatric,  or  rehabilitation). 

The  six  Peer  Groups  are: 

1.  Metro  Acute  Care  Hospitals  located  in  Metro- 
politan Statistical  Areas  (MSAs)  as  designated  by 
Medicare; 

2.  Other  Urban  Acute  Care  Hospitals:  Nebraska 
hospitals  that  have  been  redesignated  to  an 
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MSA  by  Medicare  for  federal  fiscal  year  1 995  or 
1996  and/or  Nebraska  hospitals  designated  by 
Medicare  as  a Regional  Referral  Center;  and 

3.  Rural  Acute  Care  Hospitals:  All  other  Nebraska 
acute  care  hospitals  with  30  or  more  Nebraska 
Medicaid  discharges  in  1991  and  all  out-of-state 
acute  care  hospitals  not  located  in  an  MSA; 

4.  Excluded  Rural  Acute  Care  Hospitals:  Nebraska 
hospitals  with  less  than  30  Medicaid  discharges 
in  1991. 

5.  Psychiatric  Hospitals  and  Distinct  Part  Units  in 
Acute  Care  Hospitals:  Hospitals  licensed  as  a 
psychiatric  hospital  and  psychiatric  distinct  part 
units  in  an  acute  care  hospital. 

Note:  Hospitals  located  outside  of  Nebraska  bor- 
ders will  be  grouped  in  Peer  Croup  1,  3,  5 or  6 only. 

Peer  Groups  1,  2,  and  3 will  be  reimbursed  by  a 
prospective  per  discharge  rate  based  on  DRGs.  The 
Department  will  be  using  the  Health  Care  Financing 
Association  (HCFA)  Grouper  Version  12  to  determine 
DRG  grouping  of  claims.  Nebraska  specific  DRG  rela- 
tive weights  and  average  length  of  stay  (ALOS)  have 
been  developed  for  each  DRG  based  on  the  most 
recently  available  three  years  of  Medicaid  claims  infor- 
mation. 

CHANGES  IN  INPATIENT  PRECERTIFICATION 
REQUIREMENTS 

Previous  inpatient  recertification  requirements  have 
changed  based  on  the  following  factors: 

1.  Hospitals  reimbursed  by  DRG's: 

Hospital  inpatient  services  provided  at  hospitals 
reimbursed  by  DRG's  will  no  longer  require  a 
recertification  number  (PRO  number)  from  the 
Department's  contract  Peer  Review  Organiza- 
tion, the  Sunderbruch  Corporation-Nebraska 
(TSCN).  Retrospective  review  of  the  medical 
record  will  be  conducted  on  a random  sample  of 
discharges.  The  retrospective  review  will  include. 

a.  DRG  validation, 

b.  Determination  of  the  medical  necessity  of 
the  admission  and/or  procedures, 

c.  Review'  for  quality  of  care,  and 

d.  Determination  of  medical  stability  of  the  pa- 
tient at  discharge. 

Hospitals  will  be  required  to  submit  the  entire 
medical  record  to  TSCN  within  30  days  of  re- 
quest tor  retrospective  review. 

2.  Medicaid  eligible  persons  who  are  enrolled  in 
Medicaid  Managed  Care: 

Hospital  services  provided  to  Medicaid  eligible 
persons  participating  in  the  Nebraska  Health 
Connection  (Medicaid  Managed  Care),  will  re- 
quire authorization  from  the  plan  in  which  the 
client  is  enrolled  at  the  time  the  service  is  pro- 
vided. 

3.  Hospitals  classified  as  peer  group  4,  5 and  6: 
Peer  groups  4,  5,  and  6 will  be  reimbursed  by  a 
prospective  per  diem.  Payment  for  each  dis- 
charge will  equal  the  peer  group  per  diem  plus 
the  hospital’s  specific  capital  per  diem  times  the 
number  of  PRO  approved  patient  days.  Payment 
is  made  for  the  day  of  admission,  but  not  the  day 
of  discharge. 


4.  Hospitals  reimbursed  by  a prospective  per  diem: 
Hospitals  inpatient  services  provided  at  hospi- 
tals reimbursed  by  a prospective  per  diem  will 
continue  to  require  recertification  from  the  TSCN. 
This  includes  all  inpatient  psychiatric  and  reha- 
bilitation services  for  clients  not  participating  in 
the  Department's  Managed  Care  Plan.  Requests 
for  preadmission  certification  may  be  made 
within  seven  days  prior  to  the  admission  by 
calling  1-800-422-4812  or  (402)  474-7471  (Lin- 
coln). TSCN  review  will  include: 

a.  Determination  of  the  medical  necessity  of 
the  admission, 

b.  Appropriateness  of  the  service(s);  and 

c.  Level  of  care. 

Continued  stay  review  will  be  conducted  for  in- 
patient stays  by  TSCN. 

5.  Persons  participating  in  Medicaid  Managed  Care: 
Hospital  services  provided  to  Medicaid  eligible 
persons  participating  in  the  Department's  Man- 
aged Care  Plan  require  authorization  from  the 
client's  plan. 

If  you  would  like  additional  information  regarding 
the  Department's  prospective  payment  plan  or  a copy 
of  Medicaid's  Nebraska  specific  DRG  relative  weights 
and  average  length  of  stays,  please  contact  Deborah 
Scherer  at  the  Nebraska  Department  of  Social  Ser- 
vices, 301  Centennial  Mall  South,  Lincoln,  NE  68509- 
5026  or  by  calling  (402)  471-9380. 

FAMILY  PRESERVATION  AND  SUPPORT  INITIATIVE 

In  1 993,  the  federal  government  passed  the  "Family 
Preservation  and  Support  Act",  which  allocates  dollars 
to  each  state  for  the  development  of  a Five-Year 
Family  Preservation  and  Support  Plan.  This  legislation 
also  ensured  that  dollars  will  be  available  for  the 
implementation  of  the  plan  over  the  next  four  years. 

In  January  of  1994,  Governor  Nelson  asked  the 
Commission  for  the  Protection  of  Children  to  take  the 
lead  in  writing  Nebraska's  five-year  plan  to  develop 
Community-Based  Family  Preservation  and  Support 
Services.  As  a result,  the  Commission  established  the 
Family  Preservation  and  Support  Task  Force  and 
charged  it  with  drafting  Nebraska's  five-year  plan. 

The  Family  Preservation  and  Support  Task  Force 
divided  into  various  work  groups  to  carry  out  the  tasks 
related  to  the  development  of  the  five-year  plan.  The 
State  Plan  Work  Group  was  charged  with  writing 
Nebraska's  state  plan  based  on  information  compiled 
after  a review  of  nearly  40  existing  plans,  16  commu- 
nity meetings,  and  a statewide  planning  conference. 
The  state  plan  was  approved  by  Governor  Nelson  and 
submitted  to  the  federal  government. 

If  the  state  plan  is  approved,  Nebraska  will  receive 
nearly  $3  million  dollars  over  the  next  four  years  to 
support  Community-Based  Services  for  Children  and 
Families.  A significant  portion  of  Nebraska's  allocation 
of  federal  family  preservation  and  support  dollars  will 
go  to  1 5 target  counties  selected  on  the  basis  of  school 
drop-out  rates,  poverty,  homelessness,  substance  abuse, 
out-of-home  placement.  Aid  to  Dependent  Children, 
juvenile  crime,  and  teen  pregnancy.  The  target  coun- 
ties include:  Box  Butte,  Brown,  Cheyenne,  Dakota, 
Dawes,  Dawson,  Douglas,  Hall,  Keith,  Lancaster,  Lin- 
coln, Madison,  Red  Williow,  Scotts  Bluff,  and  Sheridan. 
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The  vision  stated  in  Nebraska's  five-year  plan  is  that 
all  children  and  families  should  have  the  right  to  live  in 
safe,  supportive  environments  that  provide  everyone 
with  opportunities  to  reach  their  full  potential  and 
participate  as  valued  members  of  their  communities. 
The  plan  indicates  that  a significant  role  of  state  gov- 
ernment is  to  empower  communities  and  those  resid- 
ing therein,  to  fulfill  this  vision,  not  by  developing  top- 
down  programs,  but  by  facilitating  a system  which 
enables  each  community  to  determine  its  unique  needs, 
priorities,  and  solutions.  To  this  end: 

1.  Communities  will  have  greater  flexibility  and 
more  control  over  service  design  and  delivery. 
Services  will  be  based  on  needs  of  individual 
families  and  the  history,  culture,  and  priorities  of 
individual  communities. 

2.  Services  will  be  family-centered  and  community- 
based,  culturally-sensitive  equitable,  and  shall 
reflect  a respect  for  racial,  ethnic,  and  cultural 
diversity. 

3.  Success  will  be  measured  primarily  in  terms  of 
outcomes.  Outcomes  will  be  assessed  through 
the  development  of  a comprehensive  informa- 
tion system.  This  system  will  facilitate  effective 
communications  between  agencies,  and  will 
enhance  services  planning  at  both  the  state  and 
local  level. 

4.  Services  will  be  balanced,  providing  for  core 
preservation  and  support,  and  must  reflect  basic 
principles  of  the  Nebraska  Family  Policy  Act. 

5.  Services  will  be  accessible  to  those  in  need  and 
will  be  delivered  in  a coordinated,  integrated, 
and  individualized  manner. 

6.  A maximized  integration  of  federal,  state,  and 
local  resources  will  make  this  vision  for  children 
and  families  in  Nebraska  a reality. 

To  obtain  a copy  of  Nebraska's  five-year  plan,  con- 
tact Terri  Segal  at  (402)  471-9196. 

PARTNERSHIPS  FOR  PROTECTING  CHILDREN 

In  October  1992,  a process  to  redesign  child  wel- 
fare services  in  Nebraska  was  initiated.  The  first  part  of 
this  process  involved  78  child  welfare  staff  from  across 
the  state  interviewing  approximately  1,000  "custom- 
ers" (people  who  are  dependent  on  child  welfare  staff 
to  do  their  work)  to  determine  what  their  vision  for 
child  and  family  services  in  a document  called  "Frame- 
work Child  and  Family  Services:  Blueprint  for  Action". 
This  process  was  helpful  in  that  it  got  everyone  in- 
volved and  headed  in  a common  direction  or  vision. 
This  phase  of  the  process  has  been  referred  to  as 
"REFRAMING  SERVICES  TO  CHILDREN  AND  FAMILIES". 

The  entire  process  has  been  driven  by  staff  who 
work  most  closely  with  children  and  families.  They 
indicated  that  what  they  wanted  to  see,  as  the  next 
step  in  the  process,  was  a redesign  of  the  specific  work 
that  we  actually  do  within  the  Department  of  Social 
Services.  A steering  team  of  26  staff  guided  the  rede- 
sign process.  A smaller  core  team  of  five  staff  was 
selected  to  work  full-time  on  redesigning  the  actual 
CPS  work  of  the  Department  of  Social  Services.  This 
phase  of  the  process  has  been  referred  to  as  "THE 
CHILD  WELFARE  DESIGN". 


This  redesign  process  continued  to  engage  staff 
from  across  the  state,  and  others  within  the  communi- 
ties. The  work  was  broken  out  following  the  redesign 
into  a survey  which  went  to  community  people  with  an 
interest  in  child  welfare  across  the  State.  Community 
respondents  were  asked  how  much  they  agreed/dis- 
agreed (Likert  Scale)  with  various  outcomes  and  other 
pertinent  issues.  Reactions  were  integrated  into  subse- 
quent development  of  what  the  work  should  be  (policy), 
and  how  the  work  should  be  done  (a  series  of  guide- 
books). 

Also  identified  were  a significant  number  of  "sup- 
ports" which  must  occur  for  the  new  policy  to  be 
effective.  One  of  these  supports  included  a need  to 
significantly  improve  communications  within  and  out- 
side the  Department  of  Social  Services.  Thus,  a com- 
munication plan  was  developed  which  targeted  key 
senators,  agency  heads,  advocates,  and  the  general 
community  with  the  newly  designed  policy.  As  part  of 
this  communication  plan,  we  decided  that  we  needed 
a name  which  more  accurately  reflected  the  content 
of  the  new  policy  and  direction.  The  name  "PARTNER- 
SHIPS FOR  PROTECTING  CHILDREN"  was  selected 
after  considerable  discussion.  The  name  and  direction 
were  incorporated  into  brochures  and  other  written 
materials,  and  a video  which  was  shown  across  the 
state. 

A series  of  informal  public  meetings  with  interested 
community  members  were  completed  across  the  state. 
These  meetings  provided  the  opportunity  to  share 
direction  and  receive  added  input. 

Following  the  informal  meetings,  a formal  public 
hearing  was  held  with  video  links  across  the  state. 
Minor  adjustments  were  made  to  any  concerns  that 
were  expressed  with  the  formal  public  hearings. 

In  conjunction  with  the  identified  "supports",  a Child 
Welfare  Management  Team  made  up  of  the  District 
Administrators  from  across  the  State,  our  Deputy  Di- 
rector for  Programs,  and  the  Administrator  for  Human 
Services,  was  established  to  oversee  the  development 
of  supports  and  implementation. 

This  group  operates  by  establishing'or  "chartering" 
teams  to  address  specific  issues.  One  recent  team 
developed  a training  plan  and  this  team  has  resulted  in 
a substantial  partnership  of  resources  between  the 
Department  and  the  University  of  Nebraska  Center  on 
Children,  Families  and  the  Law,  to  develop  the  training 
for  child  welfare  staff  on  the  new  policy.  The  training 
was  provided  by  both  UNL-CCFL  staff  and  Department 
staff  during  the  summer  of  1995,  to  all  child  welfare 
and  related  staff  throughout  the  State  of  Nebraska.  The 
training  has  been  well  received  and  was  continuously 
improved  based  on  the  input  of  staff  as  training  pro- 
ceeded. 

The  policy  has  gone  through  the  Attorney  General's 
Office  and  is  in  the  Governor's  Policy  Review  Office. 
It  is  anticipated  that  it  will  be  certified  during  the 
month  of  September,  1995,  so  that  it  may  be  imple- 
mented with  the  conclusion  of  training. 


CHANGES  IN  CHILD  AND  ADULT 
CARE  FOOD  PROGRAMS 
Recently,  all  "for-profit"  child  care  centers  that  par- 
ticipate in  the  Child  and  Adult  Care  Food  Program 


December  1995  Nebraska  Medical  Journal  387 


(CACFP)  were  to  be  notified  by  the  Department  of 
Education  that  "for-profit"  child  care  centers  now  par- 
ticipating in  CACFP  will  be  terminated  from  the  pro- 
gram. The  effective  date  of  the  termination  could  be  as 
early  as  September  30,  1995,  or  as  late  as  December 
31,  1995. 

This  decision  is  based  on  a ruling  from  the  Depart- 
ment of  Agriculture  that  the  number  of  children  receiv- 
ing Title  XX  funds  for  child  care  services  must  be  traced 
to  specific  child  care  centers  to  measure  compliance 
with  the  requirement  that  25%  of  the  enrollment  of 
licensing  capacity  of  the  center  receive  Title  XX  funds. 

In  the  past,  states  were  allowed  to  use  the  concept 
of  a "funding  pool"  that  included  Title  XX  and  other 
funding  streams  used  to  finance  Child  Care  Subsidy. 
The  Department  of  Health  and  Human  Services  now 
requires  the  Department  of  Social  Services  to  report 
the  actual  number  of  children  and  adults  receiving 
Title  XX  benefits.  The  amount  of  Title  XX  funds  used  for 
child  care  in  past  years  has  been  minimal  and  centers 
in  the  state  could  meet  the  25%  requirement  with  Title 
XX  funds. 

Effective  immediately,  no  new  "for-profit"  child  care 
centers  will  be  enrolled  in  the  Child  and  Adult  Food 
Program. 

This  ruling  does  not  affect  public  or  non-profit  (tax- 
exempt)  child  care  centers. 

Questions  regarding  the  acquisition  of  "non-profit" 
and  "tax-exempt"  status  should  be  addressed  by  the 
center's  legal  counsel.  Questions  about  the  Child  and 
Adult  Care  Food  Program  should  be  addressed  to  the 
Department  of  Education  by  calling  Doug  Colbert  at 
(402)  471-9431.  This  ruling  only  affects  child  care 
centers  enrolled  in  the  Child  and  Adult  Care  Food 
Program,  not  Family  Child  Care  Homes. 

In  Nebraska,  86  child  care  centers  will  be  termi- 
nated from  CACFP  effective  September  30,  1995. 
These  centers  have  a total  enrollment  of  more  than 
6,000  children,  70%  of  whom  meet  the  free  and 
reduced  lunch  requirements.  The  estimated  loss  of 
CACFP  support  to  these  centers  totals  a minimum  of 
$2,000,000  in  FFY  94. 

In  addition  to  responding  to  provider  calls,  DSS 
staff  have  developed  letters  to  USDA,  HHS  and  the 
Senators  from  Nebraska,  and  are  meeting  with  pro- 
vider groups  as  requested.  Without  the  Child  and 
Adult  Care  Food  Program  Subsidy,  "for-profit"  child 
care  centers  will  have  little  choice  than  to  raise  rates 
and/or  reduce  the  quality  and  quantity  of  food  served 
to  children.  "For-profit"  centers  tend  to  serve  lower 
income  children  in  Nebraska  than  "non-profit"  centers. 
Questions  regarding  any  part  of  this  report  can  be 
forwarded  to  the  Department  by  calling  (402)  471- 
3121. 

Respectfully  Submitted, 

Donald  S.  Leuenberger,  Director 
Nebraska  Department  of 
Social  Services 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Kearney  - Chairholder;  James  A.  Fosnaugh, 
M.D.,  Lincoln  - Board  Liaison;  Gordon  D.  Adams.  M.D.,  Norfolk;  Jehangir 
B.  Bastani,  M.D.,  Lincoln;  Patrick  J.  Bogard,  M.D.,  Omaha;  Thomas  M. 
Connors,  M.D.,  Omaha;  Daniel  R.  Cronk,  M.D.,  Grand  Island;  Scott  M. 
Ehresman,  M.D.,  Holdrege;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Bruce 
W.  Henricks,  M.D.,  Fremont;  Jeffery  B.  Itkin,  M.D.,  Omaha;  Robert  L. 
Kruger,  M.D.,  Omaha;  Dale  E.  Michels,  M.D.,  Lincoln;  Blaine  Y.  Roffman, 
M.D.,  Omaha;  H.  Russell  Semm,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D., 
Lincoln. 

The  Ad-Hoc  Committee  on  Health  Care  Insurance 
and  Medical  Delivery  Systems  met  on  Thursday,  Au- 
gust 1 0,  1 995. 

Initial  order  of  business  was  to  approve  the  minutes 
of  the  December  15,  1994,  meeting. 

Next,  Resolution  1 1 (A95)  was  discussed.  This  reso- 
lution dealt  with  prescription  refills  under  managed 
care  prescription  programs.  Apparently,  physicians  are 
feeling  burdened  by  recurrent  requests  for  refilling 
prescriptions  that  otherwise  would  have  been  written 
for  a complete  year  before  refill  by  the  physician  was 
indicated.  The  Committee  felt  that  the  best  approach 
to  solve  this  problem  was  to  gather  more  complete 
information  on  specific  incidences  from  our  members. 

We  decided  to  proceed  with  an  announcement  in 
our  Nebraska  Medical  Association  Newsletter  con- 
cerning this  problem  and  ask  for  input  on  specific 
incidences  from  our  members  to  discover  the  particu- 
lar problems  present  and  the  specifics  of  the  prescrip- 
tion programs  involved.  After  obtaining  specific  case 
information,  we  will  proceed  with  contacting  the  phar- 
macy programs  and  work  with  our  local  pharmacy 
department  to  see  if  these  problems  can  be  corrected. 

In  a related  issue,  the  Committee  discussed  the 
difference  between  therapeutic  versus  generic  substi- 
tution in  prescribing  medication.  Some  members  were 
concerned  that  therapeutic  substitution  was  being 
done  without  permission  of  the  physician  due  to  for- 
mulary restrictions.  Further  information  will  need  to  be 
gathered  and  we  may  need  to  discuss  this  problem 
further  at  a later  date. 

The  Committee  then  discussed  the  importance  of 
patient  education  pamphlets  in  relation  to  selection  of 
health  insurance  programs.  The  question  was  raised 
about  the  possibility  of  Nebraska  Medical  Association 
developing  a brochure  to  be  dispensed  to  patients 
within  the  state  to  help  them  in  making  this  selection. 

We  felt  the  next  step  in  this  issue  would  be  to 
contact  insurance  companies  within  the  state  to  see  if 
they  would  be  willing  to  provide  financial  support  in 
development  of  this  educational  aid. 

No  further  business  was  discussed  and  the  commit- 
tee was  adjourned. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairholder;  Roberl  G.  Osborne, 
M.D.,  Lincoln  - Board  Liaison;  Joseph  R.  Ellison,  M.D.,  Omaha;  Richard  W. 
Hammer,  M.D.,  Lincoln;  Morris  B.  Mellion,  M.D.,  Omaha;  Wesley  G. 
Wilhelm,  M.D.,  Omaha;  James  Hassen,  Omaha;  Chris  C.  Madden,  Omaha; 
Paula  Rosenblatt,  Omaha;  Troy  Stoeber,  Omaha. 

The  Committee  continues  to  contact  superinten- 
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dents  of  schools  in  Nebraska,  asking  about  their  pro- 
grams of  health  education.  It  has  been  possible  to  send 
letters  to  about  thirty-five  of  these  people  and  about 
six  answers  have  been  received.  It  has  been  possible, 
also,  to  discuss  the  Association's  activities  in  health 
education  with  the  chairman  of  the  Legislature's  Com- 
mittee on  Education,  who  has  expressed  interest  in  our 
work  and  has  asked  to  be  included  in  our  consider- 
ations. 

Since  there  should  be  adequate  material  to  be 
reviewed  as  the  school  year  continues  and  when  we 
have  received  more  answers  to  our  inquiry,  the  Com- 
mittee will  plan  a meeting  later  in  the  school  year,  with 
a report  to  the  House  of  Delegates  at  the  Annual 
Session  in  1 996. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairholder;  Ronald  W.  Klutman, 
M.D.,  Columbus  - Board  Liaison. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

C.  William  Orr,  M.D.,  Omaha  - Director;  James  H.  Elston,  M.D.,  Omaha; 
Terence  K.  Foote,  M.D.,  Hastings;  L.  Palmer  Johnson,  M.D.,  Lincoln;  Charles  W. 
Marlowe,  M.D.,  Omaha;  Myrna  C.  Newland,  M.D.,  Omaha. 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Omaha  - Director;  Craig  A.  Bassett,  M.D.,  Omaha; 
Daniel  G.  Bohi,  M.D.,  Omaha;  Bruce  A.  Buehler,  M.D.,  Omaha;  Ernest  K. 
Bussinger,  M.D.,  Scottsbluff;  Gary  D.  Milius,  M.D.,  Lincoln. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Lawrence  C.  Bausch,  M.D.,  Lincoln,  Director;  Gerald  W.  Luckey,  M.D., 
David  City;  Howard  W.  Needelman,  M.D.,  Omaha;  Fred  J.  Pettid,  M.D., 
Omaha. 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D.,  Lincoln  - Director;  Robert  S.  Cox,  Jr.,  M.D.,  Omaha; 
Clarence  Davis,  Jr.,  M.D.,  Osceola;  Matthias  I.  Okoye,  M.D.,  Lincoln;  David  P. 
Schor,  M.D.,  F.A.A.P.,  Lincoln;  Jon  A.  Vanderhoof,  M.D.,  Omaha;  Paige  Charles- 
ton, Omaha;  Colleen  Fluharty,  Omaha;  Trisha  Lansing,  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  & Child  Health 
has  not  held  a combined  formal  meeting  during  the 
last  six  months  but  a special  subcommittee  has  been 
active  throughout  the  spring  and  summer  preparing  a 
special  initiative  grant  application  for  Title  V.  This 
study  will  examine  the  prevalence  of  illicit  drug  use 
among  Nebraska's  pregnant  women  during  the  course 
of  1996.  The  abstract  is  ready  for  submission  at  the 
time  at  which  the  Nebraska  Department  of  Health 
Maternal  and  Child  Health  Division  makes  notice  for 
such  request. 

The  1992  Focused  Fetal  Death  Review  is  ready  for 
submission  to  the  editors  of  the  Nebraska  Medical 
journal  and  this  paper  will  be  given  to  the  Executive 
Committee  for  review  prior  to  its  submission  to  the 
Nebraska  Medical  Journal.  Data  from  the  1993  fetal 
deaths  is  being  collected  and  prepared  by  the  Bureau 
of  Vital  Statistics  and  will  also  be  reviewed  in  sub- 
committee with  some  additional  focal  reviews  (such  as 
fetal  deaths  related  to  cord  accidents).  Several  mem- 
bers of  the  State  Child  Death  Review  Team  have  been 
invited  as  members  of  the  Ad-Hoc  Committee  this  year 
to  pursue  avenues  by  which  the  Nebraska  Medical 
Association  may  take  a more  active  role  in  issues 
related  to  family  and  child  violence. 

A formal  meeting  of  the  Committee  will  be  planned 
for  this  fall. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICIAD  SERVICES 

Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln  - Chairholder;  Christopher  C. 
Caudill,  M.D.,  Lincoln  - Board  Liaison;  Patrick  E.  Brookhouser,  M.D., 
Omaha,  Krynn  K.  Buckley,  M.D.,  Lincoln;  Judith  A.  Butler,  M.D.,  Superior; 
Allen  D.  Dvorak,  M.D.,  Omaha;  Roger  A.  Jacobs,  M.D.,  Seward;  Dale  E. 
Michels,  M.D.,  Lincoln;  Kenton  L.  Shaffer,  M.D.,  Kearney;  John  N.  Walburn, 
M.D.,  Omaha;  Eugene  A.  Waltke,  M.D.,  Omaha;  Wayne  K.  Weston,  M.D., 
Lexington;  Spencer  Coray,  Omaha;  Melanie  Somers,  Omaha;  Suzanne 
Gish,  Omaha. 

In  the  past  few  months,  the  Ad-Hoc  Committee  on 
Medicaid  Services  and/or  representatives  of  the  Com- 
mittee have  met  three  times  with  the  Department  of 
Social  Services  people  of  the  State  of  Nebraska.  There 
have  been  many  obstacles  because  of  the  managed 
care  take-over  of  the  Medicaid  Services.  These  ob- 
stacles are  being  addressed  one  at  a time.  We  are 
trying  to  work  out  solutions  to  such  problems  as: 

1.  Physicians'  inabilities  to  follow  standards  put 
forth  by  the  Social  Services  Department  to  take  care  of 
Medicaid  patients. 

2.  Addressing  the  difficulties  of  trying  to  get  in 
touch  with  the  HMO  provider  for  psychiatric  services 
or  "Options". 

3.  Instituting  a reservation  system  which  has  been 
set  up  for  doctors  who  do  sign  up  with  the  program  so 
that  they  may  maintain  their  present  patients. 

4.  Overall  dissatisfaction  with  Medicaid  reimburse- 
ment procedures  including  a large  delay  in  payments 
through  the  HMO  system  of  up  to  120  days  in  some 
cases. 

These  are  but  a few  of  the  problems  that  we  have 
identified  and  we  will  be  addressing  these  and  others 
in  future  meetings  with  the  Nebraska  Department  of 
Social  Services.  There  are  further  problems  in  rural 
Nebraska  which  have  to  be  addressed  before  the 
managed  care  system  takes  over  this  segment  of  Med- 
icaid patients. 

Doctors  Bacon  and  Caudill  are  following  along  with 
these  problems  as  we  address  them.  Further  meetings 
will  be  scheduled  through  the  fall  in  order  to  try  to 
come  up  with  some  compromises  between  Social 
Services  people  and  the  physicians  taking  care  of 
these  patients. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klutman, 
M.D.,  Columbus  - Board  Liaison;  Patrick  J.  Bogard,  M.D.,  Omaha,  Krynn  K. 
Buckley,  M.D.,  Lincoln;  Judith  A.  Butler,  M.D.,  Superior;  Susanne  E.  Eilts, 
M.D.,  Omaha;  James  A.  Fosnaugh,  M.D.,  Lincoln;  Charles  D.  Gregorius, 
M.D.,  Lincoln;  Robert  D.  Harry,  M.D.,  Lexington;  Linda  S.  Head,  M.D., 
Bellevue;  David  J.  Hoelting,  M.D.,  Pender;  D.  G.  O'Leary,  M.D.,  Omaha; 
Richard  H.  Meissner,  M.D.,  Omaha;  Dale  E.  Michels,  M.D.,  Lincoln;  George 
W.  Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Frederick  F. 
Paustian,  M.D.,  Omaha;  Michelle  B.  Petersen,  M.D.,  Lincoln;  Robert  E. 
Quick,  M.D.,  Crete;  C.  Lee  Retelsdorf,  M.D.,  Omaha;  Blaine  Y.  Roffman, 
M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Duane  Sherwin,  M.D., 
Norfolk;  Jeffry  L.  Strohmyer,  M.D.,  Papillion;  Eileen  C.  Vautravers,  M.D., 
Lincoln;  Timothy  O.  Wahl,  M.D.,  Omaha;  Liesl  Goering,  Omaha;  Andrew 
Grainger,  Omaha;  Richard  Jones,  Omaha. 

The  First  Session  of  the  94th  Legislature  adjourned 
on  June  8.  The  Commission  on  Legislation  and  Gov- 
ernmental Affairs  has  had  a busy  year  as  over  100  of 
the  bills  introduced  in  the  1995  session  were  of  inter- 
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est  to  the  Nebraska  Medical  Association.  The  Second 
Session  of  the  94th  Legislature  will  begin  in  January 
1 996.  Legislative  bills  not  acted  on  in  the  1 995  session 
will  be  held  over  for  possible  consideration  in  1996. 

David  L.  Bacon,  M.D.,  President  of  the  Nebraska 
Medical  Association,  has  requested  that  the  Commis- 
sion increase  its  activity  level  regarding  legislative 
issues  determined  to  be  of  importance  to  the  Associa- 
tion. In  response  to  Dr.  Bacon's  request,  a series  of 
legislative  working  groups  were  appointed  to  address 
legislative  proposals  and  activity  areas  subsequent  to 
the  Legislature's  June  8 adjournment  and  during  the 
interim  prior  to  the  1996  session.  Working  groups 
were  appointed  to  address  the  nurse  practitioner  (LB 
414)  issue,  ob-gyn  as  primary  care  for  insurance  (LB 
532),  chiropractic/optometry/407  process,  peer  re- 
view confidentiality  in  the  outpatient  setting,  profes- 
sional liability  fund  cap  (LB  569),  HMO/PPA  legisla- 
tion, non-traditional  therapies  (LB  63),  Parkinson's 
Disease  Registry  (LB  496),  and  a Legislative  Work- 
shop Development  Committee  was  appointed.  Each 
of  the  working  groups  assigned  a specific  legislative 
issue  has  been  meeting  to  study  the  issue  and  report 
recommendations  to  a subsequent  meeting  of  the 
Commission  on  Legislation  and  Governmental  Affairs 
which  will  be  scheduled  in  the  near  future.  The  Leg- 
islative Workshop  Development  Committee  is  in  the 
process  of  developing  workshops  which  will  be  sched- 
uled around  the  state  in  the  early  fall  to  present 
specific  legislative  information  to  physicians  and 
spouses  regarding  contact  with  legislators,  the  legis- 
lative process,  involvement  in  election  campaigns 
and  so  forth.  The  Commission  recognizes  the  impor- 
tance of  involvement  by  physicians  and  spouses  in 
the  legislative  process  and  we  strongly  encourage 
attendance  at  the  workshops  and/or  informational 
meetings. 

We  anticipate  that  the  information  developed  by 
the  working  groups  will  be  of  great  value  to  the 
Commission  to  guide  it  in  its  deliberations  and  deci- 
sions regarding  legislative  matters  of  interest  to  the 
Association  and  to  our  patients. 

The  Commission  anticipates  that  we  will  again 
utilize  a physician  contact  list  for  all  senators.  We 
wish  to  emphasize  that  the  local  contact  by  Associa- 
tion members  and  Alliance  members  in  the  senator's 
district  is  extremely  important  and  is  strongly  encour- 
aged. 

The  Association  implemented  the  Legislative  FAX 
Update  which  was  sent  out  on  a weekly  basis  during 
the  1995  legislative  session.  This  communication  tool 
was  very  effective  in  distributing  current  information 
to  NMA  members  on  a timely  basis.  The  response  by 
members  was  positive  and  resulted  in  a high  number 
of  contacts  with  the  Nebraska  Legislature.  The  pro- 
cess is  now  being  expanded  to  cover  even  more  of 
the  Greater  Nebraska  area.  The  Commission  on  Leg- 
islation and  Governmental  Affairs  appreciates  the 
assistance  with  subsequent  expanded  distribution  of 
the  fax  which  was  done  by  the  Metro  Omaha  Medical 
Society,  the  Lancaster  County  Medical  Society,  and 
by  contact  physician  offices  in  several  outstate  cities. 

The  following  is  a list  of  some  of  the  bills  that  were 
of  interest  to  the  Association  in  the  1995  legislative 
session: 


BILLS  OF  INTEREST  TO  MEDICINE: 

1995  LEGISLATIVE  SESSION 
(Final  Status  of  Major  Bills) 

1 . Bills  Passed 

Patient  Protection  Act  (LB  473):  After  the  "any 
willing  provider"  bill  was  killed  in  1994,  the  NMA  and 
Blue  Cross/Blue  Shield  of  Nebraska  developed  a bill  to 
deal  with  provider  concerns.  Through  efforts  by  Sena- 
tor David  Landis,  the  bill's  sponsor,  the  committee 
adopted  amendments  that  reduced  opposition  to  the 
bill. 

LB  473  requires  PPOs  to:  disclose  information  to 
insureds  about  their  plans;  include  providers  in  imple- 
menting medical  policies;  disclose  their  criteria  for 
credentialling;  give  providers  the  right  to  know  the 
reasons  for  non-inclusion;  allow  providers  a chance 
to  take  corrective  action  before  being  excluded  from 
plans;  and  provide  due  process  to  providers  if  they  are 
denied  participation  or  excluded  from  a plan. 

Regulation  of  Limited-Scope  X-Ray  Operators 
(LB  405/406):  After  years  of  debate,  the  Health  Com- 
mittee advanced  LB  405,  which  revises  the  training 
requirements  for  limited-scope  radiographers.  Since 
1 987,  limited-scope  radiographers  have  been  required 
to  take  a 16-hour  course  and  pass  a written  and 
practical  examination.  Because  of  numerous  prob- 
lems, the  Department  of  Health  has  never  implemented 
this  system.  There  have  been  extensive  discussions 
about  the  Department's  desire  to  expand  the  training 
requirements. 

Under  LB  405,  persons  operating  x-ray  equipment, 
other  than  certified  radiological  technicians,  would  be 
required  to  pass  a test  of  their  knowledge  and  skills. 
The  bill  requires  new  radiographers  to  take  training  but 
does  not  require  a specific  number  of  course  hours; 
allows  new  radiographers  to  work  for  1 2 months  while 
enrolled  in  training;  allows  persons  who  have  been 
enrolled  in  training  for  12  months  to  receive  tempo- 
rary licenses  for  18  more  months;  and  permits  existing 
x-ray  operators  to  continue  until  January  1,  2005, 
without  passing  any  examination. 

LB  405  was  added  as  an  amendment  to  LB  406, 
which  was  passed. 

Amendments  to  Medical  Lien  Law  (LB  172): 

The  NMA  worked  with  the  Nebraska  Association  of 
Hospitals  and  Health  Care  Systems  in  support  of  LB 
172,  which  would  modify  the  system  for  collecting 
liens  for  medical  and  hospital  services. 

LB  172  remedies  a problem  created  by  a recent 
Nebraska  Supreme  Court  decision.  This  case  consid- 
ered a situation  which  often  arises  when  an  attorney 
represents  an  injured  party  against  another  party  and 
recovers  a judgment  or  settlement  which  includes 
money  to  pay  off  a hospital's  or  physician's  lien.  The 
Court  held  that  the  injured  party's  attorney  is  entitled 
to  recover  a full  share  of  his  or  her  legal  fee  from  the 
provider's  lien,  thus  reducing  the  amount  paid  to  the 
provider  by  one-third  in  most  instances. 

Under  LB  172,  the  health  care  provider  holding  a 
lien  would  be  entitled  to  be  reimbursed  from  the 
recovery  in  full  after  the  attorney  is  paid  the  contin- 
gent fee.  In  general,  this  would  enable  providers  to 
collect  a larger  portion  of  their  liens  than  is  now 
allowed  under  the  Supreme  Court  decision. 
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Mental  Health  Services  Changes  (LB  752):  This 
bill  requires  the  Departments  of  Social  Services  and 
Public  Institutions  to  make  changes  in  the  delivery  of 
mental  health  services. 

Mandated  Insurance  Coverage  of 
Mammograms  (LB  68):  LB  68  requires  health  insur- 
ance policies  to  provide  coverage  for  screening 
mammography.  Insurers  subject  to  regulation  in  Ne- 
braska are  required  to  cover  one  base-line 
mammogram  for  women  between  the  ages  of  35  and 
40;  mammograms  every  two  years  (or  oftener  on  a 
physician's  recommendation)  for  women  between 
the  ages  of  40  and  50;  and  one  mammogram  every 
year  for  women  who  are  50  or  older.  The  bill  also 
authorizes  the  Department  of  Health  to  seek  public 
and  private  funding  for  programs  to  encourage  the 
early  detection  of  breast  and  cervical  cancer. 

Change  in  Law  Regarding  School  Physicals  (LB 

214):The  nurse  practitioners  and  physicians  assistants 
sponsored  LB  214,  to  change  the  effect  of  a recent 
Attorney  General's  opinion  stating  that  they  could  not 
perform  school  physicals.  Prior  to  the  opinion,  these 
practitioners  were  doing  school  physicals  under  the 
supervision  of  their  supervising  physicians.  They  are 
still  subject  to  physician  supervision  to  the  extent 
required  by  their  respective  practice  acts  (see  LB  414 
below). 

Small  Employer  Insurance  Law  (LB  837):  LB  837 

amends  the  small-employer  group  insurance  law  passed 
last  year,  reducing  the  minimum  size  for  small-em- 
ployer groups  from  50  to  25. 

2.  Bills  Killed 

Licensure  of  Lay  Midwives  (LB32):  Advocates 
of  home  delivery  of  babies  again  sponsored  a pro- 
posal to  license  lay  midwives.  LB  32  was  killed  in 
Committee. 

Eliminate  M.D.  Requirement  for  Health  Direc- 
tor (LB  824):  LB  824,  which  would  have  dropped  the 
statutory  requirement  that  the  Health  Director  be  a 
licensed  physician,  was  killed  in  Committee  immedi- 
ately following  the  hearing. 

3.  Bills  Held  Over  Until  1996 

Independent  Practice  for  Nurse  Practitioners 
(LB  414:)  One  of  the  principal  efforts  of  the  NMA  was 
to  slow  the  advance  of  LB  414,  which  would  allow 
independent  practice  by  nurse  practitioners. 

Under  this  bill,  as  amended  by  the  Health  Commit- 
tee, nurse  practitioners  would  be  required  to  have  a 
cooperative  agreement  with  a physician;  those  with- 
out a master's  or  doctor's  degree  in  nursing  would  also 
be  required  to  have  written  protocols;  nurses  would 
be  allowed  to  prescribe,  except  for  Schedule  II  Con- 
trolled Substances  (which  they  could  prescribe  for  72 
hours,  as  is  now  done  with  physician  assistants);  and 
the  cooperative  relationship  would  still  be  subject  to 
joint  oversight  by  the  Board  of  Medical  Examiners  and 
Nursing.  The  NMA  opposes  LB  414. 

Expansion  of  Optometric  Practice  (LB  619): 

Once  again  Nebraska  optometrists  are  back  in  the 
Legislature,  asking  to  expand  their  scope  of  practice 


further  into  the  practice  of  medicine.  LB  619  would 
allow  optometrists  to  treat  glaucoma  and  give  the 
Board  of  Optometry  the  authority  to  allow  optom- 
etrists to  do  surgical  procedures. 

The  Legislature  has  rejected  previous  attempts  to 
expand  their  practice  to  glaucoma  and  has  never 
considered  a request  to  do  surgery.  The  Nebraska 
Academy  of  Ophthalmology  and  the  Nebraska  Medi- 
cal Association  strongly  oppose  LB  619,  which  did  not 
advance  out  of  committee  and  will  be  held  over  until 
next  year. 

Increase  in  Malpractice  Cap  (LB  569):  The  Ne- 
braska trial  attorneys  support  LB  569,  which  would 
raise  the  cap  on  medical  malpractice  awards  from  its 
current  level  of  $1.25  million  to  $2  million.  The  cap 
was  last  raised  (from  $1  million)  in  1992.  Although  the 
NMA  opposes  LB  569,  it  was  advanced  by  the  Judi- 
ciary Committee  and  will  be  carried  over  until  the 
1 996  session. 

Allowing  Nontraditional  and  Experimental 
Therapies  (LB  63):  Advocates  of  nonproven  medical 
therapies,  such  as  chelation  for  cardiovascular  dis- 
ease, have  requested  that  the  disciplinary  laws  be 
changed  to  prohibit  disciplining  physicians  for  "nontra- 
ditional" or  "experimental"  therapies.  The  NMA  op- 
poses LB  63  which  remains  in  the  Health  Committee. 

Requiring  Insurers  to  Treat  Ob/Gyns  as  Pri- 
mary Care  Physicians  (LB  532):  At  the  request  of 
obstetricians/gynecologists,  LB  532  was  introduced  to 
require  insurers  to  treat  them  as  primary  care  physi- 
cians for  purposes  of  their  managed  care  plans.  The 
NMA  ismonitoring  this  bill  which  was  been  held  in  the 
Banking  Committee.  One  of  the  NMA's  focused  work- 
ing groups  is  addressing  this  issue  to  determine  the 
Association's  posture  on  this  proposal. 

The  Commission  on  Legislation  and  Governmental 
Affairs  presents  this  report  to  the  House  of  Delegates 
for  its  consideration. 


REPORT  OF  THE  COMMISSION 
ON  MEDICAL  SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Lincoln  - Cbairholder;  Robert  F.  Shapiro,  M.D., 
Lincoln  - Board  Liaison;  Paul  E.  Collicott,  M.D.,  Lincoln;  Herbert  A.  Hartman, 
Jr.,  M.D.,  Omaha;  Lawrence  D.  Helmick,  M.D.,  Kearney;  Darroll  J.  Loschen, 
M.D.,  York;  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln. 

The  newly  formed  Commission  on  Medical  Socio- 
Economics  has  met  once  since  the  spring  session  of 
the  House  of  Delegates.  The  purposes  of  the  Commis- 
sion include  serving  to  enhance  communication  be- 
tween the  several  committees  of  the  association  deal- 
ing with  socio-economic  issues,  recommending  policy 
to  the  Board  of  Directors  on  socio-economic  con- 
cerns and  assisting  either  as  a commission  or  through 
the  various  committees  our  members  in  dealing  with 
the  many  issues  in  the  medical  socio-economic  sphere. 

You  will  be  asked  to  accept  by-law  changes  to 
allow  us  to  formally  exist  at  this  fall  session.  As  a 
commission  we  appreciate  the  confidence  placed  in 
us  to  be  of  service  to  you. 

At  our  commission  meeting  we  reviewed  the  re- 
ports of  the  various  committees  and  the  activities 
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relating  to  the  acquisition  of  data  on  outpatient  phy- 
sicians services.  The  Commission  sees  a need  for  a 
greater  liaison  with  pharmacists,  recognizes  that  there 
has  been  less  activity  with  Medicare  and  the  PRO  in 
physician  discipline  and  recognizes  the  need  for  all 
physicians  to  increase  their  understanding  of  managed 
care  activities.  We  see  the  need  for  the  NMA  to  be 
more  involved  in  areas  of  medical  guidelines  and 
practice  parameters  as  well  as  data  collection.  We 
anticipate  further  activities  to  develop  in  these  and 
other  socio-economic  areas.  My  personal  thanks  to 
Drs.  Skip  Collicott,  Herb  Hartman,  Larry  Helmick, 
Darroll  Loschen,  Bob  Shapiro,  and  Hal  Shriner  for  their 
participation  in  the  Commission  activities. 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  - Chairholder;  William  R.  Palmer, 
M.D.,  Omaha  - Board  Liaison;  Suzanne  W.  Braddock,  M.D.,  Omaha;  Daniel 
R.  Cronk,  M.D.,  Grand  Island;  John  Calvin  Davis  III,  M.D.,  Omaha;  H. 
Jeoffrey  Deeths,  M.D.,  Omaha;  Benjamin  R.  Gelber,  M.D.,  Lincoln;  John  J. 
Hoesing,  M.D.,  Omaha;  Glen  F.  Lau,  M.D.,  Lincoln;  Jack  K.  Lewis,  M.D., 
Omaha;  Michael  J.  McGahan,  M.D.,  Lincoln;  Robert  F.  Shapiro,  M.D., 
Lincoln;  Jeffry  L.  Strohmyer,  M.D.,  Papillion,  Scott  Neumeister,  Omaha; 
Jennifer  Robinson,  Omaha. 

During  this  year,  the  Chair  of  the  Commission  con- 
tinued to  meet  with  the  NMA  President,  the  Executive 
Director,  Assistant  Executive  Director,  and  our  public 
relations  team  to  investigate  potential  areas  to  focus 
our  energy  and  resources  to  enhance  the  public  rela- 
tions functions  of  the  NMA.  I believe  we  presently 
have  an  extraordinarily  talented  and  responsive  group 
of  people  in  place,  who  are  prepared  to  instantly 
confront  any  challenge  presented  to  them. 

The  Commission  has  available  a packaged  slide 
program  for  members  to  use  in  discussing  health  care 
issues  with  the  public.  We  recognize  that  the  member- 
ship receives  ongoing  requests  from  service  clubs  and 
other  community  organizations  to  discuss  various  health 
topics,  and  we  believe  that  the  availability  of  this  set  of 
slides  and  series  of  talking  points  regarding  each  slide 
encourages  the  membership  to  take  advantage  of 
opportunities  to  bring  our  message  to  the  public. 

The  Commission  has  continued  its  regular  respon- 
sibilities including  providing  the  state-wide  press  with 
an  annotated  pre-release  copy  of  the  Nebraska  Medi- 
cal Journal,  and  producing  "Health  Tips"  for  Nebraska 
radio  stations  and  newspapers.  These  short  press  re- 
leases, discussing  areas  of  general  health  interest,  are 
provided  monthly  and  are  utilized  by  radio  stations 
and  newspapers.  The  Commission  also  distributes  taped 
health  messages  from  the  NMA  president. 

The  Commission  is  now  working  with  the  new  NMA 
president  to  develop  parallel  committees  for  patient 
advocacy  and  physician  advocacy.  A meeting  is  sched- 
uled within  the  month  to  determine  the  responsibili- 
ties of  these  committees.  We  have  also  established  the 
Every  Woman  Matters  Advisory  Committee,  chaired 
by  Dr.  Suzanne  Braddock,  to  work  with  the  State 
Health  Department  in  developing  a system  to  effi- 
ciently administer  a large  grant  in  the  critical  area  of 
breast  cancer  screening. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Lincoln  - Chairholder;  Herbert  E.  Reese,  M.D., 
Lincoln  • Co-Chairholder;  James  A.  Fosnaugh,  M.D.,  Lincoln  - Board  Liaison; 
Paul  E.  Collicott,  M.D  , Lincoln;  Allen  D.  Dvorak,  M.D.,  Omaha;  Patricia  A. 
Helke,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha;  Mark  B.  Horton, 
M.D.,  Lincoln;  Darroll  J Loschen,  M.D.,  York;  Jerald  R.  Schenken,  M.D., 
Omaha;  Gregg  F.  Wright,  M.D.,  Lincoln;  Terry  Becker,  Omaha;  Barry 
Bohlen,  Omaha;  Donaldson  Kingsley,  Omaha;  Steven  McIntyre,  Omaha. 

The  Committee  on  Health  Planning  has  not  met 
since  the  spring  session  of  the  House  of  Delegates. 
There  has  been  increased  activity  by  the  Governor's 
Blue  Ribbon  Commission  (BRC)  on  Health  Care  during 
the  past  year  with  some  staff  help  and  the  appointment 
of  several  sub-committees.  Since  any  changes  taking 
place  in  health  care  in  the  state  will  not  be  free  of 
significant  political  impact,  it  is  felt  to  be  more  appro- 
priate at  this  time  to  monitor  the  activities  of  the  BRC. 

The  Committee  on  Health  Planning  will  interact 
with  the  BRC  and  the  Emergency  Medical  Services 
section  of  the  Department  of  Health  to  look  at  the 
advantages  and  concerns  of  statewide  coordination  of 
emergency  medical  communication  services  and  es- 
pecially transportation.  This  matter  was  directed  to  our 
committee  by  the  Board  when  it  referred  Resolution 
#21  (A95)  to  the  Committee  on  Health  Planning. 

The  Committee  on  Health  Planning  is  well  repre- 
sented by  Drs.  Dvorak,  Klutman,  and  Reese  on  the 
Blue  Ribbon  group  in  addition  to  several  other  NMA 
members  serving  on  the  Commission.  It  is  anticipated 
the  NMA  Committee  on  Health  Planning  will  be  meet- 
ing again  this  fall  to  consider  Resolution  #21  (A95)  and 
to  hear  of  the  BRC  activities  and  provide  input  as 
requested. 

REPORT  OF  THE  NMA 
PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha  - Chairholder;  Chris  C.  Caudill, 
M.D.,  Lincoln  • Board  Liaison;  Gary  W.  Barth,  M.D.,  Hastings;  Richard  P. 
Bell,  M.D.,  Norfolk;  Dennis  M.  Connolly,  M.D.,  Lincoln;  Doak  P.  Doolittle, 
M.D.,  Holdrege;  C.T.  Frerichs,  M.D.,  Beatrice;  Thomas  F.  Gallagher,  M.D., 
Omaha;  Joseph  R.  Gard,  M.D.,  Lincoln;  Richard  E.  Jackson,  M.D.,  Pawnee 
City;  Tamara  R.  Johnson,  M.D.,  Cambridge;  M.  Jack  Mathews,  M.D., 
Lincoln;  Eugene  W.  Peck,  M.D.,  Hastings;  John  L.  Reed,  M.D.,  Lincoln; 
Shannon  MacDonald,  Omaha;  Thomas  Sullivan,  Omaha. 

The  PRO  Overview  Committee  met  on  May  11, 
1995,  with  representatives  of  Sunderbruch. 

The  major  topic  was  the  Cooperative  Cardiovascu- 
lar Project.  In  essence,  Sunderbruch  would  like  to 
review  acute  myocardial  infarction  in  the  State  of 
Nebraska  using  the  College  of  Cardiology  parameters. 
The  NMA  was  requested  to  co-sponsor  the  project  and 
to  nominate  a physician  to  serve  on  the  study  group 
reviewing  data. 

The  PRO  Committee  discussed  this  and  referred 
the  matter  to  the  Board  of  Directors  with  the  recom- 
mendation that  the  NMA  nominate  a cardiologist  to  sit 
on  Sunderbruch's  committee,  and  that  cardiologist  be 
added  to  the  PRO  Committee  to  monitor  the  PRO 
problems.  In  addition,  it  was  the  consensus  that  cardi- 
ologist would  also  sit  on  the  Commission  on  Medical 
Education  since  one  of  the  major  endeavors  of  the 
Cooperative  Cardiovascular  Project  is  to  educate  Ne- 
braska physicians. 

On  a different  matter,  it  was  noted  that  individual 
cases  are  still  reviewed  by  Sunderbruch  at  a rate  of 
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about  3%  of  Medicare  discharges  and  this  will  fall  to 
about  1%  by  the  end  of  September  1995.  It  is  also 
noted  that  Sunderbruch  performs  100%  of 
preadmission  reviews  for  Medicaid  and  that  this  would 
change  July  1st  through  the  Managed  Care  Contracts. 


REPORT  OF  THE  SCIENTIFIC 
SESSIONS  COMMITTEE 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairholder;  Frederick  F.  Pauslian, 
M.D.,  Omaha  - Board  Liaison;  Ronald  L.  Asher,  M.D.,  North  Platte;  David 

L.  Bacon,  M.D.,  Kearney;  Mark  W.  Davis,  M.D.,  Norfolk;  Sheila  S.  Ecklund, 
R.N.,  Lincoln;  Marcia  L.  Coering,  M.D.,  Columbus;  Charles  D.  Gregorius, 

M. D.,  Lincoln;  William  F.  Gust,  M.D.,  Omaha;  Lawrence  D.  Helmick,  M.D., 
Kearney;  James  R.  Newland,  M.D.,  Omaha;  James  Shreck,  M.D.,  North 
Platte;  Lisa  L.  Strohmyer,  R.N.,  Papillion;  Wesley  G.  Wilhelm,  M.D.,  Omaha; 
David  Kennedy,  Omaha;  James  Ruf,  Omaha;  Jeffrey  Yosten,  Elgin. 

The  Scientific  Sessions  Committee  has  not  formally 
met  as  yet  this  fall  but  will  be  meeting  shortly  before 
the  Fall  Nebraska  Medical  Association  meeting.  Last 
year's  spring  program  relating  to  managed  care  re- 
ceived excellent  attendance  and  comments  on  the 
part  of  the  participants  and  the  Committee  this  year 
will  be  challenged  with  providing  a program  with 
some  topics  related  to  the  continuation  of  the  man- 
aged care  saga.  Other  issues  that  have  been  suggested 
may  include  programs  specifically  related  and  unique 
to  women  in  medicine. 

The  committee  has  jointly  sponsored  a Nebraska 
Academy  of  Ophthalmology  program  to  be  held  in 
Nebraska  City  at  the  Lied  Conference  Center  for  con- 
tinuing medical  education  credit  and  also  jointly  spon- 
sored a legal  issues  seminar  provided  by  Cline,  Will- 
iams Law  Firm  at  the  Fall  Session. 


REPORT  OF  THE  "EVERY  WOMAN  MATTERS" 
NMA  ADVISORY  COMMITTEE 

Suzanne  W.  Braddock,  M.D.,  Omaha  - Chairholder;  William  R.  Palmer, 
M.D.,  Omaha  - Board  Liaison;  Beth  M.  Ernst,  M.D.,  Kearney;  Herbert  A. 
Hartman,  Jr.,  M.D.,  Omaha;  Verlin  K.  Janzen,  M.D.,  Nebraska  City;  Amy  K. 
Jespersen,  M.D.,  York;  Shawn  S.  Lawrence,  M.D.,  Broken  Bow;  A.  Kathy 
Morse,  M.D.,  Grand  Island;  Charlotte  A.  Wirges,  M.D.,  Holdrege. 

As  a result  of  the  passage  of  Resolution  #4  and 
Resolution  #5  at  the  Spring  session  of  the  Nebraska 
Medical  Association,  an  advisory  committee  was 
formed  to  work  with  the  Nebraska  Department  of 
Health  to  develop  a booklet  which  explains  the  alter- 
native medically  viable  methods  of  treating  breast 
cancer,  including  but  not  limited  to,  hormonal,  radio- 
logical, chemotherapeutic  or  surgical  treatments  or 
combinations  thereof,  also  to  include  information  on 
breast  reconstruction  and  to  be  distributed  to  all  women 
identified  as  having  breast  cancer  or  in  the  opinion  of 
the  physician  being  at  high  risk  for  breast  cancer  or  to 
anyone  who  requests  the  booklet. 

In  conjunction  with  the  above,  it  was  resolved  to 
develop  appropriate  professional  continuing  medical 
education  to  facilitate  the  diagnosis  of  breast  cancer. 

To  this  end,  the  NMA  Every  Woman  Matters  Advi- 
sory Committee  was  appointed  by  the  President  of  the 
NMA,  Dr.  Fred  Paustian.  The  Advisory  Committee  met 
March  16,  1995  and  May  25,  1995  at  NMA  Headquar- 
ters in  Lincoln. 


It  was  determined  that  the  NMA  would  provide 
consultative  and  advisory  services  for  the  Department 
of  Health  as  they  developed  promotional  work  in 
regard  to  the  early  diagnosis  of  breast  cancer.  Ms. 
Carol  Jess  and  Ms.  Marie  deMartinez  of  Communica- 
tion Consultants  discussed  development  of  a promo- 
tional campaign  to  reduce  fear  and  misinformation 
regarding  mammography.  Materials  from  other  states' 
successful  educational  programs  were  reviewed.  Pro- 
posed artwork  and  television  spots  for  the  public 
education  campaign  were  reviewed. 

Discussion  regarding  the  lack  of  time  to  educate 
patients  in  the  primary  care  setting  revealed  a major 
stumbling  block  to  development  of  patient  use  of 
breast  self-exam,  mammography  and  pap  smears.  It 
was  felt  a brochure  or  other  media  would  help  relieve 
the  time  shortage  and  get  the  message  across. 

Initially  a series  of  educational  meetings  to  be  held 
across  the  state  were  planned,  but  upon  further  input 
from  the  physicians'  advisory  committee,  it  was  de- 
cided to  develop  an  article  or  series  of  articles  in  the 
Nebraska  Medical  lournal.  ideally  with  Category  I 
CME,  on  several  aspects  of  breast  cancer.  This  is 
planned  for  the  January  1996  issue  of  the  Nebraska 
Medical  lournal.  to  be  a special  issue  devoted  entirely 
to  one  subject  - breast  cancer  - and  the  first  issue  to 
provide  CME.  This  issue  will  be  distributed  to  all  phy- 
sicians of  the  state  of  Nebraska,  members  of  the  NMA 
or  not. 

Valuable  information  gained  by  state-wide  focus 
groups  under  the  leadership  of  Ms.  Jess  and  Ms. 
deMartinez  of  Communication  Consultants  will  be 
incorporated  into  this  issue,  enabling  physicians  to 
better  teach  women  about  the  need  for  breast  self- 
exam, mammography  and  pap  smears. 

An  educational  brochure,  based  on  that  developed 
in  California,  will  be  custom  designed  for  the  people  of 
the  state  of  Nebraska  by  Communication  Consultants, 
to  include  all  elements  referred  to  in  the  first  section  of 
this  report. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  Ronald  W Klutman,  M.D., 
Columbus  • Board  Liaison;  Richard  A.  Blatny,  M.D.,  Fairbury;  Verlin  K. 
Janzen,  M.D.,  Nebraska  City;  Kurt  E.  Johnson,  M.D.,  Ogallala;  Tamara  R. 
Johnson,  M.D.,  Cambridge;  Dale  E.  Michels,  M.D.,  Lincoln;  Dwaine  J. 
Peetz,  M.D.,  Neligh;  Richard  A.  Raymond,  M.D.,  Omaha;  Richard  K. 
Reiner,  M.D.,  Holdrege;  Raymond  L.  Schulte,  M.D.,  Omaha;  Michael  A. 
Sitorius,  M.D.,  Omaha;  Stephen  Stripe,  M.D.,  Humboldt;  Dave  Palm, 
Lincoln;  Bob  Chandler,  Omaha;  Brian  Couse,  Omaha;  Sena  Jensen,  Omaha. 

Since  the  1995  Annual  Session,  the  NMA  Commit- 
tee on  Rural  Health  has  met  one  time,  on  24  August 
1995.  The  Committee  has  several  items  of  interest, 
which  will  be  described  below. 

Limited  Radiographer  Issue.  Whereas  this  has  been 
legislatively  resolved  at  this  time,  there  continue  to  be 
items  which  come  up,  and  of  which  the  membership  of 
the  NMA  should  be  made  aware.  The  Lincoln  Medical 
Education  Foundation  is  in  the  process  of  putting 
together  a core  curriculum  specifically  designed  to 
allow  limited  radiographers  to  pass  the  test  which  is 
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mandated  in  the  legislation.  This  curriculum  may  turn 
out  to  be  much  less  expensive  and  time-consuming 
than  other  curricula  which  are  currently  available.  The 
NMA  staff  will  keep  the  membership  apprised  on  this 
issue  via  the  Pink  Sheet. 

Nurse  Practitioner  Issue.  This  topic  will  occupy 
much  of  the  Committee's  time  for  the  foreseeable 
future.  The  bill  which  would  give  nurse  practitioners 
independent  practice  (LB  41  4)  was  left  on  general  file, 
and  will  therefore  be  considered  again  in  the  1996 
Legislature.  The  NMA  has  a working  group  of  mem- 
bers who  are  addressing  the  issue,  and  this  group  is  to 
make  a report  to  the  Fall  Session  of  the  NMA  House. 
The  Rural  Health  Committee  has  invited  liaison  mem- 
bers from  the  nurses'  associations  to  attend  most  of  its 
meetings,  in  order  to  keep  up  a dialogue.  The  NMA 
continues  to  support  the  concept  of  Nurse  Practitio- 
ners, but  steadfastly  opposes  non-supervised  practice 
for  these  individuals.  To  these  ends,  the  NMA  contin- 
ues to  support  educational  programs  for  its  members, 
addressing  how  nurse  practitioners  can  be  utilized  to 
enhance  medical  practices,  always  under  the  respon- 
sible supervision  of  fully  licensed  physicians.  The  Rural 
Health  Committee  will  continue  to  work  with  the 
Nebraska  Department  of  Health  in  the  development 
of  workshops  throughout  the  state,  inviting  practicing 
physicians  to  learn  how  nurse  practitioners  could  be 
effectively  utilized  in  their  practices.  This  issue  will 
continue  to  be  a thorny  one,  inasmuch  as  there  are 
vocal  elements  within  the  nursing  profession  who  will 
not  settle  for  anything  less  than  full  and  independent 
practice. 

Medicaid  Managed  Care.  Whereas  full  implemen- 
tation of  Medicaid  Managed  Care  is  not  scheduled  to 
begin  in  Greater  Nebraska  for  at  least  two  years,  it  is 
the  position  of  the  Committee  on  Rural  Health  that  the 
NMA  should  be  pro-active  in  impacting  exactly  how 
this  care  will  be  delivered  in  rural  Nebraska.  To  that 
end,  there  is  a resolution  being  presented  in  the  Fall 
Session  of  the  NMA  House  of  Delegates,  asking  sup- 
port of  the  NMA  for  a pilot  project  for  Medicaid 
Managed  Care  to  begin  in  the  17-county  area  of 
Southeast  Nebraska,  under  the  direction  of  the  Robert- 
Wood-Johnson  Foundation  "Reach  Out"  grant,  origi- 
nally sponsored  by  the  Lancaster  County  Medical  So- 
ciety and  the  Lincoln/Lancaster  County  Health  De- 
partment. The  goal  will  be  to  make  the  transition  to 
managed  care  for  Medicaid  recipients  less  onerous 
than  is  currently  being  experienced  in  the  Lincoln  and 
Omaha  metropolitan  communities.  The  Committee  on 
Rural  Health  will  continue  to  monitor  and  to  attempt 
to  have  impact  on  this  program. 

Nebraska  Rural  Health  Association  Annual  Meet- 
ing. This  meeting  will  be  held  at  Kearney  on  4-5 
October  1995.  It  appears  that  the  NMA  will  be  well- 
represented  at  this  meeting.  NMA  members  are  solic- 
ited to  attend,  and  particulars  of  the  meeting  can  be 
obtained  from  the  Association  office.  Several  speakers 
of  national  renown  are  scheduled  to  make  presenta- 
tions. 

Group  Health  Cooperatives.  The  concept  of  a 
Group  Health  Cooperative  as  a model  for  health  care 
delivery  in  non-metropolitan  Nebraska  was  discussed 
at  length  by  the  Committee  on  Rural  Health.  As  a 
model,  the  Health  Cooperative  of  Puget  Sound  was 
discussed  at  length.  It  is  the  consensus  of  the  commit- 


tee that  there  is  enough  merit  in  this  concept  to  ask  the 
Commission  on  Medical  Services  to  ask  representa- 
tives of  this  cooperative  to  present  their  program  to 
the  appropriate  groups  of  NMA  members.  Mr.  Dave 
Palm,  of  the  Nebraska  State  Health  Department,  felt 
that  he  had  access  to  monies  that  should  help  to  defray 
the  expenses  of  such  a presentation.  It  was  also  sug- 
gested that,  inasmuch  as  this  would  certainly  be  an 
educational  endeavor,  it  would  be  appropriate  to  ask 
the  Nebraska  Medical  Foundation  to  consider  partially 
underwriting  this  program.  There  is  much  enthusiasm 
among  the  members  of  the  Rural  Health  Committee 
on  this  issue,  and  if  the  Board  of  Directors  agrees  to 
sponsor  such  a program,  the  NMA  membership  will  be 
notified,  so  as  many  as  possible  can  attend. 

The  Committee  on  Rural  Health  will  continue  to 
address  these  and  any  other  issues  assigned  it  by  the 
House  of  Delegates  or  the  Board  of  Directors. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  VIOLENCE  & NEGLECT 

jack  K.  Lewis,  M.D.,  Omaha,  Chairholder;  Robert  C.  Osborne,  M.D., 
Lincoln,  Board  Liaison;  jon  S.  Berlin,  M.D.,  Kearney;  John  R.  Mitchell,  M.D., 
Omaha;  Paul  j.  Nelson,  M.D.,  Omaha;  Matthias  I.  Okoye,  M.D.,  Lincoln; 
Dwaine  j.  Peetz,  M.D.,  Neligh;  Perry  T.  Williams,  M.D.,  Omaha;  Susan 
Benedict,  Omaha;  Dawn  Markowski,  Omaha;  Tracey  Martin,  Omaha; 
Mary  McGill,  Omaha. 

The  Ad-Hoc  Committee  on  Violence  and  Neglect 
met  on  July  13,  1995,  and  concerned  itself  mainly,  at 
the  direction  of  Dr.  David  Bacon,  on  the  problem  of 
domestic  violence.  It  was  decided  at  that  meeting  that 
the  goals  should  be  (1)  the  education  of  the  commit- 
tee; (2)  determine  resources  available  to  aid  the  abused 
patient  and  the  physician  community;  (3)  provide 
materials  and  education  for  physicians;  (4)  define  the 
legal  issues  for  abuse  victims  and  determine  whether 
the  committee  can  have  any  impact  in  changing  the 
laws  in  relation  to  abused  patients. 

Numerous  other  members  of  the  community  were 
involved  at  the  July  13  meeting  and  as  a result  of  that 
meeting,  a handbook  for  all  physicians  in  the  state  is 
being  prepared  and  worked  on  to  assist  the  physician 
in  meeting  the  problem  of  domestic  violence  in  his/ 
her  office.  It  was  determined  that  this  is  a very  compli- 
cated problem  which  mainly  needs  the  help  of  the 
community  and  the  resources  available  so  the  physi- 
cian is  not  tied  up  in  his/her  office  with  trying  to  help 
the  victim  of  abuse. 

As  a result  of  this  meeting,  other  meetings  are 
planned  and  other  community  resources  have  been 
involved. 

REPORT  OF  THE  COMMISSION 
ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Kearney  - Chairholder;  Frederick  F.  Paustian, 
M.D.,  Omaha  - Board  Liaison;  Robert  M.  Cochran,  II,  M.D.,  Omaha; 
Charles  F.  Damico,  M.D.,  Hastings;  John  M.  Ford,  M.D.,  Lexington;  James 
A.  Fosnaugh,  M.D.,  Lincoln;  Verlin  K.  Janzen,  M.D.,  Nebraska  City;  Michelle 
S.  Knolla,  M.D.,  Omaha;  Bernard  L.  Kratochvil,  M.D.,  Omaha;  Glen  F.  Lau, 
M.D.,  Lincoln;  Darroll  J.  Loschen,  M.D.,  York;  Walter  J.  O'Donohue,  Jr., 
M.D.,  Omaha;  H.  Russell  Semm,  M.D.,  Lincoln;  Jeffry  L.  Strohmyer,  M.D., 
Papillion;  Dan  Tomes,  Omaha. 

The  Commission  on  Association  Affairs  met  on 
September  6,  1 995,  and  considered  several  issues.  The 
first  item  discussed  concerned  a bylaws  amendment 
which  would  establish  and  formalize  the  newly  formed 
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NMA  Commission  on  Medical  Socio-Economics.  The 
Commission  considered  the  following  -wordage  and 
recommends  that  the  House  of  Delegates  amend  the 
bylaws  of  the  Nebraska  Medical  Association,  Chapter 
XIII,  Section  2,  Page  55,  by  addition  of  the  following: 

G Commission  on  Medical  Socio-Economics 

(1)  Develop  policies  concerned  with  social 
interests  and  economic  concerns 

(2)  Oversee  the  Ad-Hoc  Committee  on  Health 
Care  Insurance  and  Medical  Delivery  Sys- 
tems 

a.  NMA  Health  Care  Technical  Advisory 
Committee 

(3)  Oversee  the  Ad-Hoc  Committee  on  Medic- 
aid Services 

(4)  Oversee  the  Ad-Hoc  Committee  Re:  Medi- 
care 

(5)  This  group  may  also  be  involved  in  the 
various  aspects  of  quality  assurance  for 
which  the  Association  may  become  in- 
volved 

(6)  This  Commission  may  concern  itself  with 
the  monitoring  of  various  alternate  deliv- 
ery systems  under  way  or  being  proposed 
for  the  citizens  of  Nebraska 

(7)  Study  and  monitor  the  various  pricing 
mechanisms  being  utilized  within  the  State 
of  Nebraska 

(8)  Concern  itself  with  the  subject  of  indigent 
care 

(9)  Concern  itself  with  medicine/business  coa- 
litions and  represent  the  Association  in 
endeavors  in  this  regard 

(10)  Maintain  the  Physician  Organization  Advi- 
sory Group 

(11)  Maintain  PRO  communication/oversight 
through  the  PRO  Overview  Committee  and 
the  PRO  Grievance  Committee,  guided  by 
the  following: 

a.  Serve  as  an  advocate  for  Nebraska  phy- 
sicians and  their  patients  where  appro- 
priate including  when  the  PRO  process 
compromises  quality  of  care  or  fails  to 
follow  reasonable  due  process 

b.  Investigate  and  review  problems  experi- 
enced by  Nebraska  Medical  Associa- 
tion members  involving  professional 
review  organizations 

c.  Review  the  professional  review  organi- 
zation including  its  policies  and  con- 
tractual relationships 

d.  Advise  and  make  recommendations  to 
the  Board  of  Directors  and  the  Presi- 
dent of  the  Nebraska  Medical  Associa- 
tion on  issues  concerning  professional 
review  organizations 

e.  Interact  with  contracted  PRO  organiza- 
tions for  Nebraska  in  support  of  Ne- 
braska physicians  where  appropriate 

f.  Establish  a subcommittee  on  grievances 
to  review,  assess  and  evaluate  com- 
plaints from  Nebraska  physicians  con- 
cerning the  professional  review  organi- 
zation medical  utilization  review  pro- 


cess and  subsequently  make  recommen- 
dations for  action  to  the  PRO  Overview 
Committee 

g.  Interact  with  contracted  PRO  organiza- 
tions for  Nebraska  in  support  of  Ne- 
braska physicians  where  appropriate  and 
define  quality  as  related  to  delivery  of 
health  care 

h.  Aid  a provider  or  practitioner,  in  prompt 
preparation  for  discussion,  directly  or 
through  counsel,  with  patient  records 
disclosed  to  this  committee  so  they  may 
serve  as  expert  witnesses  without  violat- 
ing any  nondisclosure  requirements,  all 
in  accordance  with  the  PRO  Manual, 
Paragraph  6025(c)(1);  and 

i.  This  Committee  shall  have  the  confiden- 
tiality provisions  of  a peer  review  com- 
mittee in  accordance  with  Nebraska 
statutes,  where  appropriate 

The  Commission  also  considered  and  is  studying 
the  issue  of  medical  student  membership  in  the  Asso- 
ciation. The  Commission  will  be  studying  various  in- 
centives that  might  serve  to  increase  the  total  number 
of  students  who  join  the  Association  and  retain  mem- 
bership throughout  their  medical  school  training.  This 
matter  is  under  continuing  study  by  the  Commission. 
Resident/House  Staff  membership  in  the  Association 
is  also  being  considered  by  the  Commission  and  will 
be  considered  in  greater  detail  when  additional  back- 
ground information  on  the  matter  is  accumulated.  The 
Commission's  recommendations  on  enhancing  both 
student  and  resident  membership  numbers  will  be 
provided  to  the  NMA  Board  of  Directors  of  its  consid- 
eration. 

The  Commission  is  also  considering  an  NMA  award 
program  which,  at  this  time,  may  include  an  NMA 
Physician  of  the  Year  Award,  and  an  NMA  Friend  of 
Medicine  Award.  Possible  criteria  for  the  various  awards 
is  being  considered  by  the  Commission  and  our  find- 
ings will  be  presented  to  the  NMA  Board  of  Directors 
for  its  deliberation  on  the  matter. 

The  Commission  received  a report  from  Carmen 
Kleager,  President  of  the  Nebraska  Medical  Associa- 
tion Alliance,  regarding  its  current  activities.  The  Com- 
mission commends  Mrs.  Kleager  and  the  Alliance  for 
its  efforts  in  numerous  activity  areas  and  especially  for 
the  group's  involvement  and  emphasis  on  domestic 
violence  and  abuse.  The  Alliance  is  doing  an  outstand- 
ing job. 

The  Commission  submits  this  report  to  the  House  of 
Delegates  for  its  consideration  and  approval,  and  we 
stand  ready  to  address  issues  which  may  be  referred 
following  this  session. 

REPORT  OF  THE  NE  PHYSICIAN 
ORGANIZATION  ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  David  R.  Little,  M.D., 
Hastings  - Board  Liaison;  Daniel  G.  Bohi,  M.D.,  Omaha;  Steven  G.  Brestin, 
M.D.,  Kearney;  Ward  Chambers,  M.D.,  Omaha;  Daniel  R.  Cronk,  M.D., 
Grand  Island;  Charles  F.  Damico,  M.D.,  Hastings;  Bernard  W.  Douglas, 
M.D.,  Holdrege;  David  R.  Dyke,  M.D.,  Lincoln;  Scott  C.  Elston,  M.D., 
Alliance;  Gordon  L.  Emry,  M.D.,  Cozad;  Richard  j.  Feldhaus,  M.D.,  Omaha; 
Philip  Hofschire,  M.D.,  Omaha;  Verlin  K.  Janzen,  M.D.,  Nebraska  City; 
Ronald  W.  Klutman,  M.D.,  Columbus;  Randy  T.  Kohl,  M.D.,  Albion;  New- 
ton E.  Mack,  M.D.,  North  Platte;  Dale  E.  Michels,  M.D.,  Lincoln;  Frederick 
F.  Paustian,  M.D.,  Omaha;  H.  Russell  Semm,  M.D.,  Lincoln;  Todd  S. 
Sorensen,  M.D.,  Scottsbluff;  Wayne  K.  Weston,  M.D.,  Lexington. 
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The  NMA  Physician  Organization  Advisory  Group 
has  met  one  time  since  the  Annual  Session  of  the 
House  of  Delegates,  on  13  September  1995. 

This  "Working  Group"  of  the  NMA  serves  as  a 
"sounding  board"  for  NMA  members  involved  in  orga- 
nized Physician  Organization  (PO)  activities.  In  Feb- 
ruary of  this  year,  this  group  co-sponsored  a presen- 
tation of  the  National  Committee  for  Quality  Assur- 
ance (NCQA),  an  event  which  was  reported  at  the 
Annual  Session. 

This  group  has  reviewed  the  physician  organiza- 
tion activities  occurring  both  in  the  metropolitan  as 
well  as  in  the  rural  areas  of  the  state.  It  is  apparent  that 
the  forces  bearing  upon  medical  practices  are  consid- 
erably different  in  metropolitan  versus  rural  Nebraska, 
although  many  of  the  managed  care  activities  which 
have  so  greatly  impacted  practice  in  the  Lincoln  and 
Omaha  communities  are  in  the  process  of  "metastasiz- 
ing" to  greater  Nebraska. 

The  NMA  and  its  staff  have  been  carefully  monitor- 
ing AMA  initiatives  in  this  arena.  Three  regional  AMA 
meetings  have  been  held,  in  an  effort  to  ascertain  the 
varieties  of  managed  care  activities  in  the  various 
states  represented  in  the  AMA,  and  to  see  just  what 
different  strategies  are  being  pursued  by  different 
medical  societies  in  response  to  evolving  initiatives  in 
managed  care. 

The  working  group  has  discussed  the  possibility  of 
the  NMA  sponsoring  a larger  meeting,  inviting  all 
physicians  involved  in  POs  or  PHOs,  to  try  to  more 
clearly  define  the  NMA's  role  in  these  endeavors.  The 
NMA  has  come  to  realize  that,  in  order  to  be  respon- 
sive to  all  its  membership,  it  must  become  more 
involved  in  analyzing  and  contributing  to  PO  activity 
in  the  state.  If  the  Board  of  Directors  agrees,  such  a 
meeting  may  be  held  later  this  year.  Full  information 
will  be  published  in  the  "Pink  Sheet". 

The  delegates  should  be  made  aware  that  the  AMA 
is  changing  its  Hospital  Medical  Staff  Section  (HMSS) 
to  an  Organized  Medical  Staff  Section  (OMSS),  re- 
flecting the  changes  which  are  occurring  nationally.  It 
is  perceived  that  this  will  allow  the  AMA  to  more 
adequately  address  the  problems  of  this  segment  of 
its  membership.  Whether  or  not  the  NMA  should 
follow  suit  in  its  own  committee  and  commission 
structure  is  currently  being  discussed  by  this  working 
group.  Any  recommendations  to  this  end  will  be 
made  to  the  Board  of  Directors. 

With  the  current  emphasis  on  POs  and  PHOs  in 
the  state,  this  working  group  continues  to  feel  that  its 
activities  should  continue  into  the  foreseeable  future, 
and  it  is  possible  that  a permanent  committee  may  be 
formed,  since  these  activities  at  this  time  certainly 
seem  to  be  here  to  stay. 

MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  September  21, 
1995,  at  the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Roger  S.  Jernstrom, 
John  H.  Casey,  Gordon  D.  Adams,  Judith  A.  Butler, 
Gordon  D.  Bainbridge,  Tamara  R.  Johnson,  James  N. 
Shreck,  Milton  R.  Johnson,  Frederick  F.  Paustian,  David 
L.  Bacon,  James  A.  Fosnaugh,  and  Patrick  E. 
Brookhouser. 


The  meeting  was  called  to  order  by  the  Chairman, 
Gordon  D.  Bainbridge,  M.D. 

Dr.  Bainbridge  welcomed  Doctors  Tamara  Johnson 
and  James  Shreck  as  the  newly  elected  Councilors  for 
the  10th  & 11th  Districts,  respectively. 

Dr.  Bainbridge  called  for  approval  of  the  minutes  of 
the  Annual  Session  as  printed  in  the  July  issue  of  the 
Nebraska  Medical  lournal.  The  minutes  were  approved 
as  written  by  motion  made,  seconded  and  passed. 

The  Councilors  discussed  the  reports  and  resolu- 
tions contained  in  the  handbook.  Item  #25  of  the 
Board  report  concerning  a resolution  calling  for  the 
establishment  by  the  AMA  of  a national  physician 
owned  and  operated  health  insurance  company  was 
discussed.  Question  was  raised  whether  all  states  had 
been  contacted  regarding  co-sponsorship  of  the  reso- 
lution and  Mr.  Schellpeper  answered  in  the  affirma- 
tive. 

It  was  noted  that  the  NMA's  AMA  Delegate  alloca- 
tion may  decrease  by  one  delegate  due  to  the  fact  that 
the  percentage  of  NMA  members  who  are  also  mem- 
bers of  the  AMA  has  fallen  below  the  75%  threshold. 
The  Board  is  proposing  a resolution  calling  upon  the 
AMA  to  reduce  the  level  of  joint  membership  in  order 
to  attain  an  additional  delegate  seat  to  662/3%. 

Dr.  Bainbridge  noted  that  NMA  membership  has 
increased  during  the  past  year  and  that  the  member- 
ship recruitment  outreach  program  initiated  in  Kearney 
will  be  expanded  to  Grand  Island  and  other  areas  of 
the  state  in  the  near  future. 

Dr.  Bainbridge  called  upon  Dr.  Bacon  to  address 
the  Councilors  regarding  the  Long  Range  Planning 
Session.  Dr.  Bacon  explained  that,  due  to  the  fact  that 
the  results  of  the  initial  planning  session  were  felt  to  be 
unsatisfactory,  the  Board  continued  the  session  at  its 
August  retreat.  As  a result  of  these  two  sessions,  the 
strategy  and  tactics  to  be  employed  were  developed 
and  are  outlined  in  Item  42  of  the  Board  report.  He 
also  reported  that  it  is  the  Board's  opinion  that  the 
Greater  Nebraska  Caucus  should  consider  organizing 
itself  as  an  administrative  arm  of  the  county  medical 
societies  and  hiring  an  executive  director  not  tied  to 
the  NMA  to  avoid  potential  conflicts  of  interest  and  to 
allow  greater  interaction  with  the  LCMS  and  the  MOMS. 
It  was  also  recommended  that  a slate  of  officers  be 
elected.  Lastly,  the  Executive  Committee  of  the  Board 
took  the  ideas  which  had  emerged  from  the  retreat 
and  prepared  a draft  mission  statement  for  submission 
to  and  approval  by  the  House. 

Resolution  #1  concerning  continued  opposition  to 
LB  414  generated  considerable  discussion.  Dr.  Paustian, 
chairholder  of  the  focused  working  group  addressing 
this  issue,  outlined  three  provisions  which  would  need 
to  be  incorporated  into  LB  414  prior  to  NMA  support 
of  the  measure:  (1 ) An  integrated  practice  agreement; 
(2)  Requirement  of  a Master  of  Science  degree  in 
nursing;  and  (3)  Conjoined  board  comprised  of  M.D. s/ 
D.O.s,  NPs,  etc.  He  noted  that  one  issue  upon  which 
the  working  group  had  been  unable  to  reach  agree- 
ment was  whether  the  integrated  practice  agreement 
requirement  could  be  waived  if  the  NP  could  show 
that  he/she  had  made  a diligent  effort  to  secure  such 
an  agreement  and  the  NP  agrees  to  serve  in  an 
underserved  area.  Concern  was  raised  that  this  prac- 
tice would  create  two  different  standards  of  care.  Dr. 
Bacon  cautioned  against  the  NMA  making  any  state- 
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ment  of  support  that  could  be  construed  as  guaran- 
teeing all  NPs  jobs  within  the  state.  Dr.  Paustian 
informed  the  Councilors  that  one  NP  has  already 
approached  the  NMA  seeking  assistance  in  obtaining 
a collaborative  agreement.  Dr.  Paustian  reiterated 
that  unless  all  three  provisions  were  incorporated  into 
the  bill,  the  NMA  would  remain  steadfast  in  its  oppo- 
sition. 

Clarification  was  sought  regarding  Resolution  #2. 
It  was  surmised  that  the  resolution  was  attempting  to 
address  the  same  problems  as  the  AMA's  Patient  Pro- 
tection Act. 

It  was  noted  that  Resolution  #3  regarding  violence 
against  medical  facilities  and  health  care  practitioners, 
although  appealing  to  the  majority  of  physicians  as  a 
reasonable  approach,  needed  to  be  handled  delicately 
in  order  to  avoid  alienation  of  either  side.  Dr.  Fosnaugh 
noted  that  there  was  a strong  consensus  among  the 
LCMS  membership  that  violence  as  a mode  of  expres- 
sion is  unacceptable,  regardless  of  which  side  you  are 
on.  It  was  recommended  that  the  resolution  be 
amended  by  the  deletion  of  the  words,  "including 
abortion  clinics  and  family  planning  centers,"  in  order 
to  make  the  resolution  more  generalized. 

Question  arose  regarding  Resolution  #4  as  to 
whether  the  resolution  should  mandate  a 48  hour  stay 
or  instead  state  that  insurance  plans  must  allow  a 48 
hour  stay. 

It  was  noted  with  regard  to  Resolution  #5  calling 
for  a study  of  Medicaid  Managed  Care  that  Senator 
Wesely  had  proposed  such  a study  in  the  past,  how- 
ever, if  implementation  goes  smoothly,  such  a study 
would  be  deemed  unnecessary. 

Resolution  #7  regarding  NMA  representation  at  all 
state  hearings  involving  issues  impacting  medical  prac- 
tice was  reviewed.  Dr.  Bacon  noted  the  fiscal  impact 
of  having  legal  counsel  attend  every  such  hearing 
would  be  between  $30,000-$40,000  per  year.  Dr. 
Brookhouser  suggested  that  physicians  with  interest  in 
a particular  area  be  asked  to  attend  the  hearings  on  the 
NMA's  behalf.  Concern  was  also  raised  as  to  whether 
the  resolution,  as  worded,  would  require  NMA  repre- 
sentation be  present  for  the  duration  of  the  hearing 
and  how  notice  of  hearings  is  obtained. 

With  respect  to  Resolution  #8,  Communication  Ef- 
fectiveness, it  was  noted  that  the  NMA  has  already 
appointed  a group,  headed  by  Dr.  Michels,  to  address 
this  issue.  It  was  suggested  that  the  group  explore  the 
possibility  of  free  access  to  the  Internet  through  the 
two  medical  schools. 

Resolution  #9  regarding  establishment  of  a Partici- 
pation Task  Force  generated  considerable  discussion. 
Lack  of  participation  by  members  living  west  of  Kearney 
and  possible  means  of  rectifying  this  situation  were 
discussed.  It  was  noted  that  conference  calls  and 
teleconferencing  could  be  cost  prohibitive  in  that  the 
NMA  has  over  20  standing  committees.  It  was  sug- 
gested that  the  communication  effectiveness  group 
explore  the  means  and  costs  of  various  systems  to 
address  this  issue. 

It  was  noted  with  regard  to  Resolution  #1 1,  M.D./ 
D.O.  Designation  in  U.S.  West  Telephone  Books,  that 
physicians  should  be  encouraged  to  include  their  de- 
gree designation  in  their  advertisements. 

In  reference  to  Resolution  #1  2,  it  was  noted  that  the 


Board  had  determined  that  there  should  be  an  NMA 
staff  person  with  expertise  in  managed  care.  How- 
ever,  it  was  noted  that  the  membership  needs  to 
decide  what  level  of  services  they  want  made  avail- 
able. It  was  also  noted  that  it  will  be  difficult  to  recoup 
all  expenses  associated  with  this  staff  person  through 
user  fees. 

It  was  noted  with  regard  to  Resolution  #15  that  if 
the  NMA  loses  one  delegate  slot  to  the  AMA,  this 
resolution  becomes  moot. 

With  regard  to  AMA  delegates  attending  NMA 
Board  meetings,  the  potential  fiscal  impact  was  dis- 
cussed. It  was  suggested  that  perhaps  the  senior  mem- 
ber of  the  delegation,  rather  than  the  entire  delega- 
tion, be  invited. 

It  was  noted  with  regard  to  Resolution  #21  that  the 
Department  of  Social  Services  is  looking  into  the 
matter  of  residents  being  treated  similarly  to  physician 
extenders  under  the  Medicaid  Managed  Care  pro- 
gram. 

The  requests  for  Life  Membership,  Associate  Mem- 
bership, and  the  list  of  50-Year  Practitioners  to  be 
recognized  at  the  1 996  Annual  Session  were  reviewed 
and  approved  by  motion  made,  seconded  and  carried. 

Following  an  Executive  Session,  an  election  for 
Chairman  and  Secretary-Treasurer  was  held.  Dr.  Cor- 
don Bainbridge  was  re-elected  Chairman  by  acclama- 
tion and  Dr.  Judith  Butler  was  re-elected  as  Secretary- 
Treasurer. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


MINUTES,  HOUSE  OF  DELEGATES, 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was 
held  September  22,  1995,  at  the  Cornhusker  Hotel, 
Lincoln,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
David  Little.  62  Delegates  were  present  and  the  meet- 
ing was  declared  in  session.  Seating  of  Alternate  Del- 
egates for  Delegates  took  place. 

Dr.  Howard  Dinsdale  presented  the  invocation. 

The  minutes  of  the  1995  Annual  Session  were  ap- 
proved by  motion  made,  seconded  and  carried. 

Dr.  Benjamin  Celber,  Editor  of  the  Nebraska  Medi- 
cal lournal.  presented  the  NMJ  Student/Resident  Award 
for  Best  Article  to  Christopher  Boes. 

Reference  Committee  assignments  were  made  as 
follows: 

REFERENCE  COMMITTEE  1 

Report,  Board  of  Directors,  Item  #4  (A95)  Lack  of 
Department  of  Social  Services'  Feedback 

Report,  Board  of  Directors,  Item  #22,  Resolution 
#22  (A95)  Managed  Care  Study 

Report,  Board  of  Directors,  Item  #28,  PRO  Cardio- 
vascular Study  Program 

Report  of  the  Nebraska  Department  of  Social  Ser- 
vices 

Report  of  the  Ad-Hoc  Committee  on  Medicaid 
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Services 

Report  of  the  NMA  PRO  Overview  Committee 
Resolution  #2,  Lancaster  County  Medical  Society, 
Failure  to  Disclose 

Resolution  #5,  Lancaster  County  Medical  Society, 
Medicaid  Managed  Care 

Resolution  #18,  York  County  Medical  Society,  Model 
for  Medicaid  Managed  Care  in  Rural  Nebraska 
Resolution  #21,  Metro  Omaha  Medical  Society, 
Physician  Extenders 

REFERENCE  COMMITTEE  2 

Report,  Board  of  Directors,  Item  #20,  Resolution 
#20  (A95)  Development  of  Standard  of  Care 
Report,  Board  of  Directors,  Item  #21,  Resolution 
#21  (A95)  Development  of  Statewide  Emergency 
Medical  Transportation  System 
Report,  Board  of  Directors,  Item  #27,  Ambulatory 
Surgical  Center  Regulations 
Report,  Board  of  Directors,  Item  #31,  Multi-Pro- 
vider Data  Collection  and  Assessment  System 
Report,  Board  of  Directors,  Item  #42,  Long  Range 
Planning  Session 

Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  NMA-Medical  Student  Chapter, 
Creighton 

Report  of  the  NMA-Medical  Student  Chapter,  UNMC 
Report  of  the  Committee  on  Health  Planning 
Report  of  the  Committee  on  Rural  Health 

REFERENCE  COMMITTEE  3 

Report,  Board  of  Directors,  Item  #2,  Resolution  #2 
(A95)  Stark  Relief  Resolution 
Report,  Board  of  Directors,  Item  #5,  Resolution  #5 
(A95)  Price  Reduction  for  Practice  Parameters  on 
CD-ROM 

Report,  Board  of  Directors,  Item  #7,  Resolution  #7 
(A95)  Medicare  Guidelines  for  E/M  Coding 
Report,  Board  of  Directors,  Item  #9,  Resolution  #9 
(A95)  AMA-Format  at  Annual  Leadership  Conference 
Report,  Board  of  Directors,  Item  #10,  Resolution 
#10  (A95)  County  Officer  Forum 
Report,  Board  of  Directors,  Item  #24,  Nebraska 
Carrier  Advisory  Committee 
Report,  Board  of  Directors,  Item  #25,  National 
Health  Insurance  Company 
Report,  Board  of  Directors,  Item  #26,  AMA  Del- 
egate Allocation 

Report  of  the  Delegate  to  the  AMA 
Report  of  the  Delegate  to  the  AMA  YPS 
Report  of  the  Study  of  the  Federation  of  Medicine 
Resolution  #14,  Metro  Omaha  Medical  Society, 
Electronic  Dissemination  of  Information  by  AMA 
Resolution  #15,  Metro  Omaha  Medical  Society, 
NMA  Delegation  to  AMA  Meetings 

REFERENCE  COMMITTEE  4 

Report,  Board  of  Directors,  Item  #1,  Resolution  #1 
(A95)  Delegate  Status  for  Former  AMA  Delegates 
and  Alternate  Delegates  and  for  Former  Members 
of  the  AMA  Board  of  Trustees  and  AMA  Councils 
Report,  Board  of  Directors,  Item  #11,  Resolution 
#1  1 (A95)  Medication  Refills  Under  Managed  Care 
Report,  Board  of  Directors,  Item  #13,  Resolution 
#13  (A95)  NMA  Membership  Recruiting 
Report,  Board  of  Directors,  Item  #14,  Resolution 
#14  (A95)  NMA  Nominating  Committee 
Report,  Board  of  Directors,  Item  #16,  Resolution 
#16  (A95)  Silent  PPOs 


Report,  Board  of  Directors,  Item  #18,  Resolution 
#18  (A95)  Establishment  of  800  Number 
Report,  Board  of  Directors,  Item  #30,  Forum  of 
Medical  Specialties 

Report,  Board  of  Directors,  Item  #32,  AMA  Contri- 
bution Request 

Report,  Board  of  Directors,  Item  #33,  AMA  Litiga- 
tion Center 

Report,  Board  of  Directors,  Item  #34,  Recognition 
Awards 

Report,  Board  of  Directors,  Item  #37,  Membership 
Acknowledgment 

Report,  Board  of  Directors,  Item  #38,  Membership 
Report,  Board  of  Directors,  Item  #39,  NMA  Blue 
Cross/Blue  Shield  Group  Health  Insurance  Plan 
Report,  Board  of  Directors,  Item  #40,  Finances 
Report,  Board  of  Directors,  Item  #41,  Fiscal  Note 
on  Resolutions 

Report  of  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  & Medical  Delivery  Systems 
Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Commission  on  Medical  Socio-Eco- 
nomics 

Report  of  the  Scientific  Sessions  Committee 
Report  of  the  Nebraska  Physician  Organization 
Advisory  Group 

Resolution  #8,  Metro  Omaha  Medical  Society,  Com- 
munication Effectiveness 

Resolution  #9,  Metro  Omaha  Medical  Society,  Par- 
ticipation Task  Force 

Resolution  #10,  Metro  Omaha  Medical  Society, 
Educational  Programs 

Resolution  #12,  Metro  Omaha  Medical  Society, 
Medical  Business/Practice  Management  Services 
Resolution  #13,  Metro  Omaha  Medical  Society, 
Conomikes  Program 

Resolution  #16,  Metro  Omaha  Medical  Society, 
AMA  Delegates  Attendance  at  NMA  Board  Meetings 
Resolution  #17,  Lancaster  County  Medical  Soci- 
ety, Scrutiny  for  NMA  Budget  Process 
Resolution  #19,  Metro  Omaha  Medical  Society, 
Insurance  Carrier  Decisions  on  Lab  Testing 
Managed  Care  Staff  Person 

REFERENCE  COMMITTEE  5 

Report,  Board  of  Directors,  Item  #6,  Resolution  #6 
(A95)  Good  Samaritan  HIV  Testing 
Report,  Board  of  Directors,  Item  #12,  Resolution 
#12  (A95)  NMA  Legislative  Fax  Update 
Report,  Board  of  Directors,  Item  #15,  Resolution 
#15  (A95)  Physician  and  Physician  Spouse  Partici- 
pation in  Grass  Root  Campaigns  Throughout  the 
State 

Report,  Board  of  Directors,  Item  #19,  Resolution 
#19  (A95)  Exemption  of  POL's  from  CLIA  '88 
Report,  Board  of  Directors,  Item  #23,  Nominations 
and  Appointments 

Report,  Board  of  Directors,  Item  #29,  Focused 
Working  Groups 

Report  of  the  Nebraska  Department  of  Health 
Report  of  the  Commission  on  Legislation  & Govern- 
mental Affairs 

Resolution  #1,  Scotts  Bluff  County  Medical  Society, 
Continued  Opposition  to  LB  414 
Resolution  #3,  Lancaster  County  Medical  Society, 
Violence  Against  Medical  Facilities  and  Health 
Care  Practitioners  and  Their  Families 
Resolution  #4,  Lancaster  County  Medical  Society, 
Early  Discharge  of  Newborn  Infants 
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Resolution  #6,  Metro  Omaha  Medical  Society, 
Insurance  Discrimination  Against- Domestic  Vio- 
lence Victims 

Resolution  #7,  Metro  Omaha  Medical  Society, 
Workers'  Compensation  Hearings 
Resolution  #11,  Metro  Omaha  Medical  Society, 
M.D.  and  D.O.  Designation  in  US  West  Tele- 
phone Books 

Resolution  #20,  Metro  Omaha  Medical  Society, 
Federal  Block  Grants  - State  Distribution 

REFERENCE  COMMITTEE  6 

Report,  Board  of  Directors,  Item  #3,  Resolution  #3 
(A95)  Euthanasia  & Physician  Assisted  Suicide 
Policy  Statement 

Report,  Board  of  Directors,  Item  #8,  Resolution  #8 
(A95)  Model  Living  Will  and  Model  Power  of 
Attorney  for  Health  Care 
Report,  Board  of  Directors,  Item  #17,  Resolution 
#17  (A95)  Violence  in  America 
Report,  Board  of  Directors,  Item  #35,  Technical 
Support  Committee 

Report,  Board  of  Directors,  Item  #36,  Preventive 
Law  Seminar 

Report  of  the  Ad-Hoc  Committee  on  Health  Education 
Report  of  the  Ad-Hoc  Committee  on  Maternal  & 
Child  Health 

Report  of  the  Ad-Hoc  Committee  on  Violence  & 
Neglect 

Report  of  the  Commission  on  Public  Affairs 
Report  of  the  Every  Woman  Matters  NMA  Advi- 
sory Committee 
Minutes,  Board  of  Councilors 
Life  Membership  Requests  & 1996  50-Year  Practi- 
tioners 

Following  Executive  Session,  Dr.  Little  stated  that 
Reference  Committees  1,  3 & 4 would  meet  immedi- 
ately following  recess  of  the  House  and  Reference 
Committees  2,  5 & 6 would  meet  one  half  hour  later. 
Room  assignments  for  the  reference  committees  were 
also  reviewed. 

There  being  no  further  business,  the  House  was 
recessed  until  Saturday  morning  at  7:30  a.m. 


HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  September  23,  1995.  The  meeting  was  called  to 
order  by  the  Vice  Speaker,  Doctor  Patrick  Brookhouser. 
57  delegates  were  present  and  the  meeting  was 
declared  in  session.  Seating  of  Alternate  Delegates  for 
Delegates  took  place. 

Dr.  Brookhouser  called  for  approval  of  the  minutes 
of  the  First  Session,  and  these  were  approved  as 
printed. 

Following  an  Executive  Session,  reports  of  the 
Reference  Committees  were  presented  as  follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  6 reports  and 
4 resolutions.  The  reference  committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#4,  RESOLUTION  #4  (A95)  LACK  OF  DEPART- 
MENT OF  SOCIAL  SERVICES'  FEEDBACK 

The  Board  report  was  self-explanatory  and  little 
discussion  was  generated. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#22,  RESOLUTION  #22  (A95)  MANAGED  CARE 
STUDY 

This  information  was  straightforward. 
RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #28, 
PRO  CARDIOVASCULAR  STUDY  PROGRAM 
AND  REPORT  OF  THE  NMA  PRO  OVERVIEW 
COMMITTEE 

These  reports  were  taken  together  and  generated 
no  controversy. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
Item  #28  and  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  NEBRASKA  DEPARTMENT  OF 
SOCIAL  SERVICES 

The  Department  of  Social  Services  was  well  rep- 
resented at  our  reference  committee  and  Dr.  Chris 
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Wright  introduced  us  to  Mr;  Don  Leuenberger, 
the  new  Director  of  the  Department  of  Social  Ser- 
vices. Dr.  Wright  was  pleased  to  announce  a 3.5% 
increase  in  Medicaid  fees  for  the  fee-for-service  part  of 
the  program  and  hoped  that  an  additional  raise  of 
similar  size  would  be  enacted  next  year. 

It  was  pointed  out  that  255  Omaha  physicians 
and  34  Lincoln  physicians  are  already  enrolled  in  the 
system  and  DSS  is  actively  seeking  to  increase  those 
numbers.  Reasons  for  reluctance  of  Lancaster  County 
physicians  to  join  the  program  were  openly  discussed 
and  the  Department  of  Social  Services  displayed  an 
encouraging  willingness  to  discuss  any  and  all  prob- 
lems with  groups  large  or  small.  Much  of  our  physi- 
cians' reluctance  to  enroll  in  this  program  was  related 
to  poor  communication,  and  the  reference  committee 
had  an  open  discussion  with  the  DSS  representatives 
about  these  problems.  The  definition  of  a closed 
practice  was  clarified  and  there  was  a lively  discussion 
about  the  impact  of  "client  transfers"  on  continuity  of 
care.  DSS  expressed  an  interest  in  beginning  much 
earlier  when  they  draw  outstate  Nebraska  into  the 
program  to  prevent  some  of  the  communication  prob- 
lems that  have  recently  been  experienced  in  both 
Lancaster  County  and  Douglas  County.  The  general 
tone  of  these  discussions  was  conciliatory  and  not 
confrontational. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  fried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Krynn  Buckley  informed  the  House  that  part  of  the 
problem  in  Lancaster  County  stemmed  from  the  fact 
that  only  half  of  the  physicians  have  received  con- 
tracts. She  urged  outstate  physicians  to  remain  vigilant 
as  Medicaid  Managed  Care  is  implemented  in  greater 
Nebraska.  The  House  then  adopted  this  section  of  the 
report. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

This  report  was  primarily  informational  and  was 
received  with  interest. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  RESOLUTION  #2  - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY  - FAILURE  TO  DISCLOSE 

Resolution  #2  read  as  follows: 

WHEREAS,  we  strongly  believe  in  the  Hippocratic 
oath,  the  United  States  Constitution  and  our  funda- 
mental moral  obligation  as  physicians  and  human 
beings,  and 

WHEREAS,  we  condemn  any  contractual  arrange- 
ment between  physicians  and  third  parties  which 
interferes  with  or  limits  the  private  discussions  and 
conversations  between  a physician  and  his/her  adult 


patients  with  respect  to  any  aspect  of  their  medical 
condition  and  medical  care,  and 

WHEREAS,  this  failure  to  disclose  may  reward 
physicians  or  injure  patients  by  limiting  or  denying 
medical  services; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  strongly  urge  physicians  to  closely 
examine  any  contract  which  has  any  such  aforemen- 
tioned limitations. 

Discussion  of  this  issue  revealed  that  disclosures  of 
medical  conditions  to  third  party  payors  have  been 
present  for  a long  time.  There  was  little  objection  to 
the  orderly  transfer  of  information  in  this  setting. 

Concern  was  generated  to  guarantee  protection 
against  the  misuse  of  this  information,  and  no  one 
disagreed. 

RECOMMENDATION: 

I.Your  reference  committee  believed  that  this 
resolution  was  primarily  informational,  and  no  one 
disagreed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  RESOLUTION  #5  - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY  - MEDICAID  MANAGED  CARE 

Resolution  #5  read  as  follows: 

WHEREAS,  the  Nebraska  Legislature  mandated 
Medicaid  managed  care  through  LB  816,  and 

WHEREAS,  the  Health  and  Human  Services  Com- 
mittee of  the  Legislature  has  discussed  undertaking  a 
study  of  managed  care,  and 

WHEREAS,  the  Nebraska  Medical  Association  is 
quite  concerned  with  the  compromise  of  health  care 
and  continuity  of  care  as  the  Medicaid  implementa- 
tion process  is  occurring  in  urban  areas,  and 

WHEREAS,  the  impact  of  Nebraska's  Medicaid 
managed  care  plan  will  have  even  greater  impact  in 
rural  areas  when  implemented; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  communicate  to  the  Health  and 
Human  Service  Committee  of  the  Legislature,  the 
need  for  a timely  study  of  Medicaid  managed  care 
utilizing  the  expertise  of  governmental  agencies,  the 
Governor's  Commission  on  Managed  Care  and  elected 
officials,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  and  its 
component  societies  be  actively  represented  in  such 
a study. 

After  thoroughly  exploring  these  issues  with  the 
Department  of  Social  Services,  it  became  apparent 
that  a mechanism  was  already  in  place  to  monitor 
managed  care  at  many  levels  including  third  party 
review  of  the  program.  DSS  also  pointed  out  that  they 
have  a general  quality  assurance  advisory  committee 
to  increase  communication. 

RECOMMENDATIONS: 

I.Your  reference  committee  felt  that  the  first 
"Resolved"  was  satisfied  by  the  fact  that  the  Depart- 
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merit  of  Social  Services  has  addressed  this  matter  and 
therefore  no  action  is  necessary. 

2.  The  reference  committee  recommends  the  sec- 
ond "Resolved"  be  amended  and  adopted  as  follows: 
"Resolved,  that  the  NMA  and  its  component  societies 
be  actively  represented  in  such  a study,  and  we 
recommend  that  the  general  quality  advisory  commit- 
tee have  a specific  representative  from  the  NMA." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  RESOLUTION  #18  - YORK  COUNTY  MEDICAL 
SOCIETY  - MODEL  FOR  MEDICAID  MANAGED 
CARE  IN  RURAL  NEBRASKA 

Resolution  #18  read  as  follows: 

WHEREAS,  a $300,00  grant  to  the  Lancaster  County 
Medical  Society  from  the  Robert  Wood  Johnson  Foun- 
dation for  its  "Reach  Out:  Physicians'  Initiative  to 
Improve  Care  to  Underserved  Americans  Program" 
targets  15  counties  in  Southeast  Nebraska,  and 

WHEREAS,  a planned  approach  to  infrastructure 
development  for  a health  delivery  system,  meeting  the 
unique  needs  of  the  rural  population,  is  essential  as 
Medicaid  Managed  care  comes  to  Greater  Nebraska, 
and 

WHEREAS,  the  intent  of  the  project  is  to  design  and 
implement  a regional  health  care  access  program  for 
Medicaid  and  medically  underserved  persons  in  South- 
east Nebraska,  and 

WHEREAS,  the  grant  has  facilitated  bringing  physi- 
cians and  health  care  providers  together  to  identify 
needs,  resources,  and  potential  delivery  models  for 
meeting  the  needs  of  these  most  vulnerable  popula- 
tions, and 

WHEREAS,  Nebraska  physicians  should  seek  ways 
to  influence  and  guide  the  delivery  model  for  Medic- 
aid managed  care  in  Greater  Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  and  its  member  physicians  sup- 
port the  goals  of  the  grant,  and 

BE  IT  FURTHER  RESOLVED,  that  such  support  be 
communicated  to  the  Nebraska  Department  of  Social 
Services,  Governor  Nelson,  Lt.  Governor  Robak,  the 
Department  of  Health  and  the  Governor's  Commis- 
sion on  Managed  Care. 

Representatives  from  rural  Nebraska  cogently 
pointed  out  the  results  of  the  Robert  Wood  Johnson 
grant  for  the  "Reach  Out"  program.  They  felt  that 
significant  groundwork  has  been  laid  for  the  expan- 
sion of  Medicaid  managed  care  in  rural  Nebraska. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
Resolution  #18  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(9)  RESOLUTION  #21  - METRO  OMAHA  MEDICAL 
SOCIETY  - PHYSICIAN  EXTENDERS 


Resolution  #21  read  as  follows: 

WHEREAS,  University  Medical  Centers  in  Nebraska 
have  a long  history  of  the  care  of  patients  who  are 
Medicaid  recipients, 

WHEREAS,  physicians  in-training  (residents)  have 
been  an  integral  part  of  the  health  delivery  team, 

WHEREAS,  those  physicians  in  post-graduate  years 
II  and  above  frequently  are  fully  licensed  physicians 
deliver  quality  care  under  faculty  supervision, 

WHEREAS,  the  care  of  patients  is  an  important  part 
of  the  education  of  physicians  in  training; 

THEREFORE,  BE  IT  RESOLVED,  that  residents  (phy- 
sicians-in-training)  may  be  designated  physician  ex- 
tenders for  the  State  of  Nebraska  Medicaid  Managed 
Care  program,  and 

BE  IT  FURTHER  RESOLVED,  that  with  these  resi- 
dents as  physician  extenders  the  numbers  of  patients 
assigned  to  a primary  care  physician  who  supervises 
residents  may  be  increased  by  at  least  the  same 
number  per  resident  currently  in  place  for  other 
primary  care  physicians  who  utilize  extenders. 

The  Department  of  Social  Services  has  already  met 
with  representatives  of  both  the  University  Medical 
Center  and  Creighton  Medical  Center  concerning  this 
issue.  All  interested  parties  agreed  that  residents 
needed  to  be  an  integral  part  of  the  new  Medicaid 
plan.  Ongoing  discussions  have  made  this  resolution 
a "non-issue". 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  that  this 
resolution  not  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE  AND  GRATEFULLY  ACKNOWLEDGE  THE 
ABLE  ASSISTANCE  OF  DR.  GORDON  BRAINBRIDGE 
AND  DR.  MICHELLE  PETERSEN.  This  was  adopted. 

Respectfully  submitted, 

Eugene  M.  Zweiback,  M.D.,  Chm.,  Omaha 
Gordon  D.  Bainbridge,  M.D.,  Grand  Island 
Michelle  B.  Petersen,  M.D.,  Lincoln 

Reference  Committee  #2 

Reference  Committee  #2  considered  10  reports. 
The  reference  committee  submits  the  following  report 
and  recommendations. 

(1 ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #20, 
RESOLUTION  #20  (A95)  DEVELOPMENT  OF 
STANDARD  OF  CARE 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 
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(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#21,  RESOLUTION  #21  (A95)  DEVELOPMENT  OF 
STATEWIDE  EMERGENCY  MEDICAL  TRANSPOR- 
TATION SYSTEM 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#27,  AMBULATORY  SURGICAL  CENTER  REGULA- 
TIONS 

Testimony  was  heard  from  Dr.  Dennis  O'Leary 
who  expressed  considerable  concern  regarding  the 
draft  of  regulations  for  ambulatory  surgical  centers 
published  in  the  July,  1995  issue  of  the  Nebraska 
Medical  lournal.  Comment  was  made  that  restrictions 
regarding  procedures  that  can  be  performed  in  ambu- 
latory surgical  centers  reflect  restrictions  imposed  by 
HCFA  for  Medicare  patients,  and  that  these  criteria 
are  too  restrictive.  The  Ad-Hoc  Committee  on  Ambu- 
latory Surgical  Center  Regulations  meets  on  October 
17  and  this  issue  will  be  discussed  further  at  that 
meeting. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#31,  MULTI-PROVIDER  DATA  COLLECTION  AND 
ASSESSMENT  SYSTEM 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#42,  LONG  RANGE  PLANNING  SESSION 

Testimony  was  heard  from  Dr.  Klutman  regarding 
the  Greater  Nebraska  Caucus.  The  Greater  Nebraska 
Caucus  has  decided  to  set  up  a task  force  to  further 
address  the  organizational  needs  for  this  body.  It  was 
reported  that  Greater  Nebraska  Caucus  has  passed  a 
motion  asking  MOMS  and  LCMS  to  provide  some 
input  into  the  organizational  efforts  to  the  Greater 
Nebraska  Caucus.  No  further  testimony  was  heard 
regarding  the  Long  Range  Planning  Session. 


RECOMMENDATION: 

1 . The  reference  committee  recommends  that  Item 
#42  be  approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Klutman  informed  the  House  that  he  and  Dr.  Bainbridge 
will  be  co-chairing  the  task  force.  He  noted  that  the 
greatest  challenge  facing  the  Greater  Nebraska  Cau- 
cus is  geographical.  The  House  then  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  reference  committee. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  NMA-MEDICAL  STUDENT 
CHAPTER,  CREIGHTON  AND  THE  REPORT  OF 
THE  NMA-MEDICAL  STUDENT  CHAPTER,  UNMC 

These  reports  were  considered  together.  Com- 
ment was  made  that  both  of  these  medical  student 
organizations  have  put  forward  a tremendous  effort  in 
becoming  organized  and  being  involved  in  various 
community  activities.  It  was  suggested  that  a letter  of 
commendation  be  sent  to  both  NMA-MSC,  Creighton 
and  NMA-MSC,  UNMC  for  their  involvement  in  the 
community  and  organized  medicine. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
this  item  be  filed  and  that  a letter  of  commendation  be 
sent  to  these  two  groups. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

No  discussion  was  heard  regarding  this  report.  The 
item  was  reviewed  by  the  reference  committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(9)  REPORT  OF  THE  COMMITTEE  ON  RURAL 
HEALTH 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

Mr.  Speaker,  I would  like  to  recognize  the  contri- 
butions of  Dr.  Jeffry  Strohmyer  and  Dr.  Milton  Johnson 
as  members  of  Reference  Committee  #2  and  thank 
them  for  their  efforts. 

Respectfully  submitted, 

Kiran  Cangahar,  M.D.  Chairman,  Lincoln 
Jeffry  L.  Strohmyer,  M.D.,  Papillion 
Milton  R.  Johnson,  M.D.,  Scottsbluff 


Reference  Committee  3 

Reference  Committee  #3  considered  1 1 reports 
and  2 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS, 

ITEM  #2,  RESOLUTION  #2  (A95)  STARK 
RELIEF  RESOLUTION 

Testimony  was  heard  that  this  resolution  had  been 
adopted  by  the  AMA  House  of  Delegates. 

RECOMMENDATION: 

1.  It  is  recommended  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 
RESOLUTION  #5  (A95)  PRICE  REDUCTION  FOR 
PRACTICE  PARAMETERS  ON  CD-ROM 

The  resolution  called  for  a reduction  in  price  for 
members  purchasing  the  practice  parameters  on  cd- 
rom.  Subsequently  the  AMA  did  make  a decision  to 
reduce  the  price  of  these  practice  parameters  and  the 
resolution  was  withdrawn. 

RECOMMENDATION: 

1.  It  is  recommended  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#7,  RESOLUTION  #7  (A95)  MEDICARE  GUIDE- 
LINES FOR  E/M  CODING 

The  report  indicates  that  this  resolution  was  re- 
ferred to  the  AMA  Board  of  Trustees. 

RECOMMENDATION: 

1.  The  membership  be  advised  as  to  the  action  of 
the  Board  of  Trustees  when  this  information  is  avail- 
able. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#9,  RESOLUTION  #9  (A95)  AMA-FORMAT  AT 
ANNUAL  LEADERSHIP  CONFERENCE 

Testimony  was  heard  that  the  AMA  House  of 
Delegates  had  amended  the  resolution  and  called 
on  the  AMA  to  provide  a continued  format  of 
education  and  leadership  training  at  the  annual 
leadership  conference. 

RECOMMENDATION: 

1.  It  is  recommended  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #10, 
RESOLUTION  #10  (A95)  COUNTY  OFFICER  FO- 
RUM 

The  AMA  House  of  Delegates  adopted  this  Resolution. 
RECOMMENDATION: 

1.  It  is  recommended  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#24,  NEBRASKA  CARRIER  ADVISORY  COMMITTEE 

Testimony  was  heard  that  the  carrier  had  been 
provided  a list  of  nominees  to  replace  those  commit- 
tee members  who  required  replacement.  The  refer- 
ence committee  reviewed  the  list  of  nominees.  No 
action  was  felt  to  be  necessary. 

RECOMMENDATION: 

1.  It  is  recommended  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#25,  NATIONAL  HEALTH  INSURANCE  COMPANY 

The  testimony  was  heard  that  the  Maryland  Delega- 
tion to  the  AMA  was  asking  if  the  Nebraska  Delega- 
tion would  be  willing  to  co-sponsor  a resolution  which 
provides  that  the  American  Medical  Association  Board 
of  Trustees  study  the  feasibility  of  establishing  a na- 
tional physician  owned  and  operated  health  insur- 
ance company.  Testimony  was  heard  that  the  NMA 
Board  of  Directors  had  further  suggested  an  addi- 
tional resolve  that  such  a national  physician  owned 
and  operated  health  insurance  company  should  also 
be  structured  as  a TPA  (3rd  party  administrator)  for 
POs  (physician  organizations).  Considerable  testimony 
was  heard  pro  and  con  whether  to  support  this  reso- 
lution. Testimony  was  heard  that  supporting  a health 
insurance  company  may  not  be  an  appropriate  func- 
tion of  the  AMA.  Testimony  was  also  heard  that  having 
a resource  to  serve  as  a third  party  administrator  for 
physician  organizations  may  well  be  a desirable  func- 
tion of  the  AMA  and  that  therefore  the  matter  should 
be  referred  back  to  the  NMA  Board  of  Directors  for 
reconsideration.  The  Reference  Committee  does  not 
support  the  endorsement  of  the  Maryland  Resolution 
as  presented. 
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RECOMMENDATIONS: 

1.  That  the  proposed  resolution  in  item  25  not  be 
co-sponsored  by  the  NMA. 

2.  That  the  NMA  Board  of  Directors  consider  de- 
veloping an  alternate  resolution  recommending  con- 
sideration of  an  AMA  structure  which  would  serve  as 
a third  party  administrator  for  physician  organizations. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Bacon,  as  a point  of  information,  noted  that  the 
Kansas  Medical  Association  has  established  its  own 
insurance  company  which  currently  has  over  $7.5 
million  in  assets,  and  that  similar  activity  is  occurring 
across  the  South.  Dr.  Dan  Crowney  rose  in  support  of 
the  resolution,  pointing  out  that  it  merely  called  for  a 
feasibility  study.  Dr.  Shapiro  countered,  however,  that 
if  the  Association  is  opposed  to  the  formation  of  an 
insurance  company,  the  expenditure  of  resources  to 
study  the  issue  would  not  be  worthwhile.  Dr.  Bacon 
sought  clarification  as  to  the  timetable  for  submission 
of  a resolution  to  the  AMA  should  the  Board  decide  to 
do  so.  Dr.  Roffman  stated  that  the  resolution  should  be 
submitted  for  consideration  at  the  AMA's  Interim 
Meeting.  Following  this  discussion,  the  House  adopted 
this  section  of  the  report. 

(8)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#26,  AMA  DELEGATE  ALLOCATION 

Testimony  was  heard  that  the  since  the  1984 
Interim  Meeting  of  the  AMA  House  of  Delegates, 
the  Nebraska  Medical  Association  has  had  an 
additional  delegate  seat  due  to  the  fact  that  75%  of 
NMA  members  are  also  members  of  AMA.  As  of 
December  1994,  the  percentage  of  NMA  members 
who  are  also  members  of  AMA  has  dropped  to 
73%.  Therefore,  this  additional  delegate  seat  is  in 
jeopardy.  The  Board  has  recommended  that  the 
House  of  Delegates  adopt  the  following  resolution 
and  that  the  NMA  delegates  to  the  AMA  House  of 
Delegates  submit  the  Resolution  for  consideration 
by  AMA  House  of  Delegates  in  December  of  1 995. 

WHEREAS,  the  % of  membership  in  the  AMA 
by  state  association  members  is  lower  than  in 
previous  years,  and  is  likely  to  remain  so,  and 

WHEREAS,  this  is  a nationwide  rather  than  a 
regional  trend,  and 

WHEREAS,  AMA  Bylaws  Amendment  Sec- 
tion 2.112  stipulates  that  a constituent  associa- 
tion shall  be  entitled  to  an  additional  delegate 
and  alternate  in  the  House  of  Delegates  if  75% 
or  more  of  its  members  are  also  members  of  the 
American  Medical  Association,  and  this  criteria 
may  be  unlikely  to  be  met  by  any  state  associa- 
tion in  the  future,  and 

WHEREAS,  the  reasons  for  implementing 
AMA  Bylaws  Amendment  Section  2.112  have 
not  changed; 

THEREFORE,  BE  IT  RESOLVED,  that  the  AMA 
House  of  Delegates  update  Bylaws  Amendment 
Section  2.112  by  changing  the  75%  require- 
ment to  662/3%  so  the  revised  AMA  Bylaws 
Amendment  Section  2.112  would  read  as  fol- 
lows: 


A constituent  association  shall  be  entitled  to 
an  additional  delegate  and  alternate  in  the  House 
of  Delegates  if  662/3%  or  more  of  its  members 
are  also  members  of  the  American  Medical 
Association,  and 

BE  IT  FURTHER  RF.SOI  VFD.  that  the  AMA 
extend  the  remedial  time  required  to  re-attain 
the  662/3%  membership  level  from  1 year  to  3 
years,  while  continuing  to  require  the  submis- 
sion of  a written  plan  for  intensified  AMA  mem- 
bership development  activities  bv  the  state, 
prepared  with  the  assistance  of  the  AMA's  mar- 
keting strategists. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  adop- 
tion of  this  Resolution  as  presented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Zweiback  rose  in  opposition  to  the  resolution,  noting 
that  if  Nebraska's  percentage  of  membership  is  drop- 
ping, then  so  is  the  percentage  in  other  states.  He  felt 
that  the  AMA  should  downsize  as  have  other  corpora- 
tions. Following  these  comments,  the  House  adopted 
this  section  of  the  report. 

(9)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

This  report  was  reviewed.  Dr.  Roffman  was  present 
to  answer  questions. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(10)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  YPS 

The  Reference  Committee  reviewed  this  report 
and  no  testimony  was  heard. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(1 1)  REPORT  OF  THE  STUDY  OF  THE  FEDERATION 
OF  MEDICINE 

The  Reference  Committee  reviewed  this  report 
and  no  testimony  was  heard  in  regards  to  the  report. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(12)  RESOLUTION  #14  - METRO  OMAHA  MEDICAL 
SOCIETY  - ELECTRONIC  DISSEMINATION  OF 
INFORMATION  BY  AMA 


404  Nebraska  Medical  Journal  December  1995 


Resolution  #14  read  as  follows: 

WHEREAS,  there  is  an'urgent  national  need  for 
rapid  dissemination  of  accurate  information  regard- 
ing Medicare  regulations  and  other  administrative 
information,  and 

WHEREAS,  the  American  Medical  Association  has 
the  capacity  for  providing  a data  base  and  electronic 
means  of  transmission  such  as  through  the  Internet, 
and 

WHEREAS,  this  information  is  then  easily  acces- 
sible by  physicians  and  office  administrators  through- 
out the  United  States; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  encourage  the  American  Medi- 
cal Association  to  define  specific  information  needs  of 
physicians  and  devise  an  electronic  means  of  rapidly 
disseminating  that  information. 

Testimony  was  heard  that  there  is  already  some 
utilization  of  electronic  dissemination  of  information 
by  AMA.  No  further  testimony  was  heard. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  adop- 
tion of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(13)  RESOLUTION  #15  - METRO  OMAHA  MEDICAL 
SOCIETY  - NMA  DELEGATION  TO  AMA  MEET- 
INGS 

Resolution  #15  read  as  follows: 

WHEREAS,  it  is  important  to  have  broad  involve- 
ment of  Nebraska  Medical  Association  leadership  in 
the  American  Medical  Association  activities,  and 

WHEREAS,  the  Speaker  and  Vice  Speaker  of  the 
NMA  House  of  Delegates  are  charged  with  oversee- 
ing the  orderly  conduct  of  business  at  the  NMA  House 
of  Delegates,  and 

WHEREAS,  it  would  be  very  beneficial  for  the 
Speaker  and  Vice  Speaker  of  the  NMA  House  of 
Delegates  to  observe  the  deliberations  and  actions  of 
the  AMA  House  of  Delegates  as  it  is  in  session,  and 

WHEREAS,  the  Nebraska  Medical  Association  Del- 
egation to  the  AMA  sessions  has  traditionally  included 
Delegates,  Alternate  Delegates,  President  and  Presi- 
dent-elect of  the  NMA  as  well  as  the  Secretary-Trea- 
surer (additional  alternate  slot),  and 

WHEREAS,  by  rotating  the  NMA  Secretary-Trea- 
surer, Speaker  and  Vice  Speaker  in  attending  the  AMA 
meetings,  there  will  be  a better  balance  of  representa- 
tion at  national  meetings  from  various  regions  of  the 
state; 

THEREFORE,  BE  IT  RESOLVED,  that  the  additional 
alternate  delegate  slot  in  the  NMA  Delegation  to  the 
Annual  and  Interim  American  Medical  Association 
meetings  be  filled  on  a rotating  basis  with  the  Secre- 
tary-Treasurer, Speaker  and  Vice  Speaker  of  the  Ne- 
braska Medical  Association  House  of  Delegates. 

A substantial  amount  of  testimony  was  heard  re- 
garding this  Resolution.  Testimony  was  heard  that  we 


currently  have  the  four  delegate  positions,  however 
one  delegate  position  is  in  danger  of  being  lost  and 
this  does  have  a bearing  on  this  particular  Resolution. 
At  the  present  time  two  delegates  and  two  alternates 
are  filling  the  four  delegate  seats  and  the  President, 
President-elect  and  Secretary  Treasurer  are  three  ad- 
ditional representatives.  The  substance  of  the  Resolu- 
tion is  that  the  current  attendance  by  the  NMA 
Secretary  Treasurer  should  be  rotated  with  the  Speaker 
and  Vice-Speaker  so  that  each  of  these  individuals 
would  have  an  attendance  at  one  third  of  the  meet- 
ings. A substantial  amount  of  testimony  was  heard 
regarding  the  need  for  longevity  and  continuity  of 
delegates  and  attendees  at  the  AMA  convention. 
After  reviewing  the  rather  substantial  testimony,  the 
Committee  recommends  adopting  an  amended  re- 
solved as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  seventh 
position  in  the  NMA  Delegation  to  the  Annual  and 
Interim  American  Medical  Association  meetings  be 
filled  on  a rotating  basis  with  the  Secretary-Treasurer, 
Speaker  and  Vice  Speaker  of  the  Nebraska  Medical 
Association  House  of  Delegates. 

RECOMMENDATION: 

1.  The  Committee  recommends  the  adoption  of 
the  Resolution  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Considerable  discussion  ensued.  Dr.  Bacon  informed 
the  House  that  some  of  the  Executive  Committee  of 
the  Board  had  discussed  alternative  approaches  that 
would  accomplish  the  same  purpose  as  the  amended 
resolution.  He  suggested  that  the  resolution  be  re- 
ferred to  the  Board  for  further  consideration.  Dr. 
Caudill  formally  moved  that  the  resolution  be  referred 
to  the  Board,  with  report  back  to  the  House.  He 
acknowledged  that  exposure  of  a greater  number  of 
NMA  members  to  the  AMA  is  a noble  purpose  but 
noted  that  the  proposed  rotational  system  would  have 
a negative  impact  upon  the  effectiveness  of  the  Sec- 
retary-Treasurer. Dr.  Nohner  rose  in  opposition  to  the 
motion  to  refer,  citing  the  benefit  gained  by  exposing 
a greater  number  of  members  to  the  AMA.  Dr.  Michelle 
Petersen  questioned  the  advisability  of  adopting  the 
resolution  before  all  alternatives  have  been  explored. 
Dr.  Zweiback  appealed  to  the  House  to  support  the 
work  of  the  reference  committee.  Dr.  Meissner  asked 
Dr.  Bacon  to  expound  upon  the  alternative  approaches 
he  had  alluded  to.  Dr.  Bacon  explained  that  by  elimi- 
nating the  usage  of  a suite  for  the  President  and 
President-elect  at  AMA  meetings,  enough  money 
would  be  saved  to  send  an  additional  person  to  AMA 
meetings.  Dr.  Caudill  questioned  the  reasoning  be- 
hind the  resolution  in  that  the  Speaker  and  Vice 
Speaker  positions  could  be  filled  by  the  same  individu- 
als for  the  next  twelve  years.  Dr.  Brookhouser  called 
for  a vote  on  the  motion  to  refer.  The  motion  was 
defeated  by  a standing  vote.  The  House  then  adopted 
this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  YOUR 
REFERENCE  COMMITTEE  #3  AS  A WHOLE.  This  was 
adopted  by  the  House. 

Mr.  Speaker,  I wish  to  thank  Dr.  Spry  and  Dr. 
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Nohner  for  their  valuable  assistance  in  the  work  of  this 
committee. 

Respectfully  submitted, 

Gordon  D.  Adams,  M.D.,  Chm.,  Norfolk 
Leslie  A.  Spry,  M.D.,  Lincoln 
Kevin  D.  Nohner,  M.D.,  Omaha 

Dr.  O'Leary  explained  that  the  action  taken  regard- 
ing Resolution  #15  should  in  no  way  be  construed  as 
a vote  against  Dr.  Caudill  personally.  He  commended 
Dr.  Caudill  for  his  participation  and  service  to  the 
Association  and  the  House  responded  with  applause. 
Dr.  Little  assumed  the  podium.  Dr.  Klutman  asked  that 
the  Speaker  look  into  development  of  a consent 
calendar  for  the  House.  Dr.  Little  responded  that  the 
development  of  a consent  calendar  would  be  ex- 
plored. 

Reference  Committee  #4 

Reference  Committee  #4  considered  20  reports 
and  8 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

CONSENT  CALENDAR 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#11,  RESOLUTION  #11  (A95)  MEDICATION  RE- 
FILLS UNDER  MANAGED  CARE 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#13,  RESOLUTION  #13  (A95)  NMA  MEMBER- 
SHIP RECRUITING 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#16,  RESOLUTION  #16  (A95)  SILENT  PPOS 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#18,  RESOLUTION  #18  (A95)  ESTABLISHMENT 
OF  800  NUMBER 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#30,  FORUM  OF  MEDICAL  SPECIALTIES 

(8)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#32,  AMA  CONTRIBUTION  REQUEST 

(9)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#33,  AMA  LITIGATION  CENTER 

(10)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#34,  RECOGNITION  AWARDS 

(12)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#38,  MEMBERSHIP 

(13)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#39,  NMA  BLUE  CROSS/BLUE  SHIELD  GROUP 
HEALTH  INSURANCE  PLAN 

(14)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#40,  FINANCES 

No  testimony  was  heard  on  these  items. 
RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
these  items  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1,  RESOLUTION  #1  (A95)  DELEGATE  STATUS 
FOR  FORMER  AMA  DELEGATES  AND  ALTER- 
NATE DELEGATES  AND  FOR  FORMER  MEMBERS 
OF  THE  AMA  BOARD  OF  TRUSTEES  AND  AMA 
COUNCILS 


Discussion  of  this  item  centered  around  two  issues. 
Those  that  were  for  the  Board  position  stated  that  it 
would  create  additional  slotted  seats  in  the  House 
which  in  view  of  some  considerations  for  reorganiza- 
tion perhaps  might  not  be  appropriate.  The  argument 
against  the  Board  position  was  that  the  advice  and 
council  of  these  experienced  senior  members  would 
not  be  available  to  the  House  of  Delegates. 

RECOMMENDATION: 

1.  Following  this  discussion,  your  Reference  Com- 
mittee recommends  that  this  item  be  accepted  with 
the  following  addition  to  the  last  sentence  of  Item  #1 
of  the  Board  report  of  the  words  "at  the  present  time" 
and  this  sentence  would  then  read,  "The  Board  there- 
fore recommends  that  the  proposed  representation 
revisions  as  suggested  in  this  resolution  not  be  imple- 
mented at  the  present  time." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#14,  RESOLUTION  #14  (A95)  NMA  NOMINAT- 
ING COMMITTEE 

All  testimony  heard  on  this  item  favored  the  posi- 
tion of  the  Board  on  Item  #14. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  this 
item  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(1  1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#37,  MEMBERSHIP  ACKNOWLEDGMENT 

Considerable  testimony  was  heard  on  this  item.  By 
far,  the  preponderance  of  the  testimony  was  con- 
cerned with  the  cost  of  the  certificate,  even  though  it 
would  not  be  charged  directly  to  the  individual  mem- 
ber. It  was  reported  it  would  be  approximately  $2 
each  which  would  amount  to  approximately  $3,600  a 
year. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
item  37  be  rejected,  and  that  the  Board  of  Directors  be 
asked  to  reconsider  the  necessity  of  issuing  a card  in 
that  there  is  a cost  associated  with  this  also  and  the 
card  may  not  be  necessary. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Osborne  inquired  as  to  how  many  members  of  the 
House  had  their  membership  cards  with  them  and 
•here  was  minimal  response.  The  House  then  adopted 
this  section  of  the  report. 

(15)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#41,  FISCAL  NOTE  ON  RESOLUTIONS 

Considerable  testimony  was  heard  on  this  item.  All 
of  the  testimony  basically  supported  the  position  of 
the  Board  on  this  item. 
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RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
this  item  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(16)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE  & MEDICAL  DELIV- 
ERY SYSTEMS 

The  Reference  Committee  appreciates  the  report 
from  the  Committee. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  this 
portion  of  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(17)  REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Testimony  was  heard,  all  in  support  of  the  pro- 
posed revision  of  the  bylaws  as  presented  by  the 
Commission. 

RECOMMENDATION: 

1.  Your  Reference  Committee  therefore  recom- 
mends this  report  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(18)  REPORT  OF  THE  COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

The  report  of  the  Commission  was  appreciated. 
No  testimony  was  heard. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(19)  REPORT  OF  THE  SCIENTIFIC  SESSIONS 
COMMITTEE 

The  report  of  the  Committee  was  appreciated.  No 
testimony  was  heard. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(20)  REPORT  OF  THE  NEBRASKA  PHYSICIAN 
ORGANIZATION  ADVISORY  GROUP 

Testimony  regarding  this  report  noted  the  impor- 
tance to  the  organization  of  the  advisory  group  and  it 


was  hoped  that  they  could  continue  to  have  a mean- 
ingful dialogue  that  would  be  of  benefit  to  all  of  the 
physicians  in  Nebraska  on  the  issues  involved. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(21)  RESOLUTION  #8  - METRO  OMAHA  MEDICAL 
SOCIETY  - COMMUNICATION  EFFECTIVENESS 

Resolution  #8  read  as  follows: 

WHEREAS,  the  current  method  of  communication 
for  Nebraska  Medical  Association  is  a monthly  pink 
sheet,  and 

WHEREAS,  with  the  changing  explosive  environ- 
ment in  health  care,  changes  need  to  be  made  to 
enable  the  NMA  to  serve  more  members  in  a more 
meaningful  way  and  enable  the  organization  to  greatly 
increase  the  amount  of  information  resources  avail- 
able to  NMA  members,  and 

WHEREAS,  methods  of  communication  need  to 
change  periodically  for  a "new  look"; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  form  a Communications  Effec- 
tiveness Task  Force,  with  members  who  have  experi- 
ence in  communications  and  computers,  to  evaluate 
all  vehicles  for  communication,  education  and  infor- 
mation dissemination  and  make  recommendations  to 
the  Board  of  Directors  on  how  to  make  the  NMA 
communications  more  focused  and  efficient  in  our 
changing  environment,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Task  Force  be 
formed  immediately  and  recommendations  be  ap- 
proved and  new  communication  methods  imple- 
mented in  a rapid  fashion. 

During  discussion,  Doctor  Bacon  pointed  out  that 
an  informal  group  has  begun  to  function  in  the  man- 
ner called  for  in  this  resolution  and  he  agreed  that  it 
would  be  appropriate  that  this  informal  group  be 
formalized  into  a task  force. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
Resolution  #8  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(22)  RESOLUTION  #9  - METRO  OMAHA  MEDICAL 
SOCIETY  - PARTICIPATION  TASK  FORCE 

Resolution  #9  read  as  follows: 

WHEREAS,  members  of  the  Nebraska  Medical  As- 
sociation are  currently  spread  throughout  a large 
geographic  area,  and 

WHEREAS,  because  of  distance  it  is  difficult  for 
physicians  to  take  time  from  their  practice  to  travel  to 
Lincoln  and  participate  in  NMA  meetings,  and 

WHEREAS,  it  is  important  to  have  a mix  of  specialty, 
geographic  area,  sex,  age,  etc.  on  committees  and 
task  forces,  and 

WHEREAS,  there  are  many  new  methods  of  com- 
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municating  which  are  very  effective  and  would  in- 
crease the  number  of  members  able  to  participate, 
and 

WHEREAS,  there  may  be  many  reasons  for  physi- 
cians not  participating  which  need  to  be  addressed; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  form  a Participation  Task  Force 
to  review  all  avenues  of  participation  in  the  NMA, 
including  committee  structure,  composition,  meet- 
ings schedules  and  leadership  identification  and  also 
to  identify  ways  to  eliminate  barriers  for  members  who 
want  to  better  connect  with  the  NMA. 

The  Reference  Committee  heard  considerable  tes- 
timony from  members  throughout  the  State  of  Ne- 
braska on  this  issue  and  all  agreed  that  increased 
participation  was  an  appropriate  goal.  After  the  dis- 
cussion, it  was  felt  by  the  Reference  Committee  that 
the  "THEREFORE,  BE  IT  RESOLVED,"  should  be  modi- 
fied as  follows: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  assign  this  matter  to  the  Commis- 
sion on  Association  Affairs  to  review  all  avenues  of 
participation  in  the  NMA,  including  committee  struc- 
ture, composition,  meeting  schedules  and  leadership 
identification  as  well  as  telecommunications  and  con- 
ference calls,  and  also  identify  ways  to  eliminate 
barriers  for  members  who  want  to  better  connect  with 
the  NMA." 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(23)  RESOLUTION  #10  - METRO  OMAHA  MEDICAL 
SOCIETY  - EDUCATIONAL  PROGRAMS  & RESO- 
LUTION #13  - METRO  OMAHA  MEDICAL  SOCI- 
ETY - CONOMIKES  PROGRAM 

Resolution  #10  read  as  follows: 

WHEREAS,  there  is  a definite  need  among  mem- 
bers for  education  for  themselves  and  their  office 
staffs,  and 

WHEREAS,  Metro  Omaha  Medical  Society  in  con- 
junction with  the  Omaha  Midwest  Clinical  Society  has 
been  providing  regular  seminars  for  members  for  the 
past  four  years  and  consequently  has  experience  in 
providing  successful  seminars,  and 

WHEREAS,  it  would  be  beneficial  for  physicians  in 
other  areas  of  Nebraska  to  have  the  opportunity  to 
attend  these  same  seminars; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  work  with  Metro  Omaha  Medi- 
cal Society  and  Lancaster  County  Medical  Society  to 
provide  educational  seminars  for  physicians  in  the 
entire  state  of  Nebraska. 

Resolution  #13  read  as  follows: 

WHEREAS,  there  is  a definite  need  among  mem- 
bers for  education  for  themselves  and  their  office 
staffs,  and 

WHEREAS,  Metro  Omaha  Medical  Society  has 
been  providing  regular  seminars  for  members  for  the 
past  four  years  and  consequently  has  experience  in 
providing  successful  seminars,  and 


WHEREAS,  Conomikes  Associates  has  approached 
Metro  Omaha  Medical  Society  to  provide  an  educa- 
tion program  for  members  via  audio  tapes,  handbooks 
and  hotlines,  and 

WHEREAS,  Metro  Omaha  Medical  Society  has 
reviewed  the  material  and  contacted  state  and  county 
societies  who  currently  work  with  the  Conomikes 
Company,  and 

WHEREAS,  Metro  Omaha  Medical  Society  has 
determined  they  will  provide  the  program  for  their 
members,  and 

WHEREAS,  Omaha  physicians  have  determined 
this  would  be  an  excellent  program  for  physicians  in 
the  rest  of  Nebraska,  and 

WHEREAS,  this  would  be  a revenue  producing 
product  for  Nebraska  Medical  Association; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  work  with  Metro  Omaha  Medical 
Society  and  Lancaster  County  Medical  Society  to 
provide  the  Conomikes  Program  for  physicians  in  the 
entire  state  of  Nebraska. 

These  resolutions  were  considered  together. 
RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
both  of  these  resolutions  be  referred  to  the  Scientific 
Sessions  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(24)  RESOLUTION  #12  - METRO  OMAHA  MEDICAL 
SOCIETY  - MEDICAL  BUSINESS/PRACTICE  MAN- 
AGEMENT SERVICES 

Resolution  #12  read  as  follows: 

WHEREAS,  at  one  time  the  Nebraska  Medical 
Association  offered  managed  care  contract  review  as 
a member  benefit,  and 

WHEREAS,  this  increasingly  popular  member  ben- 
efit was  discontinued  because  of  the  rising  cost  of 
attorney  fees  to  the  association, 

WHEREAS,  some  state  medical  associations  are 
now  providing  a wide  range  of  physician  practice- 
business  management  consulting  or  information  re- 
source location  services  relating  to  contracts,  man- 
aged care  systems,  medical  delivery  organizations, 
etc.,  supported  by  cost  saving  methods; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  inves- 
tigate and,  if  feasible,  establish  an  office  of  Medical 
Business-Practice  Management  Service  to  members 
with  a user  fee  rate  sufficient  to  support  operating 
expenses. 

This  item  had  also  been  touched  upon  by  Doctor 
Bacon  in  his  oral  presentation  to  the  House  at  the 
opening  session.  Considerable  testimony  was  heard 
on  this  issue.  It  was  agreed  that  such  an  office  and/or 
person  could  provide  a significant  service  to  members 
of  the  Nebraska  Medical  Association,  both  in  the  form 
of  a resource  for  further  information  and  as  an  educa- 
tional resource.  Discussions  were  held  as  to  similar 
positions  existing  in  neighboring  states.  In  a recent 
survey  of  the  rural  physicians,  it  was  pointed  out  that 
this  assistance  by  the  NMA  was  one  of  their  highest 
priorities.  On  the  other  side,  it  was  noted  that  perhaps 
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the  problems  are  so  diverse  throughout  the  different 
parts  of  the  state  that  one  person  might  not  be  able  to 
fill  the  need  but  rather  would  need  to  be  either  several 
persons,  or  to  employ  a consultant.  It  was  also  pointed 
out  that  this  would  be  approximately  a $100,000  per 
year  expenditure  which  could  amount  to  a dues 
increase  of  approximately  $72  or  $73  per  member  of 
the  NMA  per  year.  The  proponents  of  this  position 
argued  that  many  of  the  dollars  necessary  to  pay  for 
the  program  could  be  obtained  by  charging  a tuition 
for  educational  programs  and  also  by  charging  indi- 
vidual members  for  services  rendered.  After  consider- 
able discussion  and  testimony,  your  Reference  Com- 
mittee came  to  the  conclusion  that  there  were  really 
two  parts  to  this  issue:  1.)  is  such  a position  really  a 
valid  position  and  is  it  possible  to  create  a meaningful 
service  for  our  members;  and  2.)  If  we  agreed  that  this 
was  so,  was  it  something  that  we  could  financially 
afford.  It  was  apparent  that  there  was  considerable 
interest  in  this  issue,  but  also  it  was  apparent  that  there 
is  not  a consensus  about  the  issue. 

RECOMMENDATIONS: 

1.  Your  Reference  Committee  recommends  that 
the  resolved  be  changed  to  read  as  follows:  "THERE- 
FORE, BE  IT  RESOLVED,  that  the  NMA  investigate  the 
feasibility  of  establishing  an  office  of  Medical  Busi- 
ness-Practice Management  Service  and  report  to  the 
next  House  of  Delegates." 

2.  The  Reference  Committee  recommends  that 
the  resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
O'Leary  questioned  whether  the  Association  wanted 
to  assume  the  potential  liability  incumbent  in  provid- 
ing such  services  and  also  whether  there  was  really  a 
need  when  there  are  many  organizations  available 
nationally  that  provide  these  services. 

Dr.  Klutman  stated  that  as  he  has  traveled  across 
the  state,  two  items  were  consistently  mentioned:  1) 
That  the  Association  must  be  strong  legislatively,  and 
2)  That  there  is  a great  need  for  guidance  in  the 
managed  care  area  as  physicians  feel  they  have  lost 
their  identities  to  the  insurance  companies  and  hospi- 
tals. He  noted  that  whereas  the  Association  has  lobby- 
ists to  provide  expertise  in  the  legislative  arena,  it  does 
not  have  an  identifiable  force  to  provide  expertise  in 
managed  care.  He  warned  that  if  the  Association  fails 
to  address  this  need,  the  Association  will  cease  to 
exist.  He  also  disputed  the  notion  that  a managed  care 
staff  person  would  only  benefit  outstate  physicians, 
noting  that  in  one  or  two  years,  as  their  contracts 
come  up  for  renewal,  Omaha  physicians  will  be  seek- 
ing a great  deal  of  help  in  this  area.  Following  this 
discussion,  the  House  adopted  this  section  of  the 
report. 

(25)  RESOLUTION  #16  - METRO  OMAHA  MEDICAL 
SOCIETY  - AMA  DELEGATES  ATTENDANCE  AT 
NMA  BOARD  MEETINGS 

Resolution  #16  read  as  follows: 

WHEREAS,  the  AMA  Delegates  and  Alternate  Del- 
egates elected  by  the  members  of  the  Nebraska 
Medical  Association  are  a vital  part  of  the  NMA 
leadership,  and 


WHEREAS,  it  is  important  for  the  AMA  Delegates 
and  Alternate  Delegates  to  always  be  knowledgeable 
as  to  the  activities  of  the  Nebraska  Medical  Associa- 
tion, and 

WHEREAS,  the  Nebraska  Medical  Association  Board 
meetings  are  a major  information  source; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  AMA  Delegates  and  Alternate 
Delegates  be  invited  attendees  at  the  Nebraska  Medi- 
cal Association  Board  meetings. 

Testimony  presented  on  this  issue  pointed  out  that 
there  would  be  a significant  cost  for  the  additional 
attendees  at  the  NMA  Board  meetings  consisting  of 
travel  and  meals.  Both  the  immediate  past  president 
and  the  past  president  were  present  at  the  reference 
committee  and  the  past  president  felt  that  his  contin- 
ued presence  on  the  Board  of  Directors  probably  did 
not  add  as  much  benefit  to  the  Association  as  would 
the  presence  of  the  senior  AMA  delegate  at  Board 
meetings.  His  point  was  that  the  AMA  delegation 
needs  to  be  kept  abreast  of  the  current  issues  as 
discussed  at  the  Board  meetings  as  well  as  to  report 
back  to  the  Board  of  Directors  AMA  business  and 
discussions.  All  testimony  heard  at  the  reference 
committee  agreed  with  this  position. 

RECOMMENDATION: 

1.  Therefore,  your  Reference  Committee  recom- 
mends the  following  substitute  "RESOLVED":  "THERE- 
FORE, BE  IT  RESOLVED,  that  the  Nebraska  Medical 
Association's  senior  AMA  delegate  or  designee  be 
invited  to  attend  the  NMA  regular  Board  meetings,  as 
a non-voting  member,  in  lieu  of  the  past  president." 

2.  Your  Reference  Committee  recommends  the 
resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Meissner,  as  a point  of  clarification,  asked  which 
position  was  being  removed  from  the  Board,  the 
Immediate  Past  President  or  the  Past  President.  Dr. 
Retelsdorf  stated  that  the  Past  President's  seat  on  the 
Board  would  be  removed.  The  House. then  adopted 
this  section  of  the  report. 

(26)  RESOLUTION  #1  7 - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY  - SCRUTINY  FOR  NMA  BUDGET 
PROCESS 

Resolution  #17  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association, 
through  a long  range  planning  process,  is  endeavor- 
ing to  address  its  role  in  the  changing  environment, 
and 

WHEREAS,  optimization  of  membership  dollars 
should  be  a major  consideration  during  the  planning 
process,  and 

WHEREAS,  the  NMA  budgeting  process  should 
include  an  analysis  of  needs,  service  delivery  and 
capacity,  and 

WHEREAS,  areas  within  the  budget  that  are  not 
directly  related  to  service  delivery  warrant  individual 
scrutiny  by  the  Board  of  Directors; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  Board 
of  Directors  look  for  greater  efficiencies  within  the 
budget  when  utilizing  its  financial  resources,  and 
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BE  IT  FURTHER  RESOLVED,  that  this  body  support 
the  actions  of  the  Board  of  Directors  when  these 
decisions  need  to  be  made. 

Virtually  all  testimony  heard  on  this  resolution  was 
favorable.  The  only  concern  was  under  the  last  re- 
solved where  it  states  'that  this  body  support  the 
actions  of  the  Board  of  Directors  when  these  deci- 
sions need  to  be  made"  could  be  interpreted  as 
making  the  House  of  Delegates  unnecessary  and  if  the 
resolution  were  passed  in  this  form,  it  would  automati- 
cally support  the  actions  of  the  Board. 

RECOMMENDATIONS: 

1.  Your  Reference  Committee  recommends  the 
following  substitute  second  resolved:  "BE  IT  FURTHER 
RESOLVED,  that  this  body  look  favorably  upon  actions 
of  the  Board  of  Directors  when  these  decisions  need 
to  be  made." 

2.  Your  Reference  Committee  recommends  that 
the  resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  our  report. 

(27)  RESOLUTION  #19  - METRO  OMAHA  MEDICAL 
SOCIETY  - INSURANCE  CARRIER  DECISIONS 
ON  LAB  TESTING 

Resolution  #19  read  as  follows: 

WHEREAS,  many  insurance  carriers  have  adopted 
a policy  to  selectively  deny  payment  for  specific 
laboratory  studies,  and 

WHEREAS,  the  results  of  these  lab  tests  may  be 
necessary  to  diagnose  or  manage  a pathological  state, 
and 

WHEREAS,  the  patient  may  be  informed  that  the 
tests  are  medically  unnecessary  and  be  responsible 
for  payment  thereby  creating  a rift  in  the  physician 
relationship; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  Ad-Hoc  Committee  on  Health 
Care  Insurance  & Medical  Delivery  Systems  contact 
the  major  insurance  carriers  to  address  our  concerns 
on  selective  denial  of  payment  for  laboratory  studies 
and  rectify  the  problems. 

All  testimony  heard  on  this  item  was  favorable.  The 
Chairman  of  the  Committee  on  Health  Care  Insurance 
and  Medical  Delivery  Systems  was  present  and  pointed 
out  that  it  might  be  more  appropriate  to  contact  all 
major  insurance  carriers  with  the  problem  as  pre- 
sented and  also  to  specifically  contact  insurers  when 
specific  problems  are  brought  to  their  attention  with 
specific  cases. 

RECOMMENDATIONS: 

1.  Your  Reference  Committee  recommends  the 
following  alteration  to  the  resolved  portion  of  the 
resolution  so  that  it  would  then  read:  "THEREFORE,  BE 
IT  RESOLVED,  that  the  Nebraska  Medical  Association 
Ad-Hoc  Committee  on  Health  Care  Insurance  & Medi- 
cal Delivery  Systems  study  the  issue  and  address  the 
insurance  carriers  appropriately." 

2 The  Reference  Committee  recommends  the  reso- 
lution be  adopted  as  amended. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE.  Mr.  Speaker,  I would  like  to  extend  my 
thanks  to  Doctor  Krynn  Buckley  and  Doctor  Ronald 
Asher  whose  help  was  greatly  appreciated  in  the 
preparation  of  the  reference  committee's  report.  This 
was  adopted  by  the  House. 

Respectfully  submitted, 

C.  Lee  Retelsdorf,  M.D.,  Chm.,  Omaha 
Krynn  K.  Buckley,  M.D.,  Lincoln 
Ronald  L.  Asher,  M.D.,  North  Platte 


Reference  Committee  #5 

Reference  Committee  #5  considered  8 reports  and 
7*  resolutions.  The  reference  committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#6,  RESOLUTION  #6  (A95)  GOOD  SAMARITAN 
HIV  TESTING 

No  testimony  was  heard  on  this  item. 
RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#12,  RESOLUTION  #12  (A95)  NMA  LEGISLATIVE 
FAX  UPDATE 

No  testimony  was  heard  regarding  this  item. 
RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#15,  RESOLUTION  #15  (A95)  PHYSICIAN  AND 
PHYSICIAN  SPOUSE  PARTICIPATION  IN  GRASS 
ROOT  CAMPAIGNS  THROUGHOUT  THE  STATE 

Testimony  was  not  heard  on  this  item. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#19,  RESOLUTION  #19  (A95)  EXEMPTION  OF 
POL'S  FROM  CLIA  '88 

The  NMA  awaits  response  from  the  AMA  regarding 
the  exact  timing  of  our  contact  with  Nebraska's  Con- 
gressional delegation  regarding  this  issue. 
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RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  BOARD  DIRECTORS,  ITEM  #23, 
NOMINATIONS  AND  APPOINTMENTS 

No  comments  were  heard  on  the  nomination  of 
Todd  Henderson,  M.D.,  to  serve  on  the  Child  and 
Family  Leadership  Commission  or  the  nomination  of 
Eamonn  M.  Quigley,  M.D.,  Omaha,  to  serve  on  the 
Board  of  Examiners  in  Medical  Nutrition  Therapy. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#29,  FOCUSED  WORKING  GROUPS 

The  Committee  supports  the  concept  of  focused 
working  groups. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  NEBRASKA  DEPARTMENT  OF 
HEALTH 

The  Committee  heard  from  Dr.  Tom  Safranek, 
epidemiologist  for  the  Nebraska  Department  of  Health, 
substituting  for  Dr.  Horton.  Dr.  Safranek  reviewed  the 
report  of  the  State  Department  of  Health  and  an- 
swered questions.  Dr.  Ron  Klutman  noted  the  reorga- 
nization of  the  health  department  and  expressed  the 
desire  and  opinion  that  the  Director  of  the  State 
Department  of  Health  needs  to  continue  to  be  a 
physician,  both  for  the  credibility  of  a physician  in 
dealing  with  health  matters,  and  the  peer  status  nec- 
essary in  disciplining  other  physicians. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(8)  REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

No  testimony  was  heard  on  this  report. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
report  be  filed. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  RESOLUTION  #1  - SCOTTS  BLUFF  COUNTY 
MEDICAL  SOCIETY  - CONTINUED  OPPOSITION 
TO  LB  414 

Resolution  #1  read  as  follows: 

WHEREAS,  LB  414  provides  for  the  independent 
practice  of  medicine  by  nurse  practitioners,  and 

WHEREAS,  the  training  level  of  nurse  practitioners 
is  substantially  below  that  of  a physician,  and 

WHEREAS,  a quality  of  care  issue  arises  due  to  the 
nurse  practitioner's  lack  of  education  and  clinical 
training; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  con- 
tinue to  oppose  LB  414,  or  similar  legislation,  to  the 
fullest  extent  possible. 

Since  this  resolution  had  been  covered  during 
Executive  Session,  no  testimony  was  heard  and  no 
further  recommendations  are  made  by  this  commit- 
tee. 

RECOMMENDATION: 

1.  Defer  to  Executive  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(10)  RESOLUTION  #3  - LANCASTER  COUNTY 
MEDICAL  SOCIETY  - VIOLENCE  AGAINST 
MEDICAL  FACILITIES  AND  HEALTH  CARE 
PRACTITIONERS  AND  THEIR  FAMILIES 

Resolution  #3  read  as  follows: 

WHEREAS,  area  physicians  and  their  families  have 
experienced  increased  intimidation  from  groups,  and 

WHEREAS,  recently,  protesters  have  left  handouts 
and  posters  in  local  hospital  lounges,  featuring  a local 
OB/GYN's  photograph,  comparing  the  physician  to  a 
Nazi,  and 

WHEREAS,  since  threats  have  been  made  of  vio- 
lence, including  death,  and 

WHEREAS,  physicians  and  families  are  understand- 
ably intimidated  and  fearful; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  adopt  the  American  Medical 
Association  policy  5.997  as  follows: 

Violence  Against  Medical  facilities  and  Health 
Care  Practitioners  and  Their  Families  - The  AMA 
supports  the  right  of  access  to  medical  care  and 
opposes  (1)  violence  and  all  acts  of  intimidation 
directed  against  physicians  and  other  health 
care  providers  and  their  families  and  (2)  vio- 
lence directed  against  medical  facilities,  includ- 
ing abortion  clinics  and  family  planning  centers, 
as  an  infringement  of  the  individual's  right  of 
access  to  the  services  of  such  centers.  That  our 
AMA  develop  model  state  legislation  to 
criminalize  violence  and  threats  of  intimidation 
directed  at  all  health  care  workers  and  their 
families,  and 
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BE  IT  FURTHER  RESOLVED,  that  the  NMA  explore 
the  development  of  similar  legislation  for  the  state  of 
Nebraska. 

The  Committee  heard  brief  testimony  on  this  reso- 
lution, and  reviewed  the  comments  of  the  Board  of 
Councilors. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  amend- 
ing and  adopting  the  resolution  as  follows: 

"WHEREAS,  physicians  and  their  families,  and 
other  health  care  workers  have  experienced 
increased  intimidation  from  groups,  and 

WHEREAS,  since  threats  have  been  made  of 
violence,  including  death,  and 

WHEREAS,  physicians  and  families  are  under- 
standably intimidated  and  fearful; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
explore  the  development  of  state  legislation  to 
criminalize  violence  and  threats  of  intimidation 
directed  at  all  health  care  workers  and  their 
families. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(11)  RESOLUTION  #4  - LANCASTER  COUNTY 

MEDICAL  SOCIETY  - EARLY  DISCHARGE  OF 
NEWBORN  INFANTS 

Resolution  #4  read  as  follows: 

WHEREAS,  insurance  companies  and  managed 
health  care  companies  are  forcing  newly  delivered 
mothers  and  infants  to  leave  the  hospital  after  12-24 
hour  stays,  and 

WHEREAS,  the  mother  and  infant  are  at  increased 
risk  of  morbidity  and  mortality  including  such  diagno- 
sis as  later  onset  heart  abnormalities,  gastrointestinal 
blockage,  inadequate  newborn  screening,  poor  feed- 
ing abilities  and  jaundice,  and 

WHEREAS,  the  American  Academy  of  Pediatrics  is 
adopting  a new  policy  which  states  "the  fact  that  a 
short  hospital  stay,  (<48  hours  of  age)  for  term  healthy 
infants  can  be  accomplished  does  not  mean  that  it  is 
appropriate  for  every  mother  and  infant.  Each  mother- 
infant  dyad  should  be  evaluated  to  determine  the 
optimal  time  of  discharge.  The  timing  of  the  discharge 
should  be  the  decision  of  the  physician  caring  for  the 
infant  and  not  by  arbitrary  policy  established  by  third 
party  payors,"  and 

WHEREAS,  several  states  have  found  it  necessary 
to  protect  these  patients  by  initiating  and  passing 
legislation  to  mandate  a 48-hour  stay  for  vaginal 
delivery  and  96  hour  stay  for  cesarean  section; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  stress 
the  importance  of  the  physicians  making  the  decision 
for  discharge  of  these  patients  from  the  hospital,  not 
arbitrary  policy  established  by  third  party  payors,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  initiate 
legislation  to  protect  our  patients,  mother  and  child, 
by  mandating  a 48  hour  stay  after  vaginal  delivery  and 
96  hours  for  cesarean  section  delivery. 


The  reference  committee  heard  testimony  on  this 
resolution,  the  gist  of  which  is  that  the  physician 
should  be  the  party  responsible  for  deciding  appropri- 
ate discharge  times  for  patients  from  hospitals. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  deleting 
the  fourth  'WHEREAS”  of  the  original  resolution,  and 
amending  and  adopting  the  resolved  portions  of  the 
resolution  as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
stress  the  importance  of  the  physician  making  the 
decision  for  discharge  of  these  patients  from  the 
hospital,  not  policy/guidelines  established  by  third 
party  payors,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  affirm 
the  policy  statement  of  the  American  Academy  of 
Pediatrics,  and  that  the  NMA  consider  legislation 
along  these  lines  to  protect  our  patients. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(12)  RESOLUTION  #6  - METRO  OMAHA  MEDICAL* 
SOCIETY  - INSURANCE  DISCRIMINATION 
AGAINST  DOMESTIC  VIOLENCE  VICTIMS 

Resolution  #6  read  as  follows: 

WHEREAS,  domestic  violence  is  a national  tragedy, 
one  just  beginning  to  be  acknowledged  and  ad- 
dressed, and 

WHEREAS,  according  to  a recent  congressional 
survey,  half  the  large  insurance  companies  in  the 
United  States  have  denied  or  canceled  coverage  to 
battered  women,  and 

WHEREAS,  denying  medical  coverage  to  the  vic- 
tims of  domestic  violence  can  be  life  threatening,  and 

WHEREAS,  Senate  Bill  524  would  prohibit  insurers 
from  denying  health  insurance  coverage  or  benefits, 
or  varying  premiums  based  on  an  individual's  status  as 
a victim  of  domestic  violence,  and 

WHEREAS,  Senate  Bill  524  would  also  prohibit 
health  benefit  plans  from  considering  domestic  abuse 
injuries  as  a pre-existing  condition,  which  would  in 
turn  limit  insurance  coverage,  and 

WHEREAS,  this  pre-existing  condition  clause  has 
been  attached  to  Senate  Bill  1028  as  well; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  monitor  Senate  Bill  524  and 
Senate  Bill  1028  and  if  they  are  not  passed  at  the 
national  level,  then 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  sponsor  legislation  at  the  state 
level  which  would  prohibit  any  insurance  company 
doing  business  in  the  state  of  Nebraska  from  denying 
or  canceling  coverage  based  on  the  fact  the  policy 
holder  is  a victim  of  domestic  violence. 

The  reference  committee  reviewed  this  resolution 
and  heard  discussion  that  the  sponsor  of  the  bill 
desired  that  NMA  members  be  encouraged  to  contact 
their  Congressional  delegation  in  support  of  Senate 
Bill  524  and  Senate  Bill  1028. 


412  Nebraska  Medical  Journal  December  1995 


RECOMMENDATION: 

1.  Your  reference  committee  recommends  adop- 
tion of  the  resolution  as  amended  below: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  encourage  its  indi- 
vidual members  to  contact  their  Congressional 
delegation  in  support  of  Senate  Bill  524  and  Senate 
Bill  1028,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  sponsor  legislation  at  the  state 
level  if  these  bills  do  not  pass  the  Congress. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(13)  RESOLUTION  #7  - METRO  OMAHA  MEDICAL 
SOCIETY  - WORKERS'  COMPENSATION 
HEARINGS 

Resolution  #7  read  as  follows: 

WHEREAS,  at  a recent  hearing  the  Nebraska  Work- 
ers' Compensation  Court  promulgated  revised  rules 
regarding  independent  medical  examiners,  and 

WHEREAS,  there  were  no  physicians  present  to 
testify  on  behalf  of  physicians  concerning  the  revised 
rules,  and 

WHEREAS,  workers'  compensation,  along  with 
subrogation  and  subacute  care,  may  not  significantly 
impact  every  physician  member  in  this  state,  however, 
the  aggregate  potential  consequences  for  medical 
care  of  patients  may  be  substantial  and  warrant  orga- 
nized medicine's  comments,  suggestions  and  recom- 
mendations, and 

WHEREAS,  to  ignore  what  are  often  seen  as  "fringe" 
issues  surely  allows  other  constituencies  to  inappro- 
priately or  disproportionately  influence  the  ultimate 
rules  under  which  we  must  all  operate  in  today's 
rapidly  changing  practice  environment; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  have  representation  at  ajj  state 
hearings  involving  issues  which  may  impact  medical 
practice  in  this  State,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  notify  component  societies  of 
hearings  in  a timely  fashion  in  order  for  component 
societies  to  suggest  names  of  local  physicians  who 
would  be  knowledgeable  and  interested  in  attending 
such  hearings. 

The  committee  heard  testimony  regarding  the  inci- 
dent which  spawned  this  resolution.  Charles  Pallesen, 
legal  counsel  for  the  NMA,  also  contributed  to  the 
discussion.  Testimony  was  further  heard  from  Dr. 
O'Leary  in  support  of  the  concept  of  this  resolution, 
and  also  that  he  thought  the  Nebraska  Medical  Asso- 
ciation could  develop  a questionnaire  for  its  members 
to  complete  on  areas  of  expertise  and  interest,  other 
than  medicine,  which  could  be  used  to  locate  physi- 
cians willing  to  testify  before  state  hearings  on  sub- 
jects germane  to  or  unrelated  to  medical  subjects. 
After  reviewing  the  testimony,  the  reference  commit- 
tee concluded  that  current  legal  issues  are  monitored 
to  the  best  of  the  Association's  abilities,  especially 
regarding  personnel  and  cost. 


RECOMMENDATION: 

1.  The  reference  committee  recommends  no  ac- 
tion on  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(14)  RESOLUTION  #1  1 - METRO  OMAHA  MEDICAL 
SOCIETY  - M.D.  AND  D.O.  DESIGNATION  IN 
US  WEST  TELEPHONE  BOOKS 

Resolution  #11  read  as  follows: 

WHEREAS,  the  designation,  physician,  in  the  yel- 
low pages  of  the  telephone  directories  includes  D.C., 
D.O.,  D.P.M.  and  M.D.  and  may  include  other  health 
provider  degrees  in  the  future,  and 

WHEREAS,  the  public  must  know  the  education 
degree  credentials  of  a physician  so  as  to  make  an 
appropriate  physician  selection  for  their  respective 
need,  and 

WHEREAS,  US  West  had  eliminated  using  M.D. 
and  D.O.  designations  after  physician's  names  in  the 
Yellow  Pages  in  twelve  states,  and 

WHEREAS,  the  Arizona  Medical  Association, 
Maricopa  County  Medical  Society,  Pima  County 
Medical  Society  and  Arizona  Osteopathic  Society  are 
currently  in  litigation  against  US  West  concerning  this 
matter,  and 

WHEREAS,  the  Arizona  Medical  Association  is  not 
hopeful  they  will  be  able  to  win  the  lawsuit,  and 

WHEREAS,  if  US  West  is  successful  in  eliminating 
education  degree  professional  designations  in  these 
twelve  states  they  will  be  expanding  the  same  concept 
in  other  areas; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  monitor  the  situation  in  Arizona 
and  take  steps  through  legislation  to  ensure  the  same 
situation  does  not  happen  in  Nebraska. 

Testimony  was  heard  about  this  resolution  from 
legal  counsel.  He  noted  that  several  years  ago,  an 
attempt  had  been  made  to  get  the  Yellow  Pages  to 
alter  the  way  they  listed  physicians  and  the  courts 
were  not  sympathetic  and  this  effort  failed.  It  was  felt 
that  addressing  the  issue  through  the  market  place 
would  probably  be  better  and  more  effective  in  resolv- 
ing the  situation  than  legislation. 

RECOMMENDATION: 

1.  The  reference  committee  nonetheless  recom- 
mends adoption  of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(15)  RESOLUTION  #20- METRO  OMAHA  MEDICAL 
SOCIETY  - FEDERAL  BLOCK  GRANTS  - STATE 
DISTRIBUTION 

Resolution  #20  read  as  follows: 

WHEREAS,  physicians  historically  and  traditionally 
have  always  advocated  on  behalf  of  our  patients,  and 
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WHEREAS,  regardless  of  remuneration,  physicians 
must  always  be  advocates  for  their  patients,  and 

WHEREAS,  in  these  times  of  increased  concern  as 
to  the  cost  of  health  care,  we  as  physicians  are 
concerned  with  cost  but  have  more  concern  for  the 
welfare  of  our  patients,  and 

WHEREAS,  there  appear  to  be  efforts  by  the  federal 
government  to  block  grant  revenues  to  state  govern- 
ments for  a wide  range  of  services; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  communicate  with  Executive  and 
Legislative  branches  of  state  government  along  with 
the  government  administrative  services  the  impor- 
tance of  maintaining  health  service  delivery  in  lieu  of 
maintaining  the  bureaucratic  structure. 

The  reference  Committee  heard  discussion  to  the 
effect  that  as  physicians,  we  need  to  be  active  partici- 
pants in  the  determination  of  the  allocation  of  funds  in 
these  block  grants.  The  theory  behind  the  block  grants 
is  that  more  dollars  would  be  available  for  patient  care 
if  one  level  of  administrative  bureaucracy  was  elimi- 
nated. Testimony  was  also  heard  that  the  negotiated 
rule  making  laws  have  passed  in  the  state  Legislature, 
mandating  that  physicians  be  consulted  and  consid- 
ered in  the  process  of  enacting  regulations  which 
affect  physicians. 

RECOMMENDATION: 

1.  The  Reference  Committee  recommends  that 
the  resolution  be  amended  and  adopted  as  follows: 

WHEREAS,  physicians  historically  and  tradition- 
ally have  always  advocated  on  behalf  of  our  pa- 
tients, and 

WHEREAS,  regardless  of  remuneration,  physi- 
cians must  always  be  advocates  for  their  patients, 
and 

WHEREAS,  in  these  times  of  increased  concern 
as  to  the  cost  of  health  care,  we  as  physicians  are 
concerned  with  cost  but  have  more  concern  for  the 
welfare  of  our  patients,  and 

WHEREAS,  there  appear  to  be  efforts  by  the 
federal  government  to  block  grant  revenues  to 
state  governments  for  a wide  range  of  services  in 
order  to  eliminate  one  level  of  administrative  bu- 
reaucracy; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  communicate  to  the 
Executive  and  Legislative  branches  of  state  govern- 
ment the  importance  of  maintaining  health  service 
delivery  as  opposed  to  expanding  the  bureaucratic 
structure,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  moni- 
tor legislative  initiatives  and  pursue  action  through 
the  negotiated  rule  making  laws  currently  in  place. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5  AS  A 
WHOLE.  This  was  adopted  by  the  House. 


I would  like  to  thank  reference  committee  mem- 
bers Dr.  Susanne  Eilts  and  Dr.  John  Reed  for  their 
expertise  and  assistance  in  compiling  this  report. 

Respectfully  submitted, 

Chris  E.  Wilkinson,  M.D.,  Chm.,  Kearney 
Susanne  E.  Eilts,  M.D.,  Omaha 
John  L.  Reed,  M.D.,  Lincoln 

Reference  Committee  #6 

Reference  Committee  #6  considered  12  reports. 
The  Reference  Committee  submits  the  following  re- 
port and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#3,  RESOLUTION  #3  (A95)  EUTHANASIA  & 
PHYSICIAN  ASSISTED  SUICIDE  POLICY  STATEMENT 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  Committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#8,  RESOLUTION  #8  (A95)  MODEL  LIVING  WILL 
AND  MODEL  POWER  OF  ATTORNEY  FOR 
HEALTH  CARE 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  Committee.  The  University  of 
Nebraska  Cooperative  Extension  pamphlet  alluded  to 
in  the  report  is  available  at  the  registration  table. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#17,  RESOLUTION  #17  (A95)  VIOLENCE  IN 
AMERICA 

This  item  was  discussed  with  the  discussion  men- 
tioning that  the  Nebraska  Medical  Association  Alli- 
ance is  actively  working  in  this  area.  During  the  month 
of  October,  the  Nebraska  Medical  Association  Alli- 
ance has  scheduled  the  appearance  of  billboard  ad- 
vertising in  the  State  of  Nebraska  emphasizing  the 
problem  of  violence  and  abuse. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  the 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#35,  TECHNICAL  SUPPORT  COMMITTEE 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  Committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#36,  PREVENTIVE  LAW  SEMINAR 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Doctor  Bosley  was  present  and  discussed  the  Com- 
mittee report.  He  stated  that  he  is  communicating 
with  superintendents  of  school  districts  throughout 
the  state  concerning  violence  in  the  home  and  school. 
He  emphasized  a willingness  to  work  with  school 
superintendents  in  developing  curriculum  programs 
for  the  schools. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  & CHILD  HEALTH 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
VIOLENCE  & NEGLECT 

Doctor  Jack  Lewis  was  present  and  discussed  the 
Committee  report.  He  stated  that  October  was  Na- 
tional Violence  Against  Women  Awareness  Month. 
He  reported  that  a booklet  is  being  developed  and 
printed  for  distribution  to  all  physicians  in  the  State  of 
Nebraska  concerning  the  topic  of  violence  against 
women.  The  booklet  should  be  finished  by  the  end  of 
October  or  early  November.  The  booklet  was  mod- 
eled after  similar  booklets  published  by  the  Minnesota 
Medical  Association  and  Iowa  Medical  Society.  He 
reported  that  on  November  14,  there  will  be  an  ABC 
breakfast  held  at  the  Holiday  Inn  at  72nd  and  Grover 
Streets  in  Omaha  with  a presentation  on  violence 
against  women.  On  the  evening  of  November  14, 
Doctor  Robert  McAfee  will  be  at  the  Metro  Omaha 
Medical  Society  meeting  and  give  a presentation  to 
the  members  and  spouses  on  domestic  violence. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  item  be  filed. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(9)  REPORT  OF  THE  COMMISSION  ON  PUBLIC  AFFAIRS 

The  committee  discussed  the  report  with  the  em- 
phasis on  the  availability  of  a packaged  slide  program 
for  members  to  use  in  discussing  health  care  issues 
with  the  public.  It  was  also  recommended  that  physi- 
cians contact  the  NMA  office  when  they  are  in  need 
of  updated  information  or  contacts  when  preparing 
for  speeches  and  presentations  to  various  church  or 
civic  organizations. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

• MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(10)  REPORT  OF  THE  EVERY  WOMAN  MATTERS 
NMA  ADVISORY  COMMITTEE 

Doctor  Braddock  summarized  the  report  and  em- 
phasized the  unique  close  working  arrangement  of 
the  committee  with  the  State  Health  Department.  She 
stated  that  a booklet  will  be  sent  to  all  Nebraska 
physicians  concerning  breast  cancer  and  the  medi- 
cally-viable  methods  of  treatment  and  other  informa- 
tion for  breast  cancer  patients.  She  emphasized  the 
special  issue  of  the  Nebraska  Medical  Journal  that  will 
be  devoted  entirely  to  the  subject  of  breast  cancer. 
This  is  scheduled  for  January,  1996  with  Category  I 
CME. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Braddock  directed  the  House's  attention  to  free 
samples  of  the  Every  Woman  Matters  media  campaign 
and  encouraged  all  members  to  display  the  materials 
in  their  offices.  The  House  then  adopted  this  section 
of  the  report. 

(11)  MINUTES,  BOARD  OF  COUNCILORS 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(12)  LIFE  MEMBERSHIP  REQUESTS  & 

1996  50-YEAR  PRACTITIONERS 

These  requests  read  as  follows: 
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REQUESTS  FOR  LIFE  MEMBERSHIP 
METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Eduardo  A.  Conoan,  M.D.,  Omaha 
Richard  B.  Davis,  M.D.,  Omaha 
Gerard  J.  Kelly,  M.D.,  Omaha 

REQUEST  FOR  ASSOCIATE  MEMBERSHIP 
METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
James  J.  Woodbury,  M.D.,  Omaha 

FIFTY  YEAR  PRACTITIONERS  - 
1996  ANNUAL  SESSION 
CASS  COUNTY  MEDICAL  SOCIETY 
Robert  J.  Dietz,  M.D.,  Plattsmouth 
GAGE  COUNTY  MEDICAL  SOCIETY 
Myron  E.  Samuelson,  M.D.,  Wymore 
LANCASTER  COUNTY  MEDICAL  SOCIETY 
Samuel  I.  Fuenning,  M.D.,  Lincoln 
John  M.  Keller,  M.D.,  Lincoln 
James  H.  Rickman,  M.D.,  Lincoln 
Henry  D.  Smith,  M.D.,  Lincoln 
METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
John  L.  Barmore,  M.D.,  Omaha 
William  C.  Boelter,  M.D.,  Sun  City,  AZ 
J.  Allan  Davis,  M.D.,  Omaha 
John  C.  Filkins,  M.D.,  Council  Bluffs,  IA 
L.  Thomas  Hood,  M.D.,  Omaha 
Bohdan  J.  Koszewski,  M.D.,  Lincoln 
Edward  Langdon,  M.D.,  Omaha 
John  F.  Latenser,  M.D.,  Omaha 
Stanley  Lutz,  M.D.,  Bellevue 
Edward  M.  Malashock,  M.D.,  Omaha 


Matilda  S.  Mclntire,  M.D.,  Omaha 
Waldean  C.  Mclntire,  M.D.,  Omaha 
Bryon  B.  Oberst,  M.D.,  Omaha 
Francis  M.  Skultety,  M.D.,  Omaha 
OTOE  COUNTY  MEDICAL  SOCIETY 
Harold  S.  Gately,  M.D.,  Syracuse 
SCOTTS  BLUFF  COUNTY  MEDICAL  SOCIETY 
Robert  A.  Chesnut,  M.D.,  Scottsbluff 

No  discussion  was  heard  on  this  report.  The  report 
was  reviewed  by  the  committee. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  the  lists 
be  approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  This  was  adopted  by  the  House.  Dr.  Brown 
recognized  and  thanked  Dr.  Suzanne  Braddock  for 
her  assistance  on  Reference  Committee  #6  and  noted 
that  Dr.  Larry  Ruth  was  unable  to  attend. 

Respectfully  submitted, 

Elvin  G.  Brown,  M.D.,  Chm.,  Hastings 
Suzanne  W.  Braddock,  M.D.,  Omaha 

Dr.  Little  recognized  and  thanked  the  Reference  Com- 
mittees and  NMA  staff  for  their  hard  work  in  prepara- 
tion of  the  reference  committee  reports.  The  House 
expressed  its  appreciation  in  applause.  There  being 
no  further  business,  the  meeting  was  adjourned. 
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Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON 
HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  G.  Rogers,  M D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D. Omaha 

Hiram  R.  Walker,  M.D Kearney 

COMMISSION  ON  MEDICAL 
SOCIO-ECONOMICS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D..  Liaison Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

James  A.  Fosnaugh,  M.D.,  Liaison Lincoln 

Gordon  D.  Adams.  M.D Norfolk 

Jehangir  B.  Bastam,  M.D Lincoln 

Patrick  J.  Bogard,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Scott  M.  Ehresman,  M.D Holdrege 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

ADVISORY  COMMITTEE  (TAC) 

Robert  F.  Shapiro,  M.D.,  Chairholder Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Joseph  R.  Ellison,  M.D Omaha 

Richard  A.  Hranac,  M.D Kearney 

Jeffrey  L.  Susman,  M.D Omaha 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder ...  Omaha 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Gary  W.  Barth,  M.D Hastings 

Richard  P.  Bell,  M.D Norfolk 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Joseph  R.  Gard,  M.D Lincoln 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 


M.  Jack  Mathews,  M.D Lincoln 

Eugene  W.  Peck,  M.D Hastings 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Harlan  C.  Shriner,  Jr.,  Chairholder Lincoln 

Chris  C.  Caudill,  M.D.,  Liaison Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D. ... Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Kenton  L.  Shaffer,  M.D Kearney 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Liaison Hastings 

Alvin  A.  Armstrong,  M.D _ Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

Kiran  Gangahar,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Timothy  J.  Stivrins,  M.D Lincoln 

NEBRASKA  PHYSICIAN  ORGANIZATION 
ADVISORY  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

David  R.  Little,  M.D.,  Liaison Hastings 

Daniel  G.  Bohi,  M.D Omaha 

Steven  G.  Brestin,  M.D Kearney 

Ward  Chambers,  M.D Omaha 

Daniel  R.  Cronk,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

Bernard  W.  Douglas,  M.D Holdrege 

David  R.  Dyke,  M.D Lincoln 

Scott  C.  Elston,  M.D Alliance 

Gordon  L.  Emry,  M.D Cozad 

Richard  J.  Feldaus,  M.D Omaha 

Philip  J.  Hofschire,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Ronald  W.  Klutman,  M.D Columbus 

Randy  T.  Kohl,  M.D Albion 

Newton  E.  Mack,  M.D North  Platte 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

H.  Russell  Semm.  M.D Lincoln 

Todd  S.  Sorensen,  M.D Scottsbluff 

Wayne  Weston,  M.D Lexington 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Liaison Columbus 

Chris  C.  Caudill,  M.D Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

James  A.  Fosnaugh,  M.D. Lincoln 

Louis  E.  Kleager,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 

Phone  ANSWERED  24  HOURS 

PEDIATRICS 

family  practice  Agnes  Gomes,  M.D. 

William  J.  Lawton,  M.D  Karen  ^ Higgins,  M D. 

Ken  Landm,  M.D.  , obstetrics  : gynecology  Larry  j Marshal|  M D 
Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D. 

Thomas  F Werner,  M.D.  surgery 

internal  medicine  James  V.  Reiss,  M.D 

William  J Landis.  M.D. n-96 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


BRYAN  MEDICAL  PLAZA 

1-402-484-7600 

1500  S.  48TH  ST  . SUITE  709 
LINCOLN,  NE  68506 

1-800-MED-LINC 

1-96 


The 

□ 

HEART  , i | | 

■_■■■  CONSULTATIVE 

COVltCr  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.  Box  5345  • Grand  Island,  NE  68802 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

Phone  (402)  466-8259  or  1-800-633-5462  4-96 

David  W.  Swift, 

M.D. 

Rheumatology 

Arthritis  & Related  Diseases 

729  North  Custer 

Hastings  Medical  Park 

P.O,  Box  2339 

21 15  N.  Kansas  Ave. 

Grand  Island,  NE  68802 

Hastings,  NE  68901 

(308)382-9266 

(402)462-8990 

If  No  Answer  Call 

(308)384-3199 

6-96 

eye. 


f surgical 
: associates 


1710  South  70th  St. 

P.O.  Box  68506-0068 
Lincoln,  NE  68506 
(402)  489-8830  or  1-800-633-5462 


Larry  W Wood.  M.D 
Max  W.  Linder,  M.D. 
Gregory  E Sutton,  M D 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Crete.  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 
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I LINCOLN,  cont.  [ | LINCOLN,  cont.  | 


LINCOLN  OB-GYN,  P.C. 


William  P.  Heidrick,  M.D.,  F.A.C.O.G  Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G.  Gregory  W,  Heidrick,  M.D.,  F.AC.O.G. 

Yvonne  K Davenport,  M.D.,  F.A.C.O.G. 


"Board  Certified  in  Obstetrics  & Gynecology" 


• HIGH  RISK  OBSTETRICS 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

• MICROSURGERY 

• USER  SURGERY 

• MAMMOGRAPHY 


— 24  HOURS  - 7 DAYS  A WEEK 

483-7641 

NEW  PATIENTS  WELCOME  

MEDICAL  PARK  PLAZA  BUILDING 

Suite  200,  301  S.  70th 
Lincoln,  NE  68510 

10-96 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

KyongT.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

ChristopherC.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

KamranGhalili.M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

Clyde  R.  Meckel,  M.D. 

(402)489-6554 

1500  S.  48th  St.  #800 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-96 

rirZiP 

402-475-2803 

|^ni  1 I ) Lincoln  ()rihop<H’(lk Cniicr 

| I2C30C-X  | 

Arthroscopic  Surgery 

Frederick  D.  Hathaway,  M.D. 

Sports  Medicine 

Board  Certified 

General  Orthopaedic 

Bruce  A.  Miller,  M.D. 

Board  Certified 

Arthritis  Surgery 

Matthew  C.  Reckmeyer,  M.D. 

Fractures  & Trauma 

Board  Certified 

Hand  Surgery 

Douglas  P.  Tewes,  M.D. 

Board  Eligible 

Total  Joint  Replacement 

John  C.  Yeakley,  M.D. 

Children's  Orthopaedics 

Board  Certified 

8-96 

1000  South  13th  Street  • 

P.O.  Box  2636  Lincoln,  Nebraska  68542 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-96 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street*  Suite  100*  Lincoln,  NE  6851 0 11-96 


' GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY-HAND  SURGERY 

• JOINT  DISEASE&TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 

• CHILDREN’S  ORTHOPAEDICS 

_ ...  ..  _ • SURGERYOFTHEHAND 

Board  Certified  Orthopaedic  Surgeons  „ ■ . 

b n q v Anno «<  Pnrbin 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 

Thomas  M.  Heiser,  M.D. 

Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 

Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-96 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

1 P 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

10-96 


Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 

Tim  J.  Watt,  M.D. 

Phone:  402-488-3002 

10-96 
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I LINCOLN,  cont.  | 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)483-1919  FAX  (402)  483-0357 

8-96 


© 


WOMEN'S  CLINIC  OF  LINCOLN,  P.C. 

Stephen  G.  Swanson,  M.D.,  FACOG 
James  J.  Maly,  M.D.,  FACOG 

Specialists  In  Obstetrics  and  Gynecology 
220  Lyncrest  Drive,  Lincoln,  Nebraska  68510 
(402)  434-3370 


Primary  Health  Care  for  Women  of  All  Ages 

Adolescent  Gynecology  Young  Women's  Center 

Infertility  Center  Counseling  and  Psychotherapy 

Breast  Care  Center  Urology/Incontinence  Services 

Maturity  Center  Hormonal  Replacement  Therapy 

Lamaze  and  Health  Education  Nutrition  Counseling 

High  Risk  Perinatal  Services  with  Home  Monitoring 
Gynecologic  Surgery  Including 

Outpatient  Endoscopic  and  Laser  Procedures  1-96 


rRAIRIE  surgical 

ASSOCIATES  P.C. 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel,  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

10-96 


O PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-96 


pathology 

medical 

services 

p.c. 


SAMUEL  E BOON.  M.D. 
JOHN  H.  CASEY,  M.D 
DEBORAH  K.  DAVIDSON,  D O 
MICHAEL  J DUGGAN,  M.D 
DONALD  A.  DYNEK,  M.D. 
GEORGE  E GAMMEL,  M.D 
PATRICK  A.  KEELAN,  M.D. 
STEFFAN  R LACEY,  M.D. 
CHRISTOPHER  T MASADA,  M.D 
SCOTT M.  NOEL,  M.D 
MATTHIAS  I.  OKOYE,  M.D 
JOHN  F PORTERFIELD.  M.D 
ROBERT F SHAPIRO.  M.D. 
AINA  I.  SILENIEKS,  M.D. 
DANIEL  J.  TILL.  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN- 
EXECUTIVE  DIRECTOR 

Plaza  Mall  South,  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 

6-96 


LINCOLN,  cont. 


UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888 

8-96 
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OMAHA | OMAHA,  cont.  1 


T Trobgy 

Adult  & Pediatric 

V»X^enterrc 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S.  R.  Michael  Kroeger,  M.D.,  F.AC.S. 

Harvey  A Kcmgsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeotfrey  Deeths,  M.D.,  FAC.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111S.  90th  Street 
Omaha,  NE  68114 
(402)  397-9800 
800-882-4770 

• Satellite  Clinics 

Papillion,  NE 

• Immanuel 

3-96 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic 

Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D 

JEFFREY  J.  TIEDEMAN,  M.D. 

scott  t.  McMullen,  m.d. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foots  Ankle 

Work  Related  Injunes  & Evaluations 

♦ Shoulders  Elbow 

CALLS  ANSWERED24  HOURS 

399-8550 

Appointmenis 399-8484 

Billing 399-9301 

3-96 

CARDIOTHORACIC  & VASCULAR 

jvh  SURGERY 

Robert  D.  Lynch,  M.D. 
Allen  H.  Graeve,  M.D. 

West  Dodge  Medical  Bldg. 

Phone::  (402)393-6624 

8300  Dodge  Street,  Suite  124 

FAX:  (402)393-6635 

Omaha,  NE68114 

8-96 

Available  for  Consultation, 

Richard  H.  Legge,  M.D. 

• Neuro-ophthalmology 

Double  Vision  - Botox  Therapy  - Unexplained  Vision  Loss 

• Pediatric  Ophthalmology  • Strabismus 

(402)  397-1815 

7810  Davenport  St.  • Omaha,  NE  68114 

10-96 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge  St.  #237 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

65 10  Sorensen  Pkwy. 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-96 

FIRST 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D.. 
emeritus 

C Rex  Latta,  M.D 


John  W.  Pemberton,  M.D. 
John  T.  Ramsell.  M.D 


Donald  L.  Arkfeld.  M.D. 

Raymond  M.  Crossman.  III.  M.D. 
D Francis  Arkfeld.  M.D. 

Camilla  R Parson,  M.D 
Michael  L.  Goldstein,  M.D. 

Since  1886 


8111  Dodge  St. 
Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha,  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 
Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha.  NE 
68107-2500 
(402)390-8111 
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MidwestChildrensChestPhysiciansP.C.isalfiliatedwith 
Midwest  Allergy  & Ashma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  of  Allergic 
Diseases  and  Asthma 


STANLEY  L DAVIS,  M.D. 

M.  ROSS  THOMAS,  M.D. 
THOMAS  C.  NILSSON,  M.D. 
KEVIN  R.  MURPHY,  M.D. 
MARKC.  WILSON,  M.O. 
JEFFREYS.  NELSON,  M.D. 
GEORGE  A.  ZIEG.  M.D. 
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Board 
Certifited 
in  Adult  & 
Pediatric 
Allergy/ 
Immunology 
and 

Pediatric 

Pulmonology 


OMAHA 

8552  Cass  Street 
Omaha,  NE  681 14 
14505  West  Center  Road 
Omaha,  NE  681 44 
7710  Mercy  Road 
Suite  334 
Omaha,  NE  681 24 
MAAC  402-397-7400 
MCCP  402-397-7979 

COLUMBUS 

2363 18th  Avenue 
Columbus,  NE  68601 
402-563-3379 

NORFOLK 

1300  Nebraska  Avenue 
Norfolk,  NE  68701 
402-379-3250 

6 RAND  ISLAND 

1806  North  Cleburn 
Grand  Island,  NE  68801 
308-381-1700 

FREMONT 

415  East  23rd  Street 
Fremont  NE  68025 
402-397-7400 

MeCOOK 

1301  East  H Street 
McCook,  NE  69001 
308-345-8285 

HARLAN 

121 3 Garfield  Avenue 
Harlan,  IA  51537 
712-7555161 
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PHYSICIAN'S  DIRECTORY,  coni. 


I OMAHA,  cont. 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 


Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


OMAHA,  cont. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "F-  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-96 


7441  "O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 

11819  Miracle  Hills  Drive,  Suite  102  24  Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  s-96 


u fL  HEART  C P k. 


HUGH  S.  LEVIN,  M.D. 

JOSEPH  A.  JARZOBSKI,  M.D. 
TIMOTHY  R.  FANGMAN,  M.D 
DENNIS  P.  TIERNEY,  M.D. 
SHIRLEY  LANDEN  HUERTER,  M.D 
MICHAEL  H.  PETERS,  M.D. 

D.  RANDALL  PRITZA,  M.D. 


V 


398-5880 

7710  MERCY  ROAD,  SUITE  426 
OMAHA,  NE  68124 

334-4154 

13906  GOLD  CIRCLE 
OMAHA,  NE  68144 


AFFILIATED  WITH  BERGAN  MERCY  MEDICAL  CENTER 
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SCOTTSBLUFF 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel.  M.D. 


OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 
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ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Pla2a  #13 
6801  North  72nd  Street 
Omaha.  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Display  classified 
advertising  utilizing  borders  and  screens  is  available  for  an  additional  charge  of  $50.00  per  month.  Copy  must  be  received 
by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance 
unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL, 
233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.:  Best 
of  both  worlds  - rural  small  group  atmosphere,  urban 
large  group  amenities.  Seeking  quality  primary  care 
trained  or  emergency  physicians  interested  in  stellar 
Emergency  Medicine  practice.  Director  and  staff  posi- 
tions. Full-time,  and  regular  part-time.  8k  volume/12  & 
24  hour  shifts.  Democratic  group,  highly  competitive 
compensation,  paid  St.  Paul  malpractice  with  unlimited 
tail,  excellent  benefit  package/bonuses  to  full-time  phy- 
sicians. Numerous  other  locales.  Contact  Melissa  J. 
Milliken,  CMSC,  Director  of  Professional  Relations,  800- 
729-7813,  or  send  CV  to  P.O.  Box  515,  Ankeny,  IA 
50021. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W.  7th, 
Grand  Island  NE  68801. 

NEW  OPENINGS  DAILY!  FP,  IM,  PED:  Lincoln, 
Omaha,  St.  Louis,  Indianapolis,  Chicago,  Des  Moines, 
Cincinnati  and  over  2,000  rural  communities.  We  track 
every  community  in  the  country.  Call  now  for  details. 
The  Curare  Group,  Inc.,  (800)  880-2028,  ID#C149MT. 

FACULTY  WANTED:  Clarkson  Family  Medicine 
opened  its  doors  July  1,  1991.  We  have  filled  in  the 
Match  Program  every  year  since  then,  and  have  ex- 
panded from  a twelve  resident  program  to  an  eighteen 
resident  program  in  1 995.  We  have  seen  our  graduates, 
as  a group,  score  in  the  top  10%  nationally  on  the  in- 
training exam.  We  currently  have  four  full-time  family 
practice  faculty,  one  obstetrician,  one  pediatrician  and 
full-time  behavioral  science  coverage,  including  two 
part-time  psychiatrists.  In  order  to  provide  the  training 
necessary  to  prepare  our  residents  for  rural  practice, 
including  extensive  OB  and  procedural  experience,  we 
are  recruiting  two  additional  family  physician  faculty. 
Requirements  include  practice  and/or  teaching  experi- 
ence, strong  OB  background  and  a desire  to  participate 
in  a new,  exciting  and  growing  residency  program. 
Responsibilities  and  salary  are  negotiable  and  based  on 
experience.  Clarkson  Hospital  takes  pride  in  being  a 
smoke-free  environment  and  does  not  hire  applicants 
who  use  tobacco  products.  EOE.  Send  CV  and/or  letter 
of  inquiry  to:  Richard  A.  Raymond,  M.D.,  Director, 
Clarkson  Family  Medicine,  4200  Douglas  Street,  Omaha, 
NE  68131,  (402)  552-2045. 

ACUTE  CARE,  INC.  LOCUM  TENENS:  Seeking  qual- 
ity physicians  interested  in  primary  care  and/or  OB/ 
GYN  locum  tenens  opportunities.  Part-time  and  full- 
time. Numerous  Iowa,  Nebraska  and  Illinois  locales. 
Work  as  much  or  as  little  as  you  desire.  You  pick  the 
hours  and  the  location.  Highly  competitive  compensa- 
tion. Paid  St.  Paul  malpractice  with  unlimited  tail.  Excel- 
lent benefit  package/bonuses  to  full-time  physicians. 
Contact  Melissa  J.  Milliken,  CMSC,  Director  of  Profes- 
sional Relations,  800/729-78 1 3 or  send  CV  to  P.O.  Box 
515,  Ankeny,  IA  50021. 

COUNCIL  BLUFFS  IOWA  - ACUTE  CARE  COUN- 
CIL BLUFFS,  L.C.:  Ambulatory  Care  Clinic  seeking  qual- 


ity physicians  to  practice  either  regular  part-time,  full- 
time or  moonlighting  during  residency.  Primary  care, 
urgent  care,  occupational  and  sports  medicine.  Week- 
day, week  nights  or  weekend  shifts.  Paid  St.  Paul  mal- 
practice. Excellent  benefits/bonus  packages  to  full-time 
physicians.  Highly  competitive  salary.  Contact  Melissa  J. 
Milliken,  CMSC,  Director  of  Professional  Relations,  800/ 
729-7813  or  send  CV  to  P.O.  Box  515,  Ankeny,  IA 
50021. 

PRIMARY  CARE:  VA  Medical  Center,  Lincoln,  Ne- 
braska. Seeking  Board  Certified  internist  to  provide 
primary  care.  Center  is  affiliated  with  two  medical 
schools,  offers  a competitive  benefit  plan  and  university 
community.  Reflects  quality  living.  Reply  to  Barry  A. 
Graham,  M.D.,  Chief  of  Staff,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510.  (402)  486-7803.  English 
language  proficiency  required.  EOE. 

PSYCHIATRY:  Director  sought  to  provide  clinical 
leadership  to  a state  mental  health  care  facility  offering 
neurogeriatric  rehab,  acute  care,  after  care  and  chemi- 
cal dependency  treatment  programs.  The  facility  has 
approximately  100  admissions  per  month  with  an  aver- 
age census  of  200  patients.  Director  will  provide  clinical 
and  administrative  direction  to  a staff  consisting  of 
psychiatrists,  physicians,  psychologists,  pharmacists, 
nursing,  social  workers  and  program  directors.  Totally 
monitored  clinical  treatment  program  including  lab 
monitoring  and  on-going  treatment  outcome  evalua- 
tions. The  facility  is  located  in  a small  mid-west  commu- 
nity with  housing  and  cost  of  living  below  the  national 
average  within  a safe  environment.  The  facility  offers  a 
negotiable  salary,  superb  benefits  package,  liberal  vaca- 
tion and  sick  leave,  comfortable  40  hour  week  schedule 
with  rotating  call,  professional  liability  carried  by  state 
statute,  on-campus  housing  reimbursement  and  mov- 
ing allowance.  Please  send  curriculum  vitae  with  letter 
of  interest  to  Box  046,  Nebraska  Medical  journal,  233  S. 
13th  St.,  #1512,  Lincoln,  NE  68508. 

WISCONSIN,  MICHIGAN,  IOWA:  Major  multi-spe- 
cialty groups  and  a staff  model  HMO  are  seeking 
additional  physicians  specializing  in  Family  Practice, 
Internal  Medicine,  Pediatrics,  Hematology/Oncology, 
Nephrology  and  Occupational  Medicine.  Innovative, 
growing  practices  in  safe,  progressive  communities. 
Choose  from  suburan  and  metropolitan  cities,  college 
and  resort  towns,  or  rural  destinations.  Enjoy  four  dis- 
tinct seasons  and  an  abundance  of  recreation  at  pristine 
lakes  and  forests.  For  more  information,  call  Strelcheck 
& Associates  at  (800)  243-4353. 

ACUTE  CARE  ANESTHESIA  SERVICES,  L.C.:  Recruit- 
ing MD/DO  Anesthesiologists  & CRNA's.  Professionally 
rewarding,  equitable  anesthesia  practices.  Full-time  and 
part-time.  Iowa  and  Nebraska.  Incentive  based  compen- 
sation & benefits-including  St.  Paul  medical  professional 
liability  insurance.  Contact  Melissa  J.  Milliken,  CMSC, 
Director  of  Professional  Relations,  800-729-781 3,  or 
send  CV  to  P.O.  Box  515,  Ankeny,  I A 50021. 
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Physicians,  Residents,  and  Medical  Students: 


You  know  how  to  protect  yourself 
against  HIV.  But  ..do  you  know  how  to  protect 
yourself  against  the  financial  consequences? 

As  a medical  professional,  you  may  have  increased  exposure  to 
HTV  infection. 

Regardless  of  the  precautions  taken,  members  of  the  medical  community  may 
be  at  higher  risk  for  exposure  to  HIV  infection. 

Traditional  insurance  was  not  designed  to  provide  financial 
protection  against  HTV  infection. 

Although  you  may  have  adequate  amounts  of  life,  health  and  disability  insurance, 
none  are  specifically  designed  to  protect  you  against  the  financial  consequences  of 
HIV  infection.  That  includes  loss  of  income  and  cost  of  treatment. 

The  AMA-Sponsored  HTV  Indemnity  Insurance  Plan  pays  a lump  sum 
benefit  upon  first-time  diagnosis  of  HIV  seropositivity  - up  to  $500.000. 

The  plan  is  designed  to  help  meet  your  financial  needs  if  you  become  infected  with 
HIV,  regardless  of  any  other  insurance  you  may  have. 

The  deadline  for  enrollment  in  the  HTV  Indemnity  Plan 
is  March  1, 1996. 

For  complete  details  and  cost  of  this  coverage,  request  your  FREE,  no-obligation  infor- 
mation about  the  HIV  Indemnity  Plan  today.  Complete  and  return  the  request  form 
below  or  call  the  AMA  Insurance  Agency  toll-free:  1-800-458-5736  (Monday  through 
Friday,  9:00  a.m.  to  4:45  p.m.  Central  time).  Applications  cannot  be  accepted  after  March  1,  1996, 
when  the  current  enrollment  period  ends. 


Co-sponsored  by: 


DON’T  FORGET  — OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1996! 
CALL  1-800-458-5736  OR  COMPLETE  AND  RETURN  THE  REQUEST  FORM  BELOW: 


5 ft  Toff 

< ■■  . . 

1 ; n 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska. 


□ YES!  I want  FREE  information  about  how  I can  help  protect  myself 
financially  against  HIV.  Please  send  me  complete  details  and  costs 
for  this  coverage.  I understand  that  requesting  this  information 
places  me  under  no  obligation.  However,  my  application  must  be 
received  before  the  current  enrollment  period  ends  — March  1 , 1 996. 


ADV9509 


( ) 

Name 

Business/School  Phone 

Address 

/ 

/ 

City 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  □ Physician 

□ Resident 

□ Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  □ Yes  □ No 


A Subsidiary  of  the  American  Medical  Association 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


library 

DEC  2 6 

NY.  Header  Medicine 


$0^00  now  on  the  purchase  of  the  RICOH 
k*C IVw  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


LINTFLSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/593-6363 


„ ,nW  Medical  Society 

County  "™;oTHe 


NEBRASKA 


Jeksesr 


Ih'StRlUl 

Medical  Services 

Specialists  in 
Medical  Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

St.  Paul  Medical  Services 
385  Washington  Street 
St.  Paul,  Minnesota  55102-1396 

For  more  information,  call  800.328.2189,  ext.  6738 


For  more  information  about  The  St.  Paul's  medical  professional 
liability  insurance,  contact  your  independent  insurance  agent. 


The  New  York  Academy  of  Medicine 
Library,  Serials  Dept. 

121&  Fifth  Avenue 
New  York,  NY  10089 


THE  NEW  YORK  ACADEMY 
OF  MEDICINE 
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